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4. Factors observed to facilitate ETC development included:

* building the ETC on an existing education structure eg.
NIMH AIDS Training, AHECs,  Family Planning.

* high level support from institutions involved in ETC.

* history of organizational or key staff involvement with
HIV/AIDS.

5.

6.

7.

Regionalization is a valid and valuable concept for the ETC
program both for administrative purposes and to achieve synergy.

Collaboration with other AIDS related organizations is essential.

8.

Several excellent curricula have been developed by the ETCs.
Dissemination is now the challenge.

JcI 4%

Intensive clinical training is in place only at a few sites. Ir. 6.

numbers.

fear and biases about AIDS among institutions and target
groups.

complicated and/or undefined service delivery networks
often with the ETC as a newcomer with a learning curve.

changing HRSA staff and priorities.

unnaturally formed regions and institutional alliances.

university politics and/or administrative bottlenecks.

Impacting professional school curricula has
More innovative approaches need to be tried.-.

. __ _
10. There is little consistency in ETC approaches to serving as W

ositive movement
level of activity; increased willingness

to collect evaluation data; development of more standardized
approaches; and

The need to collect consistent and comparable data among the ETCs
is as pressing as ever. ETCs are becoming invested in their own
ystems and potential for longitudinal study is diminishing as



I * .i 3. The le.v.el.-af on high cost, potentially high

I impact training (eg. train the trainers, clinical) is still _

:
disappointing.

4. Interesting evaluation approaches have not been widely shared. On
the other hand there has been inappropriate “borrowing” of
instruments.

III. RECOMMENDATIONS

1.

2.

3.

4.

5.

6.

11.

12.

Encourage increased emphasis on in-depth training aimed at
influencing provider skills and behavior. Decrease emphasis
on generating large numbers.

Provide more guidance in selected areas including:
responsibilities of ETC regional office, priority training
groups, preferred training approaches, output expectations
inr ’ 1 .#&es, and~alua  t ion.

-l_l-_l_

Continue regionalization as a key component of the ETC program.
Provide additional guidance on the role of the regional ETC vs.
the local ETC.

Encourage continued collaboration with other AIDS related
organizations.

Provide a structure for disseminating curricula, training
strategies and evaluation approaches.

Clarify HRSA policy and expectations in relation to non-training
activities particularly in the area of information services.
Generally, it is recommended that information services be limited
to ETC activities and training issues.

Encourage innovative approaches to influencing professiona
school curricula, recognizing that not all will succeed. yl

Clarify expectations regarding institutionalization and eventual
self-sustainability.

Encourage more regional control of evaluation activities
occurring at the local ETCs.

Require an identified Evaluation Coordinator at the regional
ETC at least .20 FTE.

Collaboration, both intra-ETC and inter-ETC should be strongly
encouraged.

Come to closure (if it hasn’t been done already) on the
nationally standardized documenting of training activities
(outputs).
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14.

15.

16.

Encourage ETCs to maintain databases of individual participant
and event data rather than aggregate information.

Specify minimum evaluation
training. The final report
on this.

requirements based on the type of
contains detailed recommendations

As the program matures, process evaluation should be de-
emphasized.

Incorporate an evaluation segment in all train-the-trainers
programs.



c* EVALUATION OF AIDS EDUCATION AND TRAINING CRNTRRS  (RTCS)

,

SUWARY RRPORT OF YRAR ONR ACTIVITIES

DRAFT-

I. Overview and Purpose of the Project

AND CONCLUSIONS

The Health Resources and Services Administration (HRSA) contracted with
John Snow Inc. (JSI) to conduct an evaluation of its AIDS Education and
Training Center (ETC) Program. The contract spans two years with the focus of
the first year being on the four first funded ETCs;  New York University AIDS
Education and Training Center (NYU AIDS ETC), University of California, Davis
AIDS Education Center (UCD AEC), the University of Washington’s WAD1 AIDS
Education and Training Center (WAN1 AIDS ETC) and the East Central AIDS
Education and Training Center (ECAETC) based at Ohio State University. In the
second year the focus will be on the second group of seven ETCs funded. The
overall purpose of the proposed project is to describe and assess each ETC and
determine the impact of the program on the knowledge, attitudes and behaviors
of health care professionals providing care and treatment of HIV/AIDS. Study
results are intended, to help both BRSA’and  the ETCs refine and improve the ETC
program to maximize l”mpact. This summary report highlights activities and
conclusions of the first year of the evaluation project.

II. Study.Design  and  Act iv i t i e s

As originally designed, three major strategies were
conducting the sfudy: 1. development of case studies on

to be used in
each ETC, 2. an

analysis of ea& E’i%‘s  evaluation plan and results, and 3. an assessment of
ETC program im$act  . For a number of reasons, most notably the lack of
comparable data among the first four ETCs, it was- not feasible to complete the
assessment of ETC program impact. The case studies and analysis of evaluation
activities, however, were completed. In addition, overview reports
summarizing the findings,of  the individual ETC case studies and evaluation
analyses were prepared. These documents provide a wealth of information about
the ETCs’ program structure, goals , activities and program results.

The major activities undertaken in’the first year followed those outlined
in the contract’s scope of work. Draf&case studies and analysis of
evaluation plans were initially developed from a review of ETC grant
documents and progress reports. Site visits were then conducted to each of
the first four ETCs. Site visits were made by 3 JSI staff members including
an evaluation specialist and AIDS expert and each visit lasted 2-3 days.
Based on information and material collected during the visit, the case studies
and evaluation reports were updated and revised. In addition, two overview
reports were prepared , summarizing findings of the case studies and evaluation
reports. Following comments by HRSA staff, these reports were finalized.

One major activity not included in the original scope of work, was
undertaken. A meeting wshosted  by JSI for all BTC project directors and
evaluation coordinators prior to initiating the site visits. The purpose of



tpe meeting was to elicit input into the content and scope
and resulting reports. The meeting was also structured to_ . . . .

of the site visits
include discussion

on ETC evaluation activities and encourage sharing among the ETCs.

In general, the project proceeded as originally planned and few
significant problems were encountered. It is expected that the second phase
of the project, focusing on seven additional ETCs, will also proceed as
planned.

III. coxlclusions

This summary addresses only the major overall conclusions which can be
drawn from the first year of the contract. The two overview reports
highlight conclusions and recommendations drawn from the case studies and
reports on evaluation activities, while the individual case studies and
evaluation reports detail findings and conclusions on each ETC.

Overall, it is extremely difficult to reach significant conclusions
about the ETC program from the first year’s contract activity. Only 4 of the
13 funded ETCs were visited and each was very different. To generalize from
this small and disparate sample could lead to inappropriate programmatic
decisions. With this caveat in mind, four conclusions are offered for
consideration by HBSA_;

1. In developing its initial program guidance, BBSA purposely and
reasonably decided to be flexible and non-directive. With the
exception of specifying a few critical elements, each ETC was
encouraged to develop its program according to the needs of its
defined region and its own institutional capabilities. As a result,
each ETC is anjque. While all have as their main goal the training
of health care*professionals  on HIV/AIDS, each is very different in
its structure,  management, specific objectives and outcomes.

’

Flexibility was essential to encourage the development of
regionally responsive and appropriate ETCs.  In the long run,
however, it will be _very difficult for IiBSA to monitor and oversee
the operations of such disparate entities. Based on the visits to
the first four ETCs, it appears that the individual ETCs and the
program as a whole would benefit from more guidance and direction in
selected areas. ) 4, . .

,,&C 1:
Specific areas where additional direction is desirable should

be decided by HBSA, perhaps in conjunction with the ETCs. However,
a few areas emerged as a result of the site visits. These were:

a) The role of the central ETC project office in program
management, monitoring and evaluation. How much autonomy
should the satellite sites have? What minimum control
elements (e.g. contracts, scopes of work, uniform
reporting) should be required? !

b) The level and scope of evaluation activities expected
by HRSA. Also, HRSA’s  expectations on output and outcome



data comparable among ETCs (see conclusion #2 for
additional information).

’ c) The level and scope of activities other than training
carried out by the ETCs. For example, what type of
activities are desired, appropriate or allowed under the
general expectation that ETCs serve as a resource for AIDS
providers in their region?

d) The degree to which RRSA expects or encourages the
development of new curricula and materials vs. adapting
modifying existing curricula.

or

e) HRSA’s expectations regarding institutionalization of
the ETC program.

2. Although there are clear and important exceptions, in general,
the ETCs are not adequately evaluating their programs. It must be
stressed that, because the need for training was acute, most ETCs
made a conscious and appropriate decision to initially concentrate
their resources on developing and providing training programs. They
had neither the time or money to focus extensively on evaluation.
The impressive numbers of people reached by the ETC program
documents their Success.

Now that significant training and other activities are
underway, however, evaluation must receive additional focus in the
programs. The evaluation overview.report  contains several specific
recommendations. In essence, HRSA must make clear their
expectations in relation to evaluation. They should also work with
the ETCs to qu ckly reach consensus on output and outcome data that
should be Pout2hely collected and centrally reported by the ETCs.
Such steps%re  essential to allow for future assessment of ETC
program impact as well as on-going justification of the ETC program.

3. As indicated in the case studies, ETC staff members include a
number of highly skilled and motivated trainers and other
individuals that have developed unique training modules and
materials. Many of these individuals expressed interest and, to
date, unfulfilled expectations for increased opportunities to share-
with thei’r  counterparts in other ET&.  The prevailing perception is
that collective meetings of ETC Pro&ct Directors and RRSA
officials are generally administrative and do not translate into
shared knowledge and experience at the level of training program
implementation and evaluation. Increased opportunities
for sharing and education, perhaps within the concept of an annual
training institute for ETC trainers and evaluators, would foster
knowledge and skill dissemination between ETCs and help to promote a
sense of national program identity.

4. Since its outset, a central philosophy of the ETC programihas
been that each ETC is “regional” in scope. The initial ETCs were
encouraged to define their own multi-state region to enhance
rational programming. As more ETCs were funded, HRSA became



f’* involved in defining the boundaries of the regions and in some
cases has directed regional restructuring. At this time, it is

, unclear whether the regional philosophy is still central to the ETC
program. It is also unclear how much HBSA  will continue to be
involved in defining ETC service areas.

The ETC program is evolving just as the AIDS epidemic is evolving
and some modification to initially defined regions is to be
expected. Because this can be disruptive to individual ETCs,
however, it is suggested that HBSA carefully consider and articulate
the factors it will use in defining ETC service areas. It is
further suggested that regional redefinition not take place without
consulting the appropriate ETCs.
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,-
I. EXECUTIVE SunnsRY

-
AIDS is a devastating illness which challenges all segments of this

country’s health care delivery system. As the epidemic spreads, there is an
increasing need for more and better trained health professionals to care for
people with HIV disease and AIDS . In response to this need, the Health
Resources and Services Administration (HRSA) has funded a national network of
regional AIDS Education and Training Centers (ETCs).  The charge placed on each
ETC is to develop and implement programs to train a broad range of health care
providers to provide comprehensive services for HIV/AIDS  patients.

This study was conducted to describe and assess each of the eleven ETCs
which received grants in the first two rounds of HRSA funding; October, 1987
and April, 1988. Specific objectives addressed by the study were to: 1.
document the development and activities of the eleven ETCs through the
preparation of case studies on each center; 2. assess and guide the
development of the evaluation plans and efforts of each of the ETCs; and, 3.
synthesize the lessons learned from the individual and collective evaluation
of ETC activities and training programs in order to improve overall ETC
program performance.

r‘
*

The study was conducted over a two-year period between October, 1988 and
October, 1990 while the ETCs were still relatively new programs. They had been
funded for approximately 16-26 months at the time most of the information was
collected, and were just beginning to have data available needed to assess
program outcomes. As a result, this study focused on describing ETC
activities, identifying program strengths, defining program problems and
challenges, and determining whether ETCs had in place the necessary evaluation
systems to permit assessment of program impact in the future.

Extensive review of written material, in-depth site visits and follow-up
telephone conversations were conducted resulting in a great deal of detailed
information for each ETC. This information is presented in individual case
studies and evaluation reports issued in separate volumes as companions to the
final report. This final report summarizes findings, and presents the
conclusions and recommendations drawn from the eleven ETCs participating in
the study.

Several significant barriers were identified which impeded rapid and
smooth ETC program development. Nevertheless, many of the programs have
emerged as competent and recognized organizations in the training and
education of health professionals around HIV/AIDS. Several have developed
excellent curricula and training programs including train-the-trainers
programs, clinical training programs, and programs to reach minority health
providers and those serving minority populations.

A number of challenges remain before the ETC program reaches its full
potential. In large part, success in addressing these challenges depends on
HRSA developing clear and consistent policies: (1) regionalization, an
appropriate approach for a national program of this scope and complexity,
needs to be further defined; (2) program priorities in terms of target health
professionals and training emphasis need to be clarified; (3) successful
programs and curricula need to be more broadly disseminated; and, (4)

,/--Y
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evaluation needs to be given additional direction, focus and consistency
among all the ETCs.
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II. sTuDYl4ETBoDOLOGY

A. OVERVIEW AND PURPOSE OF THE STUDY

The Health Resources and Services Administration (HRSA) contracted with
John Snow Inc. (JSI) to conduct’an evaluation of its AIDS Education and
Training Center (ETC) Program. The overall purpose of the study was to
describe and assess each of eleven ETCs funded by HRSA in its first two
rounds of ETC funding and to determine the impact of the program on the
knowledge, attitudes and behaviors of health care professionals providing care
and treatment to people with HIV/AIDS. Study results are intended to assist
both HRSA and the ETCs refine and improve the ETC program to maximize impact.

The eleven ETCs included in the study were: AIDS Education and Training
Center for Southern California (AETC-SC); Delta Region AIDS Education and
Training Center (Delta); East ,Central  AIDS ETC (ECAETC); Emory AIDS Training
Network (EATN); Mid-Atlantic AIDS Regional Education and Training Center
(MAARETC); Midwest AIDS Training and Education Center (MATEC); Mountain-Plains
AIDS Education and Training Center (MPAETC); New England AIDS Education and

AIDUSIDA

/ B.

ETCs

ETCs;

Objectives 1,2, and 4 were accomplished. Through extensive review of
material and site visits to all eleven ETCs involved in the studies, case
studies and evaluation reviews have been developed for each of the ETCs.  The
lessons learned from these have been synthesized, and the conclusions and
recommendations are included in this final report.
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Objective 3, was only partially accomplished. Comprehensive criteria for
assessing the short, medium and long-term impact of the ETC program on the
care and treatment of people with HIV/AIDS were developed in collaboration
with the ETCs. As the project proceeded, however, it became apparent that an
assessment of,ETC impact would not be feasible. The evaluation was conducted
early in the program’s development; ETCs had been funded for approximately 16-
26 months at the time most of the study data was collected. At most ETCs, data
needed to assess impact of select interventions was just beginning to be
available. Furthermore, each ETC was collecting data in a different format and
using different definitions, making assessment of impact impossible. As a
result, this study concentrated on assessing whether ETCs had in place the
necessary evaluation systems to permit assessment of program impact in the
future. Several recommendations are included in the summary of ETC evaluation
activities to assure that future assessment of impact is possible.

The study was conducted over a two-year period (October, 1988 - October,
1990),  in two major phases. During phase one, which coincided with the first
year of the ETC program, emphasis was on studying the four (4) ETCs funded in
the first HRSA grant cycle, September, 1987. These were ECAETC, NY-Caribe,
WAMI-0 and Western. During the second phase, the emphasis was onithe seven (7)
ETCs funded in the second grant cycle, April, 1988. In addition, during the
second phase, information collected on the first four was updated.

Similar study activities were undertaken in each phase. At the beginning
of each phase, written material on each ETC to be studied was collected from
HRSA. This typically included the original grant application, continuation
grant applications, progress reports, and in some instances, Project Officer
site visit reports or other special reports. As needed, additional written
material was requested from the ETCs.  A draft case study and a draft
evaluation review were prepared based on the review of written material.

Site visits were conducted to each ETC. The visits, typically lasting two
to three days, were conducted by a three-person JSI project team consisting of
an evaluation specialist , a training specialist and HIV/AIDS program
specialist. A detailed site visit protocol, included as Appendix I, was used
to guide the visit. The protocol was slightly modified between phase one and
phase two but contained the same major elements for all the site visits as
follows :

Day One

. Overview of the ETC (goals and objectives; geographic
target area; organizational structure; collaborating
agencies and institutions)

. Review of Program History (origin and major developmental
milestones; facilitating factors and barriers; external
relationships felt to be required for successful conduct;
environment in which the ETC operates)
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. Description of Program Structure
(centralized/decentralized program model; placement within
the university structure; staffing; linkages; non-federal
resources available)

. Overview of Education and Training Programs (approach to
education and training; target trainees; training
strategies and methods; training media; co-sponsorship;
relationship between strategies and goals and objectives)

. Overview of Other ETC Activities (specific activities)

. Overview of the ETC’s Future Plans (for
institutionalization and self-sufficiency; future training
plans; anticipated changes in structure or procedures)

T w oDay

. Specific Education and Training Program and Products.
(needs/demands assessments; specific strategies including
ETC curriculum for professional schools; CEUs;  policies,
procedures and systems for managing training events/other
ETC activities; role of each sub-grantee site; minority
response; cost-sharing; financial control)

. Hands-on Review of Curricula and Other Training Products

. Evaluation Plan (development of the initial plan;
evaluation framework and approach; locus of responsibility
for evaluation activities; coordination of evaluation
among sites; procedures for formative evaluation of
materials; methodologies for evaluating specific
interventions; monitoring second generation training
activities; evaluation reports; current status of
evaluation)

. Systems Review (MIS; professional support systems; inter-
site communications; systems for training program
management)

. Data and Document Review (project meeting minutes;
needs/demands assessments; training activity records and
data; other ETC activity records; subcontracts and
agreements; protocols, policies and procedures;
curricula/materials used; evaluation instruments; internal
e v a l u a t i o n  r e p o r t s )  .



Day Three

. Wrap-Up

. Debriefing
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Most of the on-site time was spent with the ETC regional office staff;
however, at each ETC at least one subcontractor site was visited and the
remaining subcontractors were interviewed by telephone following a second
protocol (also in Appendix I), which focused on site-specific issues as well
as the site’s perspective on the ETC. In addition to the protocol, a list of
ETC-specific issues and questions were prepared in advance of the visits,
based on review of the written material, and were incorporated into the visit.

A great deal of information was collected during the site visits through
combining interviews, material, curricula and data review, and direct
observation. Based on the site visits, the draft case study and the draft
evaluation report were revised.

r

This second draft of each report was sent to HRSA for review and
comment . A third revision was made and the individual case study and
evaluation reports were sent to the respective ETCs.  Based on their comments,
the case studies were finalized. As noted above, case study and evaluation
material from the first four ETCs studied was updated during phase two of the
project, primarily through telephone conversations and any new written
material available. It is acknowledged that this update is not nearly as
comprehensive as the initial analysis completed during phase one.

The case studies and the evaluation reviews were summarized in separate
“Overview Reports” at the end of each study phase. That is, at the end of
phase one, a Case Study Overview Report, summarizing the first four case
studies and an Evaluation Overview Report, summarizing the first four
evaluation reviews were prepared. Similarly, at the end of phase two, these
reports were prepared summarizing the findings from all eleven ETCs studied.
The final case study and evaluation overviews are included as chapters in this
final report.

C. NETHODOLDGICAL  CONSIDRRATIONS

In general, the study methodology was appropriate to the study goals and
objectives. In particular, the overall process of developing case studies and
evaluation reports by first reviewing written material and then conducting
site visits proved to be an excellent way to collect extensive and detailed
information about the ETC programs. In fact, given the complexity and unique
characteristics of each ETC, the study could not have been done without in-
depth, multi-faceted site visits.

The only significant difficulty to arise in the study was the lack of
availability of data and, particularly of comparable data, with which to
assess the impact of the ETCs.  Given the early stage of ETC program
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development at the time of the study, it is understandable that data
addressing impact was not widely available. It is also understandable that
data was not consistently defined among the ETCs. However, in the near future,
it will be essential to assess the impact of both individual,ETCs and the
system as a whole. This impact assessment must look not only at program
outputs (i.e. numbers of people trained) but also impact on health care
providers’ knowledge, attitudes, and behaviors related to HIV/AIDS. Ideally,
the assessment of impact should also look at whether the ETC program has been
able to influence the number of health care providers able and willing to care
for people with HIV/AIDS as well as the quality of care provided. Several
recommendations are provided in this final report to assist in making future
assessment of impact possible.

D. PROJECT REPORTS

As noted in the discussion of project activities, several reports
resulted from this study. These include:

1. A Case Study for each of the eleven (11) ETCs included in the study.
The case study presents detailed information about the subject ETC
including: an overview of the ETC; regional configuration and
collaborating agencies; program history; program structure;
training and education programs; program administration; and a
summary of program highlights and future plans.

2. An Evaluation Review for each of the eleven (11) ETCs included in
the study. The evaluation review includes an overview; the
administration of the evaluation process; formative evaluation of
products developed; approaches to project evaluation; evaluations
conducted; and, summary of issues and challenges for the future.

3. Two Case Study Overview Reports one covering the first four (4) ETCs
studied, the second covering all eleven (11). The final Case Study
Overview Report is also included as a chapter in this final report.
It highlights the experiences of the ETCs in several key areas
including: regionalization; collaboration with other AIDS related
organizations; clinical, train-the-trainers and continuing education
training programs; reaching minority health providers; influencing
health professional school curricula; information services; and,
program sustainability. It also draws conclusions and makes
recommendations based on the case studies.

4. Three Evaluation Overview Reports one covering the first four (4)
ETCs, one covering the second seven (7), and one summarizing the
evaluation activities of all eleven (11) ETCs studied. The final
Evaluation Overview is included as a chapter in this final report.
It addresses: administration of the evaluation process; approaches
to evaluation including formative evaluation of training products,
evaluation of training programs , evaluation of effectiveness, and
evaluation of impact. It also makes several recommendations for
strengthening ETC evaluation activities.
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5. The study Final Report which summarizes the study methodology,
includes the case study and evaluation overviews and summarizes
study conclusions and recommendations.
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III. AIDS EDljCATION AND TRAINING CENTRR PROGRAM
CASE STUDY OVERVIEW

A. INTRODUCTION

The following report is an overview of case studies developed for eleven
(11) AIDS Education and Training Centers (ETCs) funded by the Health Resources
and Services Administration’s (HRSA’s) Bureau of Health Professions (BHPr).
These are: East Central AIDS ETC (ECAETC); Washington, Alaska, Montana, Idaho
and Oregon AIDS ETC (WAMI-0); Western AIDS ETC (Western); New York - Caribe
AIDS/SIDA  Education and Training Center (NY-Caribe); AIDS Education and
Training Center for Southern California (AETC-SC); Delta Region AIDS Education
and Training Center (Delta); Emory AIDS Training Network (EATN); Mid-Atlantic
AIDS Regional Education and Training Center (MAARETC); Midwest AIDS Training
and Education Center (MATEC); Mountain-Plains AIDS Education and Training
Center (MPAETC); and New England AIDS Education and Training Center (NEAETC).
The first four mentioned (ECAETC, WAMI-0, NY-Caribe, and Western) were the
first group funded by HRSA, in September, 1987. The remaining seven were
funded in the second HRSA grant cycle, in April, 1988. Four ETCs funded later
by HRSA were not included in the study.

The case studies were developed in two phases. The studies for the first
four ETCs (ECAETC, NY-Caribe, WAMI-0, Western) were developed in year one of
the project, then up-dated at the end of year two. The studies for the
remaining seven were developed entirely in year two of the project. The first
step in developing the case studies involved the review of written material
including grant applications, progress reports and site visit reports. A draft
case study was then prepared. Subsequently, site visits were conducted to each
ETC. The site visits were generally conducted by a three-person team over a
three-day visit. Following the site visits and additional telephone
conversations, the case studies were revised and circulated, still as drafts,
to HRSA and the ETCs. As mentioned above, the case studies of the first four
ETCs underwent an additional up-dating process through collection of written
material and extensive telephone conversations. The final case studies
incorporate information collected in all these steps.

Each case study addresses the following issues:

1.

2.

3.

4.

Program Overview: regional configuration , collaborating agencies,
program goals;

Program History: regional HIV epidemiology, organizational background,
ETC origin and development;

Program Structure: organizational roles and relationships, staffing,
approaches to collaboration and regionalization, organizational
qualities;

Education and Training Program: needs assessment activities, target
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trainees , training activities,
used, outputs

curricula and material developed or
, efforts to reach minorities, issues and successes;

5. Program Administration: administrative systems, systems for managing
training programs, trainee recruitment, training sites, cost sharing/
sustainability, CEUs,  library/information services, other services;

6. Summary and Future Plans: and,

7. Appendices: ETC goals and objectives and descriptions of sub-
contractors.

There is a great deal of detailed information contained in each of these
case studies. It is not the intent of this report to repeat this information.
Instead, this overview report summarizes ETC activities and issues in
selected areas central to the program’s mission and goals,. These areas are: 1.
regionalization; 2. collaboration with other AIDS related organizations; 3.
needs assessment; 4. training programs, sub-divided into clinical training
programs, train-the-trainers programs , and general continuing education
training programs; 5. reaching minority providers and those serving
minorities; 6. influencing professional school curricula; 7. information and
resource services; and, 8. program sustainability. The critical issue of
evaluation is extensively addressed in a separate overview report as well as
in individual ETC evaluation reviews.

For each area discussed, particular successes as well as outstanding
issues or problems are noted. It is intended, by citing successes, to provide
a sam lin of specific ETC accomplishments.
+

The examples are by no means
ex austlve, and the individual case studies are replete with many more
noteworthy achievements. The issues and problems are presented not to indict
particular ETCs or the program, but to provide HRSA and the ETCs with
information to guide further program development. Taken in this context, both
the successes and outstanding issues can make a positive contribution to the
ETC program.

B. SUBBABY  OF FINDINGS FROM CASE STUDIBS

1. General Observations

Two important overall observations can be made from the case studies. The
first is that each ETC is unique. In conceiving and designing the ETC
program, HRSA purposely decided to be flexible and non-directive. With the
exception of specifying a few critical elements, each ETC was encouraged to
develop its organizational structure and training program according to needs
of its defined region within the capabilities of its collaborating
organizations. Initially, the ETCs were also encouraged to define their own
geographic region, although HRSA often intervened to negotiate regions either
during or after the application process. As a result of this flexibility on
HRSA’s part, each ETC is different. While all have as their main goal the
training of health care professionals on HIV/AIDS, each is very different in
its structure, philosophy, training program priorities and outcomes.
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The second observation is that this study looked at the ETC program
relatively early in its development. Sites had been funded for 16-26 months at
the time of their site visit, and in many places, had to overcome many
barriers to smooth program development. The site visits in year two of the
project, as well as the up-dates of the first four grantees, visited
demonstrated the progress made by the projects in their second and third
years. With clear direction from HRSA, this progress can be expected to
continue.

Observed barriers to smooth program development included:

. a rapidly evolving epidemic requiring constant revision of
materials, target groups, and priori ties;

. demands to aggressively and quickly begin training programs;

. continuing fear and biases about the illness among the target
health professions and even within the institutions involved;

. complicated and/or undefined service delivery networks often with
the ETC as a newcomer to that network;

. an early emphasis by HRSA on producing large numbers of people
trained;

. changing HRSA staff and priorities;

. unnaturally formed regions and institutional alliances, some of
which had to breakdown competitive barriers; and

. university politics and/or administrative bottlenecks.

On the other side, some ETCs experienced fairly smooth program
development. Observed factors which facilitated program development included:

. building the ETC on an existing education structure with recognized
expertise in training community-based health professionals - ETCs
which were built on National Institute of Mental Health (NIMH) AIDS
training programs, established Area Health Education Center (AHEC)
programs, and in one case, a Family Planning Program model, realized
a developmental advantage;

. high-level support from the institutions involved in the ETC - both
grantee and subcontractors, minimizing bureaucratic bottlenecks and
providing needed space and administrative support;

. a history of active involvement in HIV/AIDS care or education either
by the institution or key ETC staff to facilitate knowledge of and
recognition by the AIDS care network.
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The unique qualities of each ETC and the relatively early stage of
program development place the following specific discussion in context. While
there is still much to be achieved, each ETC has already contributed to the
training and education of health care providers about HIV/AIDS in their
region. In most places, the ETCs are poised to take on an increasingly visible
and important role in combatting the illness.

2. Development and Management of a Regionalized Program

From the outset, ETCs were expected to be regional programs. While there
has not been clear definition of what constitutes an acceptable region (in
fact the concept has evolved with each ETC grant cycle) it is clear that HRSA
wanted each ETC (with its subcontractors) to have responsibility for a
specific geographic area. This geographic area may have involved several
entire states, or it may have been more focused on a specific high-incidence
area in part of a state. Of the eleven ETCs addressed in this study, two (NY-
Caribe and AETC-SC), had regions that included sub-state areas, the remaining
nine were multi-state programs.

Initially, ETCs were encouraged to identify and define their own
geographical regions. After the first funding round, however, HRSA become more
involved in negotiating and realigning regions with both prospective and
existing grantees. This realignment, which is apparently ongoing, is in part
due to HRSA’s commitment to assure the entire country, including Puerto Rico
and the Virgin Islands, is included in an ETC region, and that there is no
overlap. Thus, as new ETCs have been funded, older ETCs have been
reconfigured. Realignment also occurs to form more natural and manageable
regions, as when Connecticut was moved from the NYU ETC to the New England
ETC. While perhaps beneficial in the long run, there is no doubt that regional
reconfiguration is disruptive in the short run, and impedes program
development. To date, reconfiguration has most effected NY-Caribe and, to a
lesser degree, EATN.

Regionalization of a program also implies some level of overall
management at the regional level while many activities are carried-out
locally. The ETCs’ approach to regional management ranges from highly
centralized, where the ETC regional office assumes a great deal of control
over the training programs throughout the region, to highly decentralized,
where each ETC subcontractors function essentially independently in their
respective geographic area. Most ETCs,  however, fall between these two
extremes and even programs that started highly centralized or decentralized
are moving to a balanced regional model.

Examples of two programs which have developed particularly functional
models of regional program management are MPAETC and MATEC. Both programs
cover multi-state areas and have “local” ETCs in each state, subcontracted to
universities or professional organizations. MATEC has made a further
geographic division, separating Illinois into northern and southern regions to
recognize substantial differences in the area and AIDS demographics. In both

fl programs, the local ETCs are fully responsible for the training in their area
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while the regional office assumes a coordinating, resource and “fill-in-the-
gaps” role.

This geographic division of responsibility seems to work well for several
reasons : (1) it assures all areas of the region are covered; (2) it allows
local ETCs to gain recognition within the AIDS care network and the political
structure of their area; and (3) it avoids confusion among target groups as
may occur when several arms of the ETC provide training on different topics.

Under this model, the local ETCs are delegated full responsibility for
identifying training needs and developing and conducting training programs in
their state or area. They may, and often do, draw on the regional ETC office
or other subcontractors for assistance, ranging from training materials to
course presentation. As a second level of responsibility, a local ETC may take
the lead in developing specialized
(e.g. i Wisconsin’s dental training
responsibility is secondary to the
a geographic area.

programs for use throughout the region
program), but that functional
subcontractor’s overall responsibility for

Regional ETC offices assume a range of responsibilities. Many are. .
providing a great deal of direct training while others are performing more of
a coordinating and resource function. In the latter cases, the regional
offices are often located within or near the local ETC and are very involved
in their activities. From the site visits, JSI recommends several functions
for regional ETC offices. These include:

1. Develop regional strategic ‘plan, provide general oversight, and
establish general expectations for each local ETC. This should be
formalized in a Scope of Work appended to the subcontract on an
‘annual basis.

2. Assure the quality of training provided. Quality assurance may be
provided through different means. MPAETC and NY-Caribe control
quality by using standardized curriculum and developing a cadre of
trainers to train using the curriculum. MATEC is addressing quality
assurance by forming committees to set region-wide training
standards.

3. Act as a regional resource for training/education materials and
information. This includes developing a library of resources for use
in local training, keeping track and communicating national training
developments, facilitating the sharing of training curricula and
materials across local ETCs,  and coordinating training schedules.

4. Develop curricula and materials and/or conduct training as needed
to fill in gaps in the local ETCs or as requested by the local ETCs.
ETCs heavily involved in direct training must carefully define their
role in relation to subcontractors to avoid duplication or
competition.
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5. Maintain close contact with HRSA regarding program issues and
priorities and communicate these to the subcontractors. Similarly,
maintain contact with other national and regional developments
relating to HIV/AIDS including progress of the epidemic, treatment
standards, service delivery models and so forth.

6. Provide grants management and allocation of available resources
throughout the region.

7. Coordinate evaluation activities and reporting. Ideally, the
regional office in consultation with the local sites should
establish minimum, acceptable evaluation standards and criteria,
with a core set of common items and definitions to be used and
reported to the regional office. Evaluation data should be
maintained centrally, both to reduce burden on the local sites and
to alloi for regional reports and comparisons.

Although the development of truly regional ETC programs has been’
difficult, it is a concept that is both appropriate and feasible for the on-
going management of the ETC program. There is a great deal of program benefit
to be gained through the synergy of a regional program. Each subcontractor
and the regional office contributes knowledge and experience to the program,
high incidence areas can serve as a resource for clinical experiences to lower
incidence areas, and highly specialized materials can be developed and shared
across the region. At its best, regionalization allows for local autonomy and
responsiveness while building in important economies of scale and the
potential for cohesive direction and accountability. Additional guidance from
HRSA regarding the roles of regional versus local ETCs,  as well as the natural
development of regional organizations, will further strengthen the concept.

3. Collaboration With Other AIDS Related Organizations

Collaboration with other AIDS-related organizations is important to the
ETCs for several reasons: 1. collaboration helps the ETCs stay up-to-date on
the progress of the illness and the evolving needs of individuals and
organizations serving people with HIV/AIDS; 2. collaboration often leads to
co-sponsorship of training programs and therefore helps extend ETC resources;
and 3. by working with other organizations, ETCs establish themselves as
legitimate AIDS training organizations.

The case studies demonstrate that the ETCs are working closely with a
wide range of AIDS-related organizations in a variety of ways. Most ETCs have
advisory boards either at the regional or local level made up of
representatives of the AIDS service delivery community. Conversely, many ETC
staff participate on the boards and advisory committees of other
organizations. Virtually all of the ETCs co-sponsor some of their training
events and for some, like NEAETC and ECAETC, collaboration and co-sponsorship
is an explicit goal of the ETC.
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The list of specific groups collaborating with ETCs is included in each
case study and is too extensive to repeat here. However, some of the more
important linkages are noted.

National Institute of Mental Health (NIMH) AIDS Training Programs:

As was noted in the introduction to this section, early affiliation with
NIMH AIDS Training Programs helped ETCs in their critical development
phase. NY-Caribe, WAMI-0, and AETC-SC particularly benefited from their
close affiliation. NIMH programs offered an existing training structure,
established linkages with community groups, the core of a solid
curriculum, and a strong focus on evaluation. On an on-going basis, NIMH
funding of ETCs as occurred in MPAETC, Western, NY-Caribe and WAMI-0, or
close affiliation of ETCs with NIMH funded programs, will benefit both
programs.

Area Health Education Centers (AHEC):

Similar to affiliation with the NIMH Training Programs, affiliation with
established AHEC programs also helped in program development and
facilitates training program implementation. The contribution here came
from the links the AHECs established with community-based providers;
their expertise in developing and implementing health provider training
programs; and established mechanisms for sub-contracting and program
administration. NEAETC, Western and MPAETC most benefited from
affiliation with existing AHEC programs. It was noted in the site visits
that affiliation with AHEC programs was not automatically an advantage;
in at least two instances - one where the AHEC was in its early
development stages and another where the AHEC was overshadowed by a
respected AIDS-care provider - AHEC affiliation worked against the ETC.

Community and Migrant Health Centers (C/MHCs):

C/MHCs are primary health care programs located in medically underserved
urban and rural areas of the country. Because they are also funded by
HRSA, and because they provide primary care to a high proportion of Black
and Hispanic patients, they are a logical focus for ETC efforts. However,
in general, ETC collaboration with C/MHCs was disappointing. Several ETCs
had recently received supplemental funding to specifically address the
needs of C/MHCs in their areas, but these efforts were just in the
development stages at the time of the visits. Only a few (notably NEAETC,
MATEC, EATN and Western) emphasized collaboration with this important
group of providers as part of their overall policy.

Although the benefits of collaboration are generally acknowledged, it
should be pointed out that sometimes collaboration can work to the ETCs’
disadvantage. It is much more difficult to point to the specific
accomplishments of the ETCs when their activities are merged with several
other entities.
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4. Needs Assessment

The ETCs were started in the midst of a very serious epidemic and faced
immediate pressure to aggressively begin training programs. Their approach to
needs assessment reflected this reality. In general, ETCs relied on needs
assessments which had already been done and supplemented these with
specifically focused assessments, targeting a particular area, discipline or
training need. For some areas, this was a reasonable approach. Virginia, for
example, had recently completed a very comprehensive CDC-funded statewide
needs assessment, which provided excellent information for planning its
training program. In others, however, this left the program with fragmented
information about regional training needs, making overall planning for a
regional program difficult.

Only a couple of ETCs (Delta, ECAETC, EATN) attempted multi-discipline
region-wide needs assessments. Delta’s was perhaps the most ambitious with
health professionals throughout their three-state region randomly selected to
receive a mailed questionnaire assessing knowledge, attitude and skills by
discipline. The results of the mailed survey were used as the basis for focus
group discussions by discipline. Key informant interviews were also conducted.
The results of the needs assessment fed directly into discipline-specific
curricula being developed by the program. Unfortunately, this thorough
approach did delay the implementation of some training programs.

WAMI-0 did not conduct a region-wide needs assessment at the outset of
its program. .However,  as it moved from its initial focus in the major cities
of Washington and Oregon, the program recognized the importance of conducting
thorough needs assessments in less familiar areas. They approached this by
organizing and facilitating meetings of key AIDS service and other community
leaders in each of eleven (11) targeted cities. As a result of these
meetings, their program was significantly restructured. Information gained
from the meetings will also serve as the basis for future evaluation of
activities.

At the outset of the program, conducting comprehensive, region-wide needs
assessments would have helped the ETCs formulate regional training strategies
and plans. However, the pressures of the epidemic and urging by HRSA to
quickly respond, led the ETCs to direct their resources and efforts elsewhere.
At this stage in their development, the usefulness of a region-wide
assessment has passed. Through their own training staff, information collected
from training participants, input of advisory boards and collaboration with
other AIDS related groups, ETCs have become their own key informants. Their
approach of focusing needs assessments efforts on particular areas, target
groups or training needs is appropriate and represents the best use of limited
resources.

5. Training Programs

ETCs all have as their primary goal the training and education of health
care professionals about HIV/AIDS. Each program, however, has a different
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approach and emphasis. All ETCs incorporate a “Train-the-Trainers” model to
some extent although the emphasis given to training of trainers varies in both
scope and intensity. Similarly , most models include some in-depth ciinical
training opportunities designed to enhance care-giving skills relating to
HIV/AIDS. A few have introduced innovative training technology into their
programs. For most ETCs, the significant majority of their training can be
classified as continuing education, information-oriented sessions, usually
lasting from l-6 hours. Next most frequent are slightly longer sessions (l-2
days), again information-oriented, and in some cases addressing participant
attitudes or skills.

These two types of sessions produce the biggest training output numbers
for the ETCs, and require a relatively limited investment of resources. At the
other end of the spectrum, true train-the-trainers programs which last 4-5
days and address both AIDS-related information and teaching skills, and
clinical training programs which can accommodate only 2-4 people per session
require extensive investment of resources both for development and
implementation. The ETCs have been torn by conflicting pressures to produce
impressive numbers of people trained with the need to conduct more in-depth
training which more intensively impacts the ability of providers to care for
people with AIDS. Most ETCs have the capability to do both and need only
guidance on where to place their emphasis. To date, this emphasis has been on
reaching large numbers of people, and in this the ETCs have been very
successful.

Each case study itemizes the major training programs done by the ETCs and
their subcontractors. The following discussion highlights some of the most
innovative and successful programs being implemented by the ETCs.

Train-the-Trainers Programs

The term “Train-the-Trainers” is used loosely throughout the ETC program
to apply to any program designed to encourage participants to go on to train
others about HIV/AIDS. The sessions range from one-day programs for
increasing the information level of participants, to 5-day sessions addressing
participants’ knowledge and attitudes as well as incorporating educational
strategies and training skills. Some train-the-trainers programs include
competency testing and a certification process; most do not. Some require and
track the subsequent conduct of an agreed upon number of sessions; for many,
subsequent training benefit depends on the initiative of individual
participants.

Western, NY-Caribe, MPAETC, the Virginia site of MAARETC, and WAMI-0 all
have comprehensive train-the-trainers programs. These programs are based on
standardized curricula, last from 3-5 days and incorporate both AIDS-related
information and teaching skills. All have explicit expectations about how
participants will use the skills acquired to train others.

Several other ETCs have conducted specialized train-the trainers programs
of note. The Kentucky site of ECAETC, the Wisconsin site of MATEC, MAARETC and
Western all have implemented train-the-trainers programs for dental
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professionals. MATEC’s sites have implemented a broad range of train-the
trainers programs including programs for mental health workers, social
workers, and workers in correctional institutions. EATN developed a session
for nurses and health educators. WAMI conducted two train-the-trainers
programs focusing on substance abuse issues. It included sessions on
organizational development or change to affect intake and risk assessment
procedures in the trainees’ organizations.

Train-the-trainers programs aimed at faculty of health professions
schools have been held by NEAETC, NY-Caribe, AETC-SC, Delta, and Western.
These sessions, also known as “faculty development” programs, generally assume
that as university faculty, participants already have needed education
skills. Consequently the focus is on providing AIDS-specific information.

From even this abbreviated list, it is apparent that the ETCs have been
very involved in train-the trainers programs. Remaining challenges for HRSA
and the ETCs include:

(1) sharing existing curricula and materials among ETCs to avoid
unnecessary duplication;

(2) more clearly defining expectations for programs labeled as
training-of-trainers; and

(3) tracking and assessing the impact of this resource intensive
effort both in terms of the resulting competency of those
trained directly and in terms of other subsequent training.

Clinical Training

As with train-the-trainers activities, the definition and scope of
clinical training in HIV/AIDS varies greatly among the ETCs, ranging from
half-day observations of AIDS clinics to week-long sessions including both
didactic and patient care experiences. Most, though not all, of the ETCs offer
some level of clinical experience for physicians. Only a few, however, offer a
clinical experience designed to prepare physicians to care for people with
AIDS. AETC-SC has the most intensive clinical training program among the ETCs.
This ETC offers two levels of clinical training--an introductory program and
an intensive program. It is the intensive program that is unique among the
ETCs  .

AETC-SC’s  intensive clinical program for physicians, nurse clinicians and
physician assistants is a one-week program based at the Los Angeles County -
USC Medical Center. There is a didactic introductory session, but the majority
of the week is spent in direct patient care including rotations through the
medical center’s primary care clinic, specialty clinics and a private
practice. Psychosocial issues are also addressed. UC-Irvine, a subcontractor
to USC, offers a three-day version of this program and has been very
successful in attracting community-based physicians. This level of commitment
to clinical training comes at a cost: two physicians are supported through the
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ETC grant to run the program. Approximately 100 people (50% physicians) have
gone through the intensive clinical program.

Several other ETCs offer clinical training programs for physicians and/or
nurses. EATN, several of NEAETC’s  sites, and the Virginia site of MAAETC  all
offer structured clinical experiences combining didactic and patient care
aspects. Clinical experiences for other health professionals have been
limited, primarily due to funding constraints and the priority given to
primary care providers. However, the Florida site of EATN has developed a
clinical training program for mental health professionals.

MPAETC has developed a “mini-sabbatical”, which while not designed to
provide an intensive clinical experience (that is offered through the STD
training program at Denver General Hospital), o ffers broad exposure to AIDS
care issues. The mini-sabbatical offers a series of rotations through
different organizations providing care to people with AIDS. Specific
organizations involved in the rotation are selected based on the trainees
needs and last from one to five days.

The ETCs which have been extensively involved in clinical training
programs have demonstrated that such programs are feasible and that the
programs can and do attract community-based providers, including providers
serving substantial minority populations. The challenges now are to:

(1) demonstrate the impact of these programs both in terms of
increasing the number of providers caring for people with
HIV/AIDS and in terms of the quality of care being provided;
and

(2) extend these programs more widely throughout the ETC network
with the recognition that these programs are expensive in
comparison to the large audience informational sessions.

Continuing Education Training Programs:

As noted in the introduction to this section, the vast majority of
training in terms of reported outputs conducted by the ETCs and their sub-
contracted sites fall into the category of general training. These are
typically continuing education sessions ranging in length from 1 hour to 2
days, and use a variety of instructional formats: lectures, videos,
participatory exercises, panels, written exercises etc. Sessions may be multi-
disciplinary or discipline-specific. Many of these sessions are co-sponsored
by the ETCs and are conducted in response to requests by local health
providers or social service agencies. Others are built into grand rounds or
other continuing education sessions held by participating ETC organizations.
Still others are sessions conducted by participants in ETC train-the-trainer
programs.

The number and variation of such trainings offered are too extensive to
list. Virtually every ETC can point to several examples of high quality
continuing education offered as a result of the ETC program. Overall, one of
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the most significant advances noted between year one and year two of the
evaluation study was that the continuing education programs offered by most
ETCs expanded in both scope and depth. Most ETCs had moved beyond
presentations of basic AIDS information to focus on the more specialized needs
of target trainees. A few of the ETCs began actively reaching out to selected
target groups who might not themselves initiate training. The following are
some interesting strategies for reaching hard-to-reach groups.

.

* The Nebraska site of MPAETC has an innovative approach to training
institutional staff in this very low incidence state. Through their
training “AIDS in the Health Care Setting,” the ETC training team
travels to a particular institution (e.g. hospital, nursing home)
and works with their multidisciplinary staff. There is a short
didactic component, but the core of the program is a problem-solving
exercise. The training team leads the institution’s
multidisciplinary team through the care provided to a select group
of patients on a previous day. The care team is then challenged to
identify how the care would have been different if these patients
were AIDS patients.

* Western AIDS ETC, through its network of AAETCs has developed an
approach for reaching primary care physicians who might not
otherwise receive training. An ETC trained physician/nurse team
visits the physician in his/her office during non-patient hours. The
ETC physician works with the practice physician while the nurse
works with the rest of the office staff. Issues addressed can be
customized according to the needs of the practice. The availability
of this training was originally published by the medical society.

* AETC-SC initiated a collaborative effort to develop a workshop on
Latinas  and AIDS. By working closely with a number of Latin0 and
AIDS related organizations in the Los Angeles area, the ETC was able
to implement a very successful two-day program addressing highly
sensitive but important issues.

* The University of Alabama site of EATN has developed an innovative
program for reaching physicians in the rural areas of that state. As
the medical center accepts referrals from rural physicians, training
sessions are arranged in the referring community, using management
of the specific case as a focus for the training.

Some of the ETCs are also using innovative training technology to enhance
their training efforts. Teleconferencing has been used with varying success by
several of the ETCs.  ECAETC, NEAETC, MPAETC and Western continue to use this
medium to reach large numbers of providers who might not otherwise be able to
attend training. Other ETCs like NY-Caribe are moving away from their initial
plans to emphasize teleconferencing feeling they sacrificed too much in the
way of quality control.

ECAETC is pursuing a self-study strategy through Computer Assisted
Instruction (CAI). Modules for physicians/physician’s assistants, dentists,
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nurses, and one on psychosocial issues have been developed. The modules are
designed to be used on personal computers and take an average of three hours
to complete. The self-study program includes a self-administered test which
may be submitted as evidence of program completion for continuing education
credit.

The Alabama site of EATN is pilot testing a technology known as the “Q”
system. This is a computer based system through which presenters and
participants interact during the course of a presentation. Presenters ask
multiple choice questions to which participants respond. This immediate
feedback allows presenters to determine whether issues are being grasped
before moving on to new areas. In addition, responses are automatically stored
in the computer for use in later evaluation studies. The system has also been
shown to be very engaging for participants.

The challenges for all the ETCs in the area of general continuing
education are to develop programs which go beyond simple informational
sessions to impact the skills and behaviors of participants, and which
actively reach out to and address the needs of hard to reach target groups.

6. Reaching Providers Serving Minority Patients

Since the outset of the ETC program it has been a priority for the ETCs
to train minority health professionals and professionals serving
substantially minority populations. Five principal strategies have been used
by the ETCs to reach providers serving minority populations. First, three ETCs
have included,as subcontractors health professions training institutions which
historically train minority (principally Black) providers. These are AETC-SC’s
subcontract with Drew University; ECAETC’s  subcontract with Meharry Medical
College, and EATN’s subcontract with Morehouse School of Medicine. In each of
these instances, in addition to more general training responsibilities, the
subcontracted institution has region-wide responsibility for developing
minority focused trainings. Several other ETCs specifically include as part of
their staff, staff of medical centers or hospitals serving large numbers of
minority patients.

A second strategy used by the ETCs is to invite members of minority
organizations to participate on advisory boards, curriculum development
committees, or program planning committees. Conversely, some ETC staff have
become actively involved in minority-oriented AIDS organizations. Some ETCs
have also been successful in hiring staff with close ties to the minority
communities.

ETCs i s  t o  r e s e r v e  s l o t s  i n  t h e i r  t r a i n i n g
programs for minority providers or those serving minorities. This has been
done successfully by both AETC-SC and the Virginia site of MAAEETC in their
clinical training programs.

A fourth strategy is to target systems of care serving large minority
ETCs h a v e  e x t e n d e d  t h e i r

programs to community health centers has already been noted, a few, notably
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NEAETC, EATN and MATEC, have from the outset included these centers as
priorities for their programs. This emphasis promises to expand as several of
the ETCs have received specialized funding to work with community health
centers. EATN also emphasizes training for public health department staff in
both its continuing education and clinical training programs, AETC-SC has
trained several public health providers in its intensive clinical training
program, and the Johns Hopkins site of MAARETC, once operational, is
specifically charged with reaching public health providers throughout the
MAARETC region.

By far the most common strategy to reach minority providers or providers
serving minority populations is to design specialized training programs. These
training programs may be topically oriented toward a minority population (e.g.
“AIDS in the Black Community” or “Latinas  and AIDS”); or, they may be programs
targeted at providers serving largely minority clientele (e.g. programs for
community and migrant health centers or substance abuse counselors). Some ETCs
have focused on very specific minority groups in their service area (e.g.
NEAETC’s  support of a self-training manual in Portuguese and a video tape on
Haitian cultural issues for physicians; WAMI-O’s program for migrant
farmworkers; and the Arizona site of Western’s work with Native Americans.)

Some ETCs have taken a more integrative approach, incorporating minority
issues into most of their training efforts. This is the practice in ETCs
located in areas of high concentrations of minority populations (e.g. NY-
Caribe with its affiliation with the University of Puerto Rico and its high
incidence of infection in minority populations in New York; AETC-SC, serving
the Los Angles area; and, EATN, with its affiliation with Morehouse School of
Medicine and its emphasis on training providers serving in public facilities,
has also taken this approach.)

Reaching minority communities and the providers serving these communities
has not been easy and considerable work remains to be done. In some places,
there is clear reluctance on the part of minority communities to embrace
training offered by institutions historically viewed as unsympathetic to
minority issues. An approach that emphasizes collaboration with providers
serving minority populations and minority groups themselves, while more time
consuming in development, has the best prospect for true impact.

7. Educating Professionals in Training

There are two major ways the ETCs impact the HIV/AIDS education of
health professionals in training. The first is the targeting of specific ETC
educational programs to professionals in training, from the undergraduate
level through residency programs. The second is to encourage and facilitate
the inclusion of HIV/AIDS material in professional school curricula. To date,
while there have been some important successes in curriculum reform, most of
the ETCs’ efforts related to health professions students have been in the
direct provision of training. The time consuming and politically sensitive
process of changing school curricula along with the conviction in many
institutions that HIV/AIDS material is sufficient has made this a difficult
mandate for the ETCs to fulfill.
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All of the ETCs have reached health professions students in training
through their educational programs. For some ETC’s reaching health
professionals during their years of training is an explicit objective. For
example :

1. All of NEAETC’s  sites provide specific student/resident focused
education training programs with increases in HIV/AIDS information
particularly apparent in the low incidence states of Maine, New
Hampshire and Vermont;

2. Western AIDS ETC includes as a condition in their subcontracts with
local AA ETCs the incorporation of AIDS material into all primary
care residency programs at AA ETC institutions;

3. The Maryland site of MAAETC divides its training into “on-campus”
and “of f-campus” with on-campus training focusing on all the health
professions students of UMD and its affiliated teaching
institutions.

Typically, training for health professions students is based on existing
information presented through established teaching methods. Many lectures and
symposia have been conducted for students and residents. Grand Rounds,
attended by house staff and students is also a frequently used approach to
presenting HIV/AIDS information. Several of the ETC’s  are also using
“standardized patients.” For the most part, the ETCs’ training of health
professionals has been concentrated in the institutions affiliated with the
ETCs rather than on broader initiatives to reach all professionals in
training.

There have also been several initiatives to directly impact the content
of professional school curricula. Predictably, however, many ETCs have found
curriculum reform to be a lengthy and politically sensitive process. By far
the most frequently used strategy to impact professional school curricula is
the training of professional school faculty through train-the-trainers or
faculty development programs. It is believed, and in some ETCs like MPAETC
there is supporting data, that the faculty will in turn incorporate AIDS
information in their own teaching of health professional students. This is
seen as a less threatening and faster approach than working with institutional
curriculum committees. Other strategies to influence school curricula have
included offering ETC curriculum to university faculty for use at their
discretion and using university faculty as ETC faculty to encourage individual
adoption of ETC material.

In addition, there have been a number of initiatives to develop and
disseminate model curricula. These efforts have proven most successful when
a collaborative approach that involves many institutions in the planning and
development process is used, thereby instilling a sense of ownership. The
Morehouse site of EATN has followed this approach with a nursing student
curriculum, and MAARETC and MATEC have been similarly successful with dental
school curricula.
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One of the most ambitious efforts at influencing school curricula was
undertaken by NY-Caribe. This ETC exists in an area having many health
professions schools and with a great deal of competition among the schools.
The ETC rightly felt they could not, as outsiders, recommend curricula.
Instead, they held a “Faculty Institute.” This Institute was carefully
planned following an extensive needs assessment. It was a two-day program
focusing on strategies for assuring appropriate emphasis on HIV/AIDS in
curriculum, the process of curriculum development and incorporating clinical
experiences into curriculum, rather than on proposing a specific curricula.
The institute was attended by 40 representatives from health professions
schools around the region. A follow-up evaluation to assess changes or
developments in curriculum is planned.

While it is clear that the ETCs are focusing at least some of their
efforts on professionals in training, significant challenges remain. The ETCs
all need to develop a more comprehensive plan and specific strategy for
reaching health professions students in all disciplines throughout their
region. Their focus on students in their own institutions must be broadened.
In addition, the ETCs must continue to introduce innovation in the education
of students about HIV/AIDS. Influencing attitudes and skills will be as
important as increasing knowledge to the student’s long-term career decisions.

a. Information Resources

In addition to training health care professionals, ETCs are expected to
serve as a resource for information about HIV/AIDS for health care providers
and organizations in their service areas. All ETCs have taken some
responsibility for serving as a source of information, but the extent to which
ETCs have emphasized this function as well as the specific activities
undertaken have varied considerably.

In general, information resource activities can be divided into three
principal areas of activity: 1, library services; 2. telephone hotlines; and,
3. newsletters. Virtually all ETCs maintain some level of library services.
T h e  l e v e l  o f  s e r v i c e  r a n g e s  f r o m  c o l l e c t i n g  m a t e r i a l s ,  c u r r i c u l a  a n d  v i d e o s
for AIDS-related trainings which are then shared throughout the ETC network to
comprehensive AIDS-related libraries which collect, catalogue and distribute
general articles and statistics as well as training materials. As part of

ETCs a l s o  t r a c k  E T C - s p o n s o r e d  t r a i n i n g s  a n d  m a k e
this information available throughout the region, usually via an electronic
“bulletin-board” system. ETCs opting for the more limited approach feel the
more general AIDS information can be obtained through existing university-
based library services or organizations like the national AIDS clearing house.
ETCs taking the expanded approach feel it is useful to serve a clearinghouse
and coordinating function, assisting their constituents by sorting through and
organizing the extensive range of information available.

In most cases the library function has emerged as an important activity
for the ETC regional office. It is a logical and important role and helps put
the regional office in a position to coordinate training efforts, identify
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training gaps and assure intra-ETC sharing of resources. When the services
are extended to the public, providing information helps the ETC establish its
identity as a training resource.

In ECAETC, the University of Kentucky site has taken the lead in
organizing information resources for the ETC. In this case, the site is
performing an extensive information collection and clearinghouse function.
The University of Kentucky, in collaboration with the Western AIDS ETC, has
also taken the lead in developing and maintaining the ETC AIDS Resource
Network (EARN) which links all ETCs in an information collection and
dissemination network.

Telephone hot-lines, or warm-lines as they are more typically called, are
operated by a number of the ETCs. These warm-lines, which operate on a call-
back system (hence the name) most frequently provide information about
training opportunities and events. The next most frequent service is clinical
consultation where callers can ask specific AIDS related questions which will
be routed to the appropriate AIDS expert for response. A few lines also
provide referral services for clinicians looking for specialized services for
their patients. In most places, use of the warm-lines for clinical
consultation or referral has been disappointing. The Oregon site of WAMI-0 is
an-apparent exception to this. Their phone line has served as an important
resource for clinical consultation for the state. While more study of the
reason for low utilization is needed, it is felt that providers are reluctant
to call unknown people even if they are “experts” or to work through a third-
party in requesting clinical information. However, having a central, well-
publicized number for training information does seem to be an important
function for the regional ETC office.

Newsletters are published by several ETCs and several sub-contractor
sites. The newsletters range from up-dates on training opportunities and ETC
activities to discussions of current trends in AIDS clinical issues.
Interestingly, constituents have expressed strong preference for both types of
newsletters, depending on the region.

In general, newsletters, centralized telephone access to training
information, and centralized collection and distribution of training
schedules, materials and curricula are important and appropriate functions
for the ETC regional office. Such functions help the regional office perform
important coordinating functions and help establish a training identity for
the ETC. Other functions, such as acting as a clearinghouse for all AIDS
information or acting as a clinical information or referral focus, may be
needed in specific regions but may also be fulfilled through other
mechanisms. Further assessment of the impact of these activities in areas
where they have been implemented are needed before they are more
undertaken.

9. Sustainability

ETCs  are expected to develop means to sustain operations in
of federal funding. Although both HRSA and the ETCs acknowledge

widely

the absence
that
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continued operation at current levels is not possible without significant
outside funding, strategies have been adopted to recover partial cost of
operation in the absence of HRSA funding.

Two interrelated strategies have the most potential for carrying on ETC
work over the next several years. These are:

1. Institutionalizing ETC programs and curricula by training, through
train-the-trainers programs , a cadre of trainees based in academic
and institutional settings and AIDS care organizations throughout
the ETCs regions. It is believed (though it still needs to be
demonstrated through evaluation) that these trainers and
organizations will continue to provide AIDS-related training even
without direct ETC support.

2. Developing, supporting or enhancing through subcontracts, locally
based entities usually on a state level. It is felt that as these
local ETCs achieve recognition within their more limited geographic
area, they will be in a position to secure local funding and
contributions. While the validity of this assumption must also be
objectively assessed, there are some early signs that this is an
appropriate strategy. Several of the local ETCs (as well as the
regional ETCs) have obtained in-kind contributions of space, staff
and administrative support from their host institutions. Several
others have received support for trainings from other organizations
in their states including health departments.

In addition to these two strategies, ETCs have also pursued sources of
support to augment HRSA funding. Some, notably WAMI-0, Western and MAARETC
have been particularly successful in securing funding from other sources (e.g.
foundations, health departments, pharmaceutical firms) to support ETC-related
initiatives. EATN, NEAETC and ECAETC have received subsidy for a few specific
activities. Most ETCs charge small fees for attendance at some .or all of
their training programs. Generally, however, these fees are established to
cover costs not covered by the ETC grant (e.g. refreshments or special
materials) and do not significantly augment ETC resources. Most ETCs receive
some, and occasionally significant, in-kind contributions of space, staff
and/or administrative support from the institutions in which they are based.
All ETCs co-sponsor a portion of their training programs, sharing the expense
for the program with the co-sponsoring organizations. A few ETCs are
generating additional funds through innovative strategies. MATEC, for
example, charges a consultation fee to agencies requesting assistance in
training program development.

Although these efforts to institutionalize ETC programs and the efforts
to generate supplemental revenue are taken seriously by the ETCs, none of the
ETCs believe activities will go on at current levels without HRSA funding.
Particularly likely to suffer in the absence of federal funds are: 1. the
continuous and critical process of updating and expanding AIDS curricula; 2.
updating AIDS trainers and/or replacing them as people move out of the field;
3. coordinating functions assumed by the regional offices which include
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disseminating curricula and material and identifying training gaps; 4. other
supporting activities particularly information services; and, 5. training
outside home institution (outreach, community providers).



Final Report
Page 28

IV. AIDS EDUCATION AND TRAINING CENTERS
EVALJJATION OVERVIEW

A. INTRODUCT.ION

The following report is an overview of the evaluation activities planned
and conducted by the eleven AIDS Education and Training Centers funded by the
Health Resources and Services Administration (HRSA) in the first and second
funding rounds (September 1987 and April 1988): the AIDS Education and
Training Center for Southern California (AETC-SC); the Delta Region AIDS
Education and Training Center (Delta ETC); the East Central AIDS Education and
Training Center (ECAETC); the Emory AIDS Training Network (EATN); the Mid-
Atlantic AIDS Regional Education and Training Center (MAARETC); the Midwest
AIDS Education and Training Center (MATEC); the Mountain-Plains AIDS Education
and Training Center (MPAETC);, the New England AIDS Education and Training
Center (NEAETC); New York-Caribe AIDS/SIDA Education and Training Center (NY-
Caribe); WAMI-0 AIDS Education and Training Center (WAMI-0); and the Western
AIDS Education and Training Center (Western ETC). The report was prepared
after reviewing the ETCs’ evaluation documents and instruments, and discussing
evaluation issues with ETC staff during the site visits and follow-up
telephone calls. The report reflects the status of evaluation at the eleven
sites in Summer 1990.

B. sUI4I4ARYoP  FINDINGS

1. Relafionship Between Project Structure and Evaluation

Among the four first generation ETCs, direction and control of evaluation
activities closely parallels program structure. Three of these four ETCs are
decentralized in both their program structure and evaluation activities.
While some have developed or adapted evaluation tools centrally, they have
been disseminated as models; sites are free to use them or not, or to modify
them as they see fit. Virtually no standard evaluation methodology or
approaches are being used ETC-wide. At the more centralized of these four
ETCs (NY-Caribe) evaluation is also centralized. A uniform evaluation
instrument is used throughout and standardized data for evaluation is
available for central analysis.

Among the seven second generation ETCs,  project structure is not
necessarily a predictor of the degree to which evaluation activities are
centralized or decentralized. In the ETC where sites are most independent--
the AETC of Southern California--evaluation activities are most independent as
well. Among four of the five remaining ETCs which are relatively
decentralized programmatically (Delta, MATEC, MAARETC and New England), as
well as EATN which combines a high degree of centrally-directed programming
with a number of independently functioning subcontractors, basic evaluation
procedures are standardized with some degree of coordination from the ETC
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headquarters. In all of these cases, there has been and continues to be a
trend toward more uniform procedures and more ETC headquarters involvement.
The last of the seven ETCs,  Mountain-Plains where there is a high degree of
autonomy in the implementation of training activities, uniform evaluation
procedures were developed collaboratively and are being coordinated centrally.

2. Administration of the Evaluation Process

Evaluation Coordinators

With the exception of AETC of Southern California, all of the ETCs have
a designated evaluation person at the regional level. At Delta, EATN, ECAETC,
MATEC, MPAETC, NY-Caribe, and WAMI-0, this person serves exclusively in an
evaluation capacity, devoting lo-25 percent time to the ETC; the evaluator at
the Western ETC devotes 50 percent time. At the New England ETC, evaluation
is one of the responsibilities of the .40 FTE Project Administrator while, at
MAARETC, the full time Education Coordinator also supplies the regional
evaluation input.

Evaluation expertise at the program implementation site level is varied
not only across the ETCs but within ETCs as well. At several of the ETCs,
there have been formal plans to enhance evaluation expertise or increase time
commitment of individuals to evaluation across all sites, but this has yet to
occur. For the most part, commitment to evaluation at the site level beyond
basic data collection has been directly related to the personal interests of
individual site staff.

Evaluation ReDorts

Throughout the ETC network, evaluation reports are produced at a number
of levels: evaluation reports of individual events; evaluation reports on a
series of events; evaluation reports on selected issues across dissimilar
events; and overview evaluation reports, both ETC-wide and for individual
sites, for a given time period.

In most cases, reports are prepared at the site level, if at all, and are
made available to the regional ETC. At others--EATN, MPAETC, New England and
NY-Caribe--some or all of the evaluation reports are prepared at the regional
level and returned to the implementation sites.

Two important issues have arisen with regard to evaluation reports:
timeliness and usefulness. The timeliness of reports, which is as important
as the information the report conveys, has been an issue for most of the ETCs.
Several of the ETCs have expressed concern over this issue and are making an
effort to improve turnaround time. Approaches to speeding up turnaround have
included the use of mark sense coding for optical scanning/data entry
(MPAETC and WAMI-0) and requiring that reports be submitted with request for
reimbursement (Delta). In the case of at least one ETC site, the desire to
publish before releasing preliminary data has interfered with the timely
dissemination of useful evaluation information.
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the utility of evaluation reports lies in their ability to serve
a documentation/accountability function.
performed well.

In that regard, the ETCs have
On the other hand, evaluation reports should also serve a

guidance function. For the most part, evaluation reports, whether prepared at
the site level or at the regional ETC level, have consisted of simple
aggregation of data with little or no narrative discussion; interpretation
being left up to the person reviewing the data. Several exceptions are noted.
The New England ETC attaches a cover letter to the aggregated data it returns
to its subcontractors which includes some interpretation of the data and
recommendations. The Northern Illinois site of MATEC, which does a
considerable amount of specialized training for other organizations such as
the Chicago Health Department and the U.S. Public Health Service, prepares
substantial evaluation reports for the recipient agency in which evaluation
data collected in a variety of ways are integrated and interpreted, and formal
recommendations made. A comprehensive evaluation report was prepared for the
Western ETC’s faculty development training which included a review of the
literature and a description of the methodology as well as the results from
participant feedback about the program and outcome evaluation (pre/post
knowledge and attitude tests), a discussion of the findings, and suggestions
and recommendations. In cases where evaluative research has .been undertaken
as a special project under
be forthcoming.

3. Approaches to Project

Project I4onitoring

Within the context of

the auspices of the ETC, substantive reports should

Evaluation

this evaluation review, monitoring refers to the
process by which progress toward the ETC’s formal goals and objectives is
tracked and reported, and goals and objectives are modified if necessary.
For the most part, ETC goal statements have been directed at the activities
the organizations intended to undertake, rather than the outcomes these
activities were intended to produce; project monitoring has had a llprocessVV
evaluation focus with regard to institutional and program development.

While most of the ETCs continue to structure their progress reports to
HRSA to coincide with their initial goal statements, emphasis on project
monitoring as an evaluation activity has diminished as the ETCs have become
increasingly involved in evaluation activities that speak to the quality of
the programs they provide. ECAETC continues to place heavy emphasis on
monitoring as an evaluation activity.

Evaluation of Outputs

Evaluation of outputs, within the context of this evaluation review,
refers to the collection and analysis of data about the education and training
events offered by the ETC as well as data about the participants who attend
these events. Analysis may include the degree to which training targets are
met and potential trainee “markets” are penetrated.
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While the ETCs universally collect and report data on training events and
participants, the way in which data are collected and aggregated, the
variables identified, and the reporting formats widely differ among ETCs.  In
some cases, uniformity of data collection within an ETC was not achieved
until a year or more into the project period. In other cases, the data
collected was modified two or three times in the initial two-year period.

All of the ETCs, with the exception of the New England ETC, maintain or
are in the process of developing an automated uniform database of training
events and participants. dBASE is most often used. The nine databases that
are currently operational are maintained at the regional level. The MAARETC
database, based on the database created by its Maryland site, is currently
being expanded to all sites. NEAETC stores its event and participant data in
paper files at the regional level.

All of the ETCs collect and store descriptive data about each of the
education and training events provided under their auspices. However, there
is little comparability across ETCs. The variables common to most of the
ETCs include only: an identifying title; date(s) held; some form of location
descriptor; number of hours; and a count or estimate of total participants.
The character of the databases differ as well. Delta and ECAETC’s  databases
detail various aspects of the educational structure, process and/or content of
the events; MATEC has a similar but less intense focus. Southern California,
MAARETC and WAMI-O’s databases tend to broadly characterize events according
to their educational approaches, while EATN, MPAETC, New England and the’
Western ETC keep basic management-type data which essentially allows them only
to identify events and distinguish between them.

At the regional level, the ETCs’ participant databases generally fall
into one of two categories: individual participant data or aggregate
participant data. Southern California and New England receive participant
data from the site level only in aggregate form, while Delta, EATN, MATEC and
Mountain-Plains have access to individual participant data as well as
aggregate data. MAARETC has been getting aggregate data from its sites, but
with its transition to a uniform database may now be in a position to get
indiv.idual  data. ECAETC offers both options; at a minimum, sites report
aggregate data, but may submit data on individual participants for aggregation
by the regional office.

Two important concerns with regard to participant data are whether the
relevant variables are captured and whether the data are complete. Overlying
these concerns is the issue of comparability of data across ETCs. HRSA has
expressed particular interest in knowing the degree to which primary care
practitioners, particularly physicians , are being reached by ETC programs and
the degree to which training programs are reaching minorities. Delta, ECAETC,
EATN, MATEC, and Mountain-Plains have occupation and work-setting data on
individual participants and can easily identify the number of primary care
providers reached. New England receives aggregate data by profession and work
setting. MAARETC, NY-Caribe, Southern California, WAMI-0 and the Western ETC
currently do not have ready access to data identifying the number of primary
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care providers served. With regard to minority reach, Delta, ECAETC, EATN,
MATEC, MPAETC and NY-Caribe collect trainee ethnicity for individual trainees,
while Southern California, MAARETC, WAMI-0 and the Western ETC are or will be
collecting aggregate data or estimates. New England makes gross estimates of
minority participants. Further, Delta, ECAETC, EATN, MPAETC and NY-Caribe
collect data on ethnicity/minority status of participants’ practices, either
in terms of proportion of each ethnic group or the predominate minority.
MATEC obtains aggregate data on number of participants with various
proportions of minority patients.

The way data are collected strongly influences the completeness of the
information, the ability to do cross-tabulations and the inferences that can
be drawn from the results of the analyses. Data which are collected at
registration are far more likely to be complete than data collected post-
training particularly that collected as part of the evaluation process. The
individual data collected by four of the ETCs is collected post-training;
these ETCs also have aggregate data. To the extent that the aggregate data is
registration data, completeness of the more detailed individual data can be
estimated. Only a few of the ETCs have actually attempted to make estimates
of completeness of data.

The number and complexity of output reports run the gamut of simple to
complex, and few to many. For the most part, these reports tend to be simple
documentation of events and participant characteristics. Several of the ETCs
routinely generate reports on variables of special interest to HRSA. MATEC ’ s
“Minority Case Load Report” provides data on participants by ethnicity as well
as minority caseload by site and ETC-wide. MATEC' s “Training Productivity”
report provides data on the number of primary care providers trained by site.
EATN prepares pie charts detailing the work-setting and occupation of its
participants.

A few of the ETCs have begun to look at outputs in a more evaluative
light. The most common evaluative use of output data is a comparison of
actual number of participants to the number targeted, either by type of event
or by profession. MATEC has done a comprehensive analysis of changes in
trainee/training patterns (Yr 01 to Yr 02). Some ETCs have begun the process
of assembling output data in a way that it can be used to judge impact. EATN
has begun to map participants by broad zip code in preparation to analyzing
the degree of market penetration it has achieved in various geographic areas
within each state.

Analysis of Program Costs

In this review, cost analysis is a generic term referring to any one of a
number of ways of relating costs to program. Cost accounting refers to the
compilation of costs for various cost centers, cost centers generally being
various categories of training. Cost efficiency refers to input/output
analysis--cost per event or cost per trainee-- either overall or by type of
training. Cost/benefit refers to an analysis which relates cost to outcome,
while cost/effectiveness compares the cost of one type of intervention to
another in achieving the same or similar outcomes.
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Only four of the ETCs have done any cost analyses to date. EATN and New
England have cost efficiency calculations for some of their programs using
direct cost methods. EATN has calculated a “cost per trainee” for several
types of events such as conferences and customized trainings; New England has
calculated “cost per training day ” for its faculty development workshops and
for conferences. Both use these figures more for management than for
evaluative purposes.

.

MATEC and NY-Caribe have done more extensive analysis. Using full cost
methods, they have calculated “average cost per participant” and “average cost
per contact hour. ” NY-Caribe has done a summary analysis for the three-year
project period by site as well as the program as a whole. MATEC’s analysis is
by site for Years 01 and 02, as well as changes in these cost figures from
Year 01 to Year 02.

It is generally agreed that cost analysis focusing on cost/benefit or
cost/effectiveness is not feasible for a number of reasons: difficulty in
identifying, classifying, categorizing and determining the cost of the program
inputs that would serve as the basis of the analysis; difficulty in
identifying and quantifying the program outcomes (effects and benefits); and,
finally, establishing the linkages between the two.

4. Formative Evaluation of Training Products

In this evaluation review, formative evaluation of training products
refers to the process by which training products--curricula, audiovisual
materials and other items which are intended to have specific effects on
trainees” knowledge, attitude, skills or behaviors--are assessed during their
developmental stage to determine whether instructional objectives are being
met. The results of the assessment are incorporated into modifications of
the product before its final release. Formative evaluation is a collection
of assessments from various perspectives including verification of the
accuracy and appropriateness of the information, assessment of the sensitivity
of the presentation, pretesting of visuals, and testing of the preliminary
product for acceptability, effectiveness and unintended effects.

For the most part, formative evaluation of training products has been
limited to “expert review” of content for accuracy and appropriateness, and
occasionally feedback from users about whether they liked the product or found
it useful.

Several sites report having formal protocols for formative review of
curricula or products in development--Delta Region ETC, the Kentucky site of
ECAETC and the Morehouse site of EATN for curricula, Southern California and,
the Michigan site of ECAETC for materials--but as yet, there have been no
reports forthcoming which document the conduct of these reviews, their
findings or the way the findings were used to improve the final product.
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There have been no reported formative evaluations of audiovisual
materials developed, particularly on videos , which have required significant
investment of ETC resources. As a result, while these products might have
been well-received by the intended audience, there is currently no
documentation of their educational value.

The only notable example of formative evaluation of an ETC product comes
from the Ohio State site of ECAETC in which a field test was conducted as part
of the development of its computer-assisted learning package. Approximately
twenty physicians tested the package on their own computers under conditions
similar to the intended user environment. The computer program itself allowed
respondents to document difficulties or questions as they were encountered;
these annotations were printed out and returned to the ETC. Upon completing
the field test, the field test subjects responded to a questionnaire about the
respondent’s interest in the material, the importance, practical value, and
adequacy of coverage of the content, self-reported improvement in knowledge,
the quality, ease of use and value of the computer-assisted format.

The Western ETC has planned an elaborate evaluation of its forthcoming
mental health curriculum module including a pilot-test and more summative
evaluations of effectiveness in general use.

5. Approaches to Evaluation of Education and Training Programs

Standardization of Evaluation ETC-Wide

Initially, most of the ETCs reported resistance on the part of their
sites to standardized evaluation. Over the two year period, a trend toward
more acceptance of uniform procedures has been noted as relationships between
ETC headquarters and their sites have matured and trust built. Particular
success in implementing standardized procedures has been achieved where the
procedures were developed collaboratively. On the other hand, the Delta ETC
has developed a comprehensive “Manual of Operation for Evaluationl’  centrally
which has been disseminated to all of the sites , yet there has been little
evidence of its use.

Collection and reporting of output data, as described above, has been the
major target of standardization. Nine of the ETCs have standardized event and
participant data collection ETC-wide; Southern California and MAARETC are
currently in the process of doing so.

The next most common targets of ETC-wide standardization is formative
and/or process evaluation of individual education and training interventions.
The specific approaches to formative evaluation of events is described in
Section II.E.2 below. Delta, ECAETC, EATN, MAARETC, Mountain-Plains and NY-
Caribe have designated forms for use ETC-wide which solicit feedback from
participants about various aspects of the training.

NY-Caribe has developed and validated a pre and post-training attitude
scale which is used routinely in conjunction with all of its training
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programs. Mountain-Plains has attempted to standardize procedures for
assessing training effectiveness in enhancing knowledge, attitudes, belief and
intended behavior (KABB) by developing a “pool” of KABB questions to be drawn
upon by sites opting to do pre/post-training testing. Partially in response
to requests for a standardized instrument, the Western ETC, through its San
Francisco site, has developed and validated an attitude scale; it has been
distributed in preliminary form to be used at the option of the sites.

EATN, New England and WAMI-0 each use relatively standardized procedures
for doing follow-up on participants of selected intensive events to begin to
gauge impact on practice.

Approaches to Formative Evaluation of Training Events

Formative evaluation of training events, for the purposes of this
evaluation review, refers to the assessment of various aspects of the content,
structure and/or process of the event with an eye toward incorporating the
findings into the improvement of future events. Much of what the ETCs have
called “process*’ evaluation is included. In the strictest sense, preliminary
evaluations of effectiveness which feed into future programs are also
formative, but are considered separately.

The most commonly applied approach to formative evaluation of training
events is the post-training ratings of various aspects of the event by the
participants themselves using a written questionnaire. The focus ranges from
global assessment of the entire program to detailed ratings of presenters,
sessions and teaching methods. Sessions and topics tend to be rated on
usefulness, practicality and relevance; presenters on clarity of presentation,
educational skills and knowledge. These process-oriented evaluations provide
documentation of the event and the way in which it was received, they are of
limited value as formative evaluation because, while they may diagnose problem
areas, they provide little specific direction for program improvement.

Open-ended questions which solicit post-training participant feedback
provide more extensive data. “What did you like best?” “What did you like
least?” and “What would you change ?” are frequently asked open-ended
questions. Delta ETC uses a variant on this approach, routinely asking
participants to comment on “things I would change,” “things I would keep,” and
“I would like to tell the presenter or program organizer . ..’ The Florida
site of EATN uses an “extended evaluation” for its more intensive programs,
asking participants for substantive comments on each presenter and session, an
approach which has yielded rich formative data.

As a supplement to its participant feedback, EATN routinely obtains
feedback from its trainers. Its “Trainer’s Evaluation” form asks for the
trainer’s own assessment of, among other things, what went well with the
session and how well the trainees and workshop objectives had been matched.
On its “Training Report Form, ” WAMI-0 asks “which techniques worked best?”
“which techniques did not work well?” and “what kind of problems (if any) did
you encounter in your training?”
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Several other approaches to formative evaluation are in use in selected
instances. Exit interviews are routinely held for obtaining formative data
from participants in clinical experiences organized by Mountain-Plains and
EATN . In a number of instances, three to six month follow-ups are done,
either by mailed questionnaire or telephone interview, in which respondents
are asked to comment, in retrospect, about aspects of the training that have
proven most useful. The Delta ETC uses a particularly innovative approach to
formative evaluation in which PWAs  who have been part of a panel are asked to
comment on the overall program from the perspective of the trainees’ potential
clients.

.

For the most part , utilization of formative data for program improvement
has been informal. The Maryland site of MAARETC, for example, takes a more
formal and strategic approach. Intensive courses are subjected to detailed
formative evaluation at the outset and the results fed back into course
improvement. Ultimately a maintenance level of formative evaluation is built
into ongoing courses. “One-shot” presentations are subjected to broad
formative questions to ensure that the course planners continue to tune into
the needs of the providers and provider agencies they serve; detailed
evaluation with an eye toward improving specific components of the training in
such courses is deemed unnecessary.

Approaches to Evaluation of Program Outcomes

The degree to which ETCs are evaluating program outcomes varies widely
not only across ETCs but among the sites of a given ETC. However, interest in
conducting evaluation of outcomes has been piqued even among ETCs where little
or no outcome evaluation has here-to-fore been conducted. A variety of
approaches to evaluating program outcomes has been noted. The examples below
are illustrative and are not intended to be an exhaustive catalogue of outcome
evaluation activities.

a. Evaluation of Effectiveness

For purposes of this evaluation review, the evaluation of effectiveness
refers to the assessment of the degree to which a training intervention has
met its instructional objectives relative to increasing knowledge, changing
attitudes, enhancing skills and stimulating the “intention to act.” While not
identical, effectiveness roughly coincides with “immediate impact.”
(Immediate impact may measure outcomes that are not necessarily related to
instructional objectives.)

Pre/post-training testing is the primary method used for assessing
effectiveness of training in increasing knowledge, utilizing primarily
multiple choice and true/false questions. This approach has been used only
sporadically among ETC sites and, where used, its use has appropriately been
limited to longer programs. The value of measuring the ability of
participants to memorize random and isolated facts has been called into
question by some ETC evaluators.



Final Report
Page 37

Pre/post-training testing is also commonly used to measure changes in
attitudes, beliefs and opinions felt to have relevance to AIDS caregiving.
These changes are generally measured by presenting opinion statements and
asking participants to rate the degree to which they agree or disagree with
these statements. The NY-Caribe ETC appears to be the only site which has
done significant validation of the attitude scales it uses.

Attitude assessment being done by the ETCs is beginning to move from
assessments of more general attitudes such as homophobia, which are less
susceptible to change via a limited training intervention, to more focused
ones such as assessments of perception of personal risk, which are more likely
to change in response to training. WAMI-0, in conjunction with its Substance
Abuse Counselor Course, has developed a six-item scale to measure personal
reaction to situations which some might consider personally risky. The scale
is prefaced as follows:

Sometimes what we know and how we feel are very different, Please
read the following statements and circle the number that most
closely corresponds with what you know about risk. Then circle the
number that most closely describes your feelings.

The San Francisco site of the Western ETC is in the final stages of
validating an attitude assessment instrument which includes scales measuring
situation-based perception of risk, fear of contagion, emotions towards AIDS
patients, and professional resistance.

The degree to which ETCs and their sites have borrowed pre/post-training
questions or entire tests from one another, or have expressed interest in
doing so, is a matter of concern. There have been a number of instances where
such tests have been adopted, whole-cloth, without any consideration of
whether they relate to the teaching objectives or content of the adoptive
program. As a counter-example, the Mountain-Plains has made an effort to key
items in its pool of KABB questions to specific units in its standard
curriculum. Thus, when its sites select individual units for a particular
training event, they can select only the appropriate test questions to
accompany them.

Different approaches based on self-assessments have been used by ETCs.
One of these approaches, the “self-efficacy” approach, calls on participants
to directly assess the degree to which the training has contributed to a
particular change-- typically level of knowledge or degree of comfort with a
particular situation or ability to perform a particular task. Effectiveness
of MAARETC’s  Home Health Care training is assessed via an item that states:
“As a result of this program, I think I’ll feel more comfortable with HIV
patients,” asking respondents to select “a lot more comfortable,” “somewhat
more comfortable,” and “not more comfortable.” WAMI-0 uses open-ended
questions to assess the effectiveness of its more intensive programs. The
evaluation questionnaire used in conjunction with its train-the-trainers
program asks participants to “name one skill that you have acquired or
improved as a result of attending this workshop?” while that used in
conjunction with its substance abuse counselor training asks participants to
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“write  one fact or idea from the training that you learned, and’that seems
important to you.”

Other well-focused examples of the self-efficacy approach to determining
the effectiveness of training change come from several of the Southern
California sites. From the University of Southern California site:

As a result of this program, do you feel that you:

. know the current issues pertaining to HIV infection in
the Latin0 Community?

. know what issues to cover when counseling HIV infected
persons? when conducting an initial HIV evaluation?

. can conduct comfortably an initial HIV evaluation?

. can integrate sexual history taking and risk
identification into one’s own practice?

Paraphrasing a test item from UCLA:

On a scale of l-5, how much did attendance at the conference
influence:

. your willingness to screen and care for patients with HIV
infection?

. . your decision whether or not to take sexual histories on
patients you’re seeing for the first time?

Another self-assessment method asks participants to self-report
competencies prior to training and then again at the end of training. EATN
uses this approach in the assessment of its train-the-trainers program.
Participants are asked to report their confidence in their level of knowledge
and skill with regard to various tasks, both clinical and teaching. EATN’ s
South Florida site uses this same approach to gauge the effectiveness of its
clinical training in increasing participants’ comfort level in providing care
to clients who are engaged in nine specific risk behaviors.

A third approach using self-assessment is done post-training only but
asks participants to make retrospective assessments of the competence levels
prior to training as well as at the end of training. This approach was
borrowed from the one developed by the AIDS Task Force of the Society of
General Internal Medicine for its “AIDS  & the Primary Care Provider”
curriculum, and has been used by New England for its faculty development
workshop and by the Maryland site of MAARETC in the evaluation of its HIV
Counselor training.

Those ETCs that have addressed the effectiveness of training in
stimulating participants to consider behavior change have done so from two
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perspectives. The first looks at behavioral intention--what will they do
differently. The second looks at the effectiveness of the training in
reducing specific barriers to action.

In assessing training effectiveness in stimulating behavioral intention,
the central issue is the phrasing of the question “what will you do
differently as a result of this training?” Subtle differences in the
phraseology result in significantly different answers. Abstractly-worded
questions seemed to have resulted in answers which are too diffuse or
conversely, too detailed, to be of value. More concretely worded questions,
pointing to categories of behavior and/or time limited changes, have produced
far richer responses. For instance, for EATN’s train-the-trainers workshop,
behavioral intent is obtained from a question on the post-training
questionnaire which asks: “what three things are you likely to do differently
when you return to your worksite?”

While open-ended questions may provide richer responses, the difficulty
of analysis in trying to link responses to specific course objectives is
increased. More direct questions provide a tighter link between specific
behavioral objectives. A question used by AETC-SC’s UCLA site is
illustrative:

How likely is it that you will regularly take sexual histories on
patients you’re seeing for the first time?”

An interesting approach to evaluating training effectiveness in reducing
barriers to care is used by both the UCLA and SC site of the Southern
California ETC and in the evaluation of the MAABETC  Dental Program. Using a
pre/post-training self-reporting procedure, participants are asked the extent
to which specific issues serve as a barrier or deterrent for them in treating
AIDS patients. The issues listed are specific to the training audience and
relate to training activities aimed at diminishing these barriers. UCLA asks
that each item be rated; MAARETC asks that the two most significant concerns
be identified from a larger list.

The MAARETC Dental program uses an interesting time series design to
assess effectiveness in a variety of areas. Self-reports of perceptions (the
degree to which participants perceive that they are already treating infected
individuals, the degree of risk they perceive that they encounter when
treating HIV+ healthy individuals), readiness to act (opinion on
appropriateness of treating HIV+ individuals in private practice), and
intended behavior (plans to be immunized for hepatitis-B) are collected
immediately pre-training and again post-training to assess immediate
effectiveness. Longer term effectiveness is assessed by comparing pre-

,training and follow-up responses to show either the persistence of changes
measured directly after training , or the development of even more favorable
view after analyzing what was learned in training or reassessing attitudes
back in the context of their practice. Variables analyzed in the assessment
of longer term effectiveness include perceptions of the degree to which they
are already treating HIV+ patients, the appropriateness of treating HIV+
healthy patients in settings like their own, and the risks they face in
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treating HIV+ healthy patients, as well as attitudes which impede providers
from becoming more involved in the care of HIV infected patients.

b. Evaluation of Impact

Evaluation of impact, for purposes of this evaluation review, refers to
the extent to which participation in ETC training has led to changes in on-
the-job behavior or has actually precipitated actions or events that would not
have otherwise occurred. This is actually an assessment of mid-term impact.
The true measure of impact is improvement in outcomes, both physical and
psychological, of people with HIV/AIDS. However, this is not only
extraordinarily difficult to measure, but it would be virtually impossible to,
attribute any such change to a given intervention or even to the collective
interventions of an ETC given the volume of potential confounding variables in
the environment.

. .

Impact on on-the-job behavior is measurable only after a participant has
had an opportunity to return to work and apply newly acquired knowledge.
Therefore, one would expect some lag time before impact evaluations would be
undertaken. At this time, only EATN, MAARETC, New England, the Western ETC,
WAMI-0 and the UCLA site of Southern California have actually begun
implementation of impact studies.

Almost all of the impact evaluations have involved follow-up studies of
one sort or another. Data for most of the follow ups have been collected from
the participant; in one study, data was collected from patients of the
participants. Time frames have generally been between three and six months
post-training. Respondents have been followed up variously via telephone
interviews and using mailed questionnaires, and, for the most part, follow-up
studies are administered by the ETC headquarters.

EATN follows up on specific planned actions that participants reported at
the end of training. In telephone interviews, participants are reminded of
their planned actions and asked the extent to which these plans have been
carried out .

4-6 months after its train-the-trainers program, WAMI-0 conducts a
telephone follow-up of participants, asking, among other things, the number of
trainings conducted since attending the program, the types of groups of
individuals the trainings targeted, the topics covered and the approximate
number of people trained. Train-the-trainers programs that have focused on
substance abuse issues have included a day on facilitating organizational
change, particularly regarding changing intake and history-taking procedures.
Participants are followed up to assess successes and barriers to effecting
change in the trainees’ home institutions.

MAARETC measures the impact of its Dental Training program by comparing
pre-test responses with follow-up responses to measure actual changes in
behavior: immunization for hepatitis-B, HIV screening procedures in place and
infection control procedures being utilized. Evaluation of the train-the-
trainers component of the Dental Training program further seeks to document
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impact by asking respondents to report the number of trainings, specifically
in infection control, they have conducted since completing the course, as well
as to report the number of individuals attending these events.

The Virginia site of MAARETC is conducting an impact assessment of its
“AIDS in Adult Institutions.” Mailed questionnaires ask participants “What
have you done with the information you learned from the AIDS Training
Program?” Explicit response choices are given with room for additional
comments:

Disseminated info about HIV/AIDS to other staff
Provided training programs for other staff
Served as the HIV/AIDS resource person in my
institution
Learned to protect myself from infection
Informed others how to protect themselves
Provided counseling to HIV-infected individuals
Determined my role in meeting the educational
needs of clients during incarceration
Determined my role in meeting the educational
needs of clients upon release into the community
Identified community resources and local AIDS
service organizations

The New England ETC conducts follow-up evaluations to assess the impact
of the faculty development programs and the mini-residencies. Questionnaires
are mailed to.participants from the NEAETC headquarters with a cover letter
signed by the trainer. A month later, blind reminders with a second copy of
the questionnaire is sent to all participants to give those who have not yet
responded a second chance to do so. As a result, the response rate has been
very high. Impact is measured in terms of:

. identification of specific things that
participants do differently as a result of
having taken the course; and

. identification of new educational programs on
HIV infection/AIDS that the participants have
developed, coordinated or served as an
instructor which can in some way be attributed
to participation in the NEAETC course.

In a special study, the UCLA site of Southern California conducted phone
interviews with 1,500 patients of nurses and doctors who had participated in
the sexual history training. Patients were asked if the provider asked 12
different types of questions including “are you sexually active or not,”
“number of sexual partners you have” and “your sexual practices”. They were
also asked if they were offended when questions were asked about their sexual
health. At the end, one question specifically asked: “Overall, do you feel
that the provider has enough information about you to provide you with the
best possible care?”
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Mountain-Plains is in the planning stage of its follow-up evaluation.
Evaluation of impact will be conducted on the first generation train-the-
trainers program, second generation train-the-trainers activities, and
“outreach” training conducted by both first and second generation trainers.
As originally envisioned, all participants were to be surveyed three months
after training to ascertain the degree to which they have utilized information
from MPAETC courses. It is anticipated that a sample of participants who
received training will be followed up. The follow-up will rely primarily on
mailed questionnaires but telephone interviews may be incorporated into the
design.

. .

Several unique approaches to impact evaluation have been noted. The
MAARETC headquarters has taken another approach examining the impact its
statewide sites have or have not had on their participants by comparing data
from statewide needs assessment conducted by other agencies with like items on
post-training evaluations. Items such as the percentage of providers
reporting “comfort in dealing with HIV infected people” are examined. While
the approach is relatively qualitative, MAARETC hopes to introduce some
quantification into the study.

The Western ETC has piloted an approach to impact evaluation involving
chart reviews of patients of residents that have participated in one of its
clinical training programs. The chart reviews focus on the degree to which
participants routinely do risk assessment and risk reduction counseling. A
form was used for abstracting the information documented in the patient
charts.

Recently, the Western ETC has begun a study of the impact of its
training in increasing the number of physicians willing to see HIV+ patients.
Using a “key informant I’ approach, a number of the ETC sites have identified,
by name, the physicians and dentists in their communities who treat AIDS
patients. This list, which the ETC reports has been surprisingly easy to
compile, serves as a baseline for the ,assessment  of impact. Repeat rounds
will document any increase. New names on the list can be compared with
training rosters to determine whether or not new entries to AIDS practice have
previously been ETC training participants.

Unique and Interesting Techniques and Methodologies

In reviewing the evaluation methodologies of the eleven ETCs, several
unique and interesting evaluation techniques and methodologies were noted.
Several are highlighted below.

A number of the ETCs have made use of the “standardized patient”
technique in the training and evaluation of individual trainees, particularly
in professional school settings. Both the Northern and Southern Illinois
sites of MATEC are involved in developing AIDS-related Standardized Patient
Encounters for training medical students and residents. The evaluation
component involves video monitoring of the doctor-patient encounter for later
viewing and analysis and a follow-up session between doctor and patient where
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the patient offers a critique of the encounter. The University aof
Massachusetts and Brown University sites of the New England ETC have used this
methodology with medical students and internal medicine residents to train
them to educate and gather data from patients, and to evaluate their
performance in doing so. Each student spends 15 minutes with one standardized
patient. The student is asked to obtain a focused and relevant history,
perform a relevant physical exam, develop a differential diagnosis,
communicate their impressions and provide patient counseling. The students
are then given written feedback on their performance. The USC site of
Southern California is also in the process of developing a package for
teaching and assessing clinical skills using standardized patients. The cases
have been developed and used in two training situations. Accompanying the
cases is an evaluation form for the conduct of the interview. This evaluation
form contains behavioral statements that will be rated by an observer in order
to evaluate the trainee’s conduct of an interview with the patient. The form
includes items for introduction of self, for manner of obtaining information,
for feelings and attitudes revealed, for the content of the interview, and for
additional comments and suggestions.

The Alabama site of EATN has purchased a technology called the “Q-
Sys tern, ‘I consisting of a portable computer with 32 response pads, much like
those used on TV game shows. A set of questions and multiple choice answers
are programmed into the computer to correspond with the content flow of the
presentation. During the course of the presentation, the presenter triggers
the computer to flash the appropriate question and answer choices on a large
monitor for the trainees to see. Those seated at the response pad stations
key in their answer. The responses are immediately tabulated by the computer
and presented on the monitor. This immediate feedback enables the presenter
to ascertain whether his/her points are being grasped before moving on to a
new area.’ In addition, the responses are automatically stored in the
computer for subsequent use in evaluation studies. The technology was found
to be very engaging, keeping the trainees alert and lightening up the session.
It may also turn out to be a motivational tool in that it enables trainees to
position their own comprehension and attitudes, anonymously, among their
peers.

The Maryland site of MAARETC utilizes a methodology for evaluating the
effectiveness of its HIV Counseling training program in improving counseling
skills of the participants, particularly their ability to respond quickly and
appropriately to statements of clients that potentially have significant
consequences. The technique makes use of a paper and pencil test administered
before and after training. The test presents statements that might be
typically made by clients in a pretest or posttest counseling situation.
Participants are asked to write down the first thing they would say to the
client following each of the statements. The responses are scored as follows:
Detracts (-1); Neutral (0); Somewhat Facilitative (+l); Very Facilitative
(+2) * The specific statements on the pre-training questionnaire and on the
post-questionnaire are not the same, but the situations they represent are--
pre-test counseling session, post-test counseling with negative result, post-
test counseling session with positive result.



MPAETC tested a methodology, introduced by the Utah site, called the
“educational grid” to assess the degree to which trainers effectively
communicated their main points. Speakers were asked to list the main points
they would try to make during their presentation on their Presenter Form. The
Participants’ Evaluation form contained a corresponding item, the Educational
Intervention Grid, asking participants to list the main points that the
speaker made. The speaker’s lists and the participant’s lists were compared
and an average calculated which represented the speaker’s success in conveying
his or her main points.
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The evaluation of MAARETC’s  Dental Program, both the train-the-trainers
component and the training for practicing professionals, is notable for its
elegant, yet simple design. The evaluation makes use of a time series design
including a pretest , a posttest and a 3-6 month follow-up. Variables relate
directly to the training objectives; questionnaire items measure these
variables in subtle ways. The appropriate insertion of variables on the
three instruments tap several dimensions of effectiveness and impact.

6. Evaluation of Other Project Activities

Although the ETCs have been involved in a number of project activities
other than education and training events-- initiatives to infuse AIDS content
into professional school curricula, hotlines, information dissemination, for
example--there has been little evaluation of such activities reported.

Several of the ETCs have conducted baseline surveys of the status of AIDS
content in professional school curricula, most notably the extensive survey
conducted by NY-Caribe in preparation for its curriculum development-oriented
faculty development workshop. Evaluation of hotlines and information
dissemination activities has been primarily output-oriented.

7. Status of Evaluation Activities

Collection of output data is done universally and routinely for ETC
education and training events nationwide. Process/formative evaluation is
carried out on the vast majority of these events. Beyond this basic level of
evaluation, the degree to which the ETCs have undertaken evaluation varies
from ETC to ETC, and from site to
individual ETCs. Interest in and
has been increasing. Some of the
typically events of four hours to
outcome evaluation.

site and program to program within
actual implementation of outcome evaluation
ETCs have begun to establish a threshold,
one-day in length, for conducting some

Evaluation of Train-the-Trainers Efforts

The level of train-the-trainers activities varies widely across ETCs:

. MATEC, through its sites, has been intensely involved in
train-the-trainers activities, having conducted more than



Final Report
Page 45

.

.

.

50 varied train-the-trainers events in the first two
years.

Train-the-trainers was a major focus of the WAMI-0 program in the
first thirty months of the program. Approximately 500 trainers
have been trained through these programs; it is estimated that 300
are currently active trainers.

NY-Caribe held a five-day summer train-the-trainers
institute in each of its first two years and an
abbreviated version the third year. Also in the third
year, it did a faculty development course for
professional school faculty focusing on curriculum
development around AIDS issues.

The Western ETC has held two five-day faculty development
workshops, one for its medical faculty and one for its
dental faculty. In the second year, a second five-day
dental program and a faculty retreat emphasizing training
skills and psychosocial issues were held. In the third
year, a 3-day clinical update for faculty, a dental
refresher course, and a mental health faculty seminar were
held.

Mountain-Plains has conducted one regional master trainers
program, while each of its state sites has conducted at
least one in-state program.

The NEAETC conducts annual regional faculty development
workshops for medical school faculty; one of its
contractors, the Massachusetts Hospital Association, has
conducted five programs for institution-based trainers
annually.

Delta ETC conducted two-day TOT workshops based on the ETC
curriculum in Louisiana, Mississippi and Arkansas, as well
as a two-day dental train-the-trainers.

MAARETC has begun implementing a two-tiered dental train-
the-trainers program through its five state sites.

The Virginia site of MAARETC has held five week-long
train-the-trainers sessions.

The West Virginia focuses its train-the-trainers
activities on medical students. Students interested in
doing training are given a three-hour training-of-trainers
session, focusing on educational methods and techniques.



. EATN conducted a one-week regional nurse TOT program; an
agency-specific train-the-trainers program has been
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conducted by its South Carolina site.

. The USC site of Southern California conducted an
Instructors Training Program for family practice faculty.

. The Kentucky site of ECAETC held a train-the-trainers
course to orient staff to its dental curriculum.

For the most part , evaluation of these train-the-trainers activities were
subjected to basic formative evaluation. Several outcome-oriented
evaluations were noted.

In addition to a strong formative evaluation component, the evaluation of
the New England ETC’s annual faculty development program has included an
effectiveness component in the form of self-reporting of retrospective pre-
training and post-training knowledge or skills proficiency on 13 AIDS-related
areas, along with an impact component in which subsequent trainings conducted
have been identified through mailed follow-up questionnaires.

WAMI-0 has developed an extensive set of evaluation instruments for use
in conjunction with its train-the-trainers program including: a workshop
needs/demand planning survey; a community assessment sheet; a pre-training
questionnaire which ask participants to rate their own level of confidence in
the knowledge base and teaching ability in a long list of AIDS-related topics;
a training plan; a training plan which provides a baseline for impact
evaluation; a course evaluation form which collects process-oriented formative
evaluation data; a participant evaluation questionnaire which collects data
from individuals subsequently trained by train-the-trainers participants
assessing the training performance of the latter ; a training report form which
collects output data; and a telephone follow-up form which is used to
structure the follow-up survey.

EATN used a modification of the WAMI ETC’s approach to evaluate its nurse
train-the-trainers program including: individual daily session evaluations;
pre/post-training self-reported knowledge and skills, including the knowledge
and skills to be able to conduct a variety of education and training programs;
a post-training action plan; a six-month informal phone follow-up by the
headquarters staff to determine impact in terms of plan completion (follow-up
did not include obtaining impact-oriented information on trainings conducted);
a trainer’s evaluation of the course; and an analysis of costs.

MAARETC dental train-the-trainers program is being evaluated using the
same time series design (pre/post/follow-up) and instrumentation that is used
to evaluate its “Dental Care Professionals” course with two impact-oriented
auestions added to the follow-up: the number of AIDS infection control courses
presented by TOT participants, &d the
these courses. The follow-up study is
have not yet been analyzed.

number of individuals who attended
now underway and data are coming in but
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In a comprehensive evaluation of its 1990 faculty development seminar
focusing on mental health issues, the Western ETC included pre/post-training
testing of knowledge, attitudes and risk perceptions. Attitudes and risk
perception were measured by means of 6-point Likert-type scales while
knowledge was measured via multiple choice questions. Baseline ratings and
change scores were examined as a function of participants’ gender, race
occupational status and geographical location, as well as their previous
clinical and personal contact with HIV-AIDS patients. Pre-training findings
showed a positive skew in the attitudes and perceptions of risk among
participants in this faculty development program. Probably because of this
high baseline, overall increases in positivity were not statistically
significant. One item, perception of risk from accidental needlesticks,
showed a significant change in the desired direction, indicating that the
program had been successful in reducing this concern.

Evaluation of Clinical Training Opportunities

Across the national ETC-network, a variety of training events have been
offered that were “clinical” in nature. For the purposes of this review,
“clinical” opportunities are those in which participants have the opportunity
to learn and/or practice caregiving skills by interacting with HIV-infected
individuals and/or others in an actual caregiving setting. Skills-oriented
workshops are not considered clinical training opportunities for purposes of
this review. Clinical experiences have been offered primarily to medical
practitioners, but have also been organized for other professions, and have
varied in the length and intensity of the exposure.

Seven of the eleven ETCs offer some type of clinical training
opportunity. Evaluation of these clinical trainings have been almost
exclusively formative in nature--participant feedback on the content,
structure and/or process of the event. A few exceptions have been noted.

In addition to extensive formative evaluation, the South Florida site of
EATN evaluates the effectiveness of its mental health clinical experience via
pre/post-training testing. Changes in knowledge, opinions, as well as changes
in personal level of discomfort in working with individuals with various
characteristics including clients with HIV/AIDS, those engaged in high risk
behaviors, as well as those with non-AIDS-related conditions are routinely
measured.

The “AIDS Clinical Training Program” for physicians, offered by the USC
site of the Southern California ETC, utilizes a post-training questionnaire to
evaluate the experience. In addition to the formative components of the
evaluation, effectiveness of the experience has been evaluated using the self-
efficacy approach. Participants are asked to “rate the impact this clinical
experience has had” on their knowledge and understanding; professional habits
and attitudes; technical skills; clinical skills (such as Hx, Px, Dx); and
management skills. Further, they are asked: “As a result of this experience,
do you feel you are able to diagnose and treat HIV positive patients, AIDS
patients?”
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The New England ETC offers a variety of clinical training experiences.
Broad evaluation, including evaluation of effectiveness and of impact, are
being conducted on three of them. These clinical experiences include both a
didactic and a hands-on component. The Brown University and University of
Massachusetts’ mini-residencies for physicians are evaluated for effectiveness
by measuring pre/post-training changes in self-reported confidence in
undertaking six AIDS-related primary care tasks: answering patient questions;
screening/history-taking; practicing infection control; counseling HIV+
patients; providing primary care management; and utilizing appropriate
community resources and referral networks. The Beth Israel Nurses’ mini-
residency is evaluated using a post-training questionnaire that taps three
dimensions of effectiveness: effectiveness of the experience in conveying
specific nursing task-related information (gathered via open-ended
questions); effectiveness in promoting insights (“As a result of this mini-
residency, I discovered . . . . I realized...“); and effectiveness in stimulating
participant’s intention to change the way they provide nursing care to people
with AIDS. Both the physicians’ clinical training and the nurses’ clinical
training have been evaluated for impact via a six-month follow-up
questionnaire which asked participants to identify specific things that they
are doing differently as a result of having taken the course.

.

The Western ETC pilot-tested a chart review methodology for assessing the
impact of its clinical training for family practice residents to see whether
they were incorporating risk assessment and risk reduction counseling into
their day-to-day practice. The charts of 50 patients aged 12-50 who were seen
for routine care in a family planning outpatient setting were sampled. The
charts were reviewed for evidence of sexual history-taking; evidence of STD
history-taking; evidence of substance abuse history-taking and evidence of
risk reduction counseling (including counseling on condom use, other specific
risk redu’ction  strategies, and/or distribution of patient education
materials). In order to link outcomes to the training, institutional
influences on risk assessment and risk reduction counseling were controlled by
documenting the extent to which the institution had policies regarding
documentation or whether the record forms included such questions.

Program Evaluation

For purposes of this evaluation review, program evaluation refers to the
analysis of multiple events with similar objectives, content, structures
and/or processes to determine collective outcomes. Throughout the ETC
national network, there are a number of programs which involve a more or less
uniform approach to a given offering over time or in various geographic
locations. While, in many cases, identical or similar instruments, often
including questions on behavioral intent, have been used to evaluate the
individual events, there has been little analysis that would allow
generalization across the program. The Northern Illinois site of MATEC is an
exception where aggregate analyses of two programs have been conducted. The
first was on a series of twenty-five sessions held for personnel of the
Chicago Department of Health’s neighborhood clinics. In response to the
question “what will you do differently.7” respondents overwhelmingly indicated
that they would use universal precautions, indicating a highly successful
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program. The second analysis examined a series of eight l-2 day programs put
on for the Bureau of Mental’Health’s  local mental health centers. The
response to the same question yielded very non-specific and diffuse answers.
“Try to be more sensitive” and “nothing different” were predominate answers,
indicating a much less effective program with regard to stimulating specific
action.

Three of the ETCs have done aggregate analysis of several unrelated
events. NY-Caribe routinely does pre/post-training attitude testing. Early
in the project, it did an interesting aggregate analysis. Sites at which most
of the attendees were academically-oriented showed high positivity on the
pretest; these trainees showed modest gains in positivity and expressed only
moderate satisfaction with the training. Trainees at sites in the front line
of health care with significant chance of contact with PWAs  (predominantly
those in city settings) showed only moderate positivity on pretest; they, too,
showed modest gains in positivity and were only moderately satisfied with the
ETC training. Trainees at more remote sites with less chance of contact with
PWAs  began training with low positivity toward people with AIDS but showed
significant increase in positivity on posttest; these trainees expressed high
satisfaction with the ETC training.

The Mountain-Plains ETC has been doing aggregate analysis of training
effectiveness based on pre/post-training responses on knowledge, attitude,
belief and behavior items from disparate trainings held in three states. The
common factor of events included in the analysis was that each of the events
were one day or longer (i.e. expected to produce some change). The aggregate
analysis of nine offerings indicates that participants feel that, as a result
of training, they have sufficient knowledge to protect themselves from HIV
infection. Because of lack of common content, structure or process,
conclusions speak only to the effects that AIDS training, in general, can
have.

EATN is in the process of completing an aggregate analysis of training
impact . Participants of three one or two-day conferences held in the winter
of 1989-90 were followed up by telephone 12-13 weeks after training. In this
follow-up they were asked, with regard to the things that they reportedly

’planned to do differently at the completion of training;what progress had
been made. If no action had been taken, they were asked to explain.

Outside Influences on ETC Evaluation Activities

ETCs h a v e ,
to some degree, been influenced by outside factors.
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Subcontractors

On one hand, pressure from subcontractors has imposed constraints on the
ETCs’ ability to implement their evaluation plans. Subcontractors were
primarily concerned with delivering programs and tended to resist evaluation
as simply an added administrative burden. Further, as roles and relationships
were being defined between the ETCs and their subcontractors, the subject of
evaluation sometimes piqued concern over regional control versus subcontractor
autonomy. In the interest of building and preserving relationships with
subcontractors, ETCs have tended to “give” on issues of evaluation in such
instances of potential discord.

. .

On the other hand, subcontractors have made significant contributions to
regional evaluation activities. In a number of instances, innovative
evaluation methodologies developed by one of the subcontractors were adopted
regionwide. Subcontractors active in evaluation have served as models,
stimulating other subcontractors to do more. In one case, the database
developed by one of the subcontractors has served as the basis for a uniform
database used by all of the subcontractors.

Continuing Education Credits

Certifying ETC events for continuing education credit tends to have a
positive influence on evaluation: training providers and trainees know that
evaluation is required and are more tolerant of evaluation conducted in this
context. However, where credentialing organizations have control over the
evaluation approach, there is potential for lack of uniformity of approach--
one for programs for which continuing education credit is sought and another
for the rest of the ETC programs.

Collaborating Organizations

Many ETC programs are presented in collaboration with other
organizations, with the ETC as a co-sponsoring partner or with an ETC
representative as a presenter in a larger program. Many of these
collaborating organizations are well-established and have long-standing
management systems in place, including evaluation systems. In such
collaborative situations, there is potential for competition over whose
evaluation methodology will apply. All of the ETCs have reported experiencing
this at one time or another. Some, like the North Carolina site of EATN, take
a strong position, requiring EATN evaluation as a condition of their
participation.

Since the field of AIDS players is relatively small and ETC staff often
wear multiple hats, it is often difficult to determine the extent to which a
given presentation should be considered an ETC event. The UTAH site of the
Mountain-Plains ETC cites the use of the ETC evaluation tool as criteria as
to whether to count the training as an MPAETC event.
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HRSA

HRSA has always considered evaluation an integral part of the ETC
program. Evaluation plans were included in each of the ETC’s proposals;
acceptance of these evaluation plans was implicit in HRSA’s project award.
During the first two project years, the ETCs looked toward HRSA for guidance
as to where to place their evaluation emphasis. Only a few directives were
forthcoming, such as the need to document minority participation. Beyond
this, HRSA has provided little guidance in terms of the specific direction
evaluation should take or level of effort ETCs should devote to evaluation
activities. Some of the ETCs have taken the position that, until they are
told otherwise, they will continue in the direction and at the level they deem
appropriate. In other cases, perceived lack of guidance from HRSA has
resulted in some degree of inertia with regard to evaluation activities,
particularly in cases where the ETC has experienced pressure from its
subcontractors to do less.
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V. CONCLUSIONS ANU RECOM4J3NDATIONS

The eleven AIDS ETCs included in this study are complex organizations
covering broad, diverse geographic regions , encompassing several institutions
and organizations either as sub-contractors or as collaborators and conducting
an extensive range of HIV/AIDS training and related activities. While overall
conclusions can be drawn and recommendations made, it must be recognized that,
by design, each ETC is a unique program. Exceptions can be found for many of
the conclusions, and recommendations must be adopted considering individual
program situations.

The conclusions and recommendations presented have been drawn from the
preceding overviews of the ETC case studies and evaluation reviews. Details
regarding each ETC can be found in the individual case studies and evaluation
reports contained in separate volumes which are companions to this final
report .

A. CONCLUSIONS

This evaluation study was conducted relatively early in the development
of the ETC program. In addition, there were several significant barriers to
rapid and smooth program development, many of which were outside the direct
control of the ETCs. Consequently, in a number of places the study observed
only the beginning of functioning education and training systems. Importantly,
significant progress was noted between the first and second year of the
evaluation study both in the depth and scope of ETC training and education
programs and in their evaluation efforts.

In the initial conceptualization and design of the ETC program, HRSA was
purposely flexible and non-directive. This was done to allow ETCs to develop
programs responsive to their own regional needs and organizational
capabilities. As a result, it is impossible to define a “typical” ETC. The
ETCs do have several aspects in common: all provide continuing education and
training to a broad range of health care providers; all are trying to
influence the curricula for training health professions students and residents
at least at the institutions affiliated with the ETC; all are incorporating
some level of train-the-trainers programs as part of their training approach;
all are targeting programs to benefit minority populations; and, all are
serving as an information resource to target populations in their area. Beyond
these core elements, however, the ETCs differ considerably: their approach to
regional management varies from highly centralized to highly decentralized;
the specific roles of the regional offices versus local sub-contracted ETCs
are individually,defined; training emphasis as well as emphasis on other
activities varies considerably between the ETCs and even among sub-contractors
within the ETCs.

HRSA’s flexibility in the initial stages of ETC development had the
advantage of encouraging locally responsive programs. The continuing absence
of clear direction and policy, however, is causing problems for many ETCs and
the program as a whole. In trying to address HRSA’s  changing priorities and
issues, the ETCs have been constrained in their ability to pursue a clearly
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focused training strategy. In addition, the many differences among the ETCs
make it very difficult to characterize or evaluate the program on a national
basis. In an era of close scrutiny of federal expenditures, this could work to
the disadvantage of the program.

The ETCs were originally designed as regional programs, typically
covering a multi-state area. However, defining the roles and responsibilities
of the ETC regional office versus its subcontracted and collaborating
organizations was left to each ETC. Some designed highly centralized programs
with the regional ETC assuming considerable responsibility for developing and
implementing training throughout the region and/or closely controlling the
activities of its sub-contractors. Others began as more decentralized
programs. At the extreme of decentralization, the regional ETC dispersed grant
funds to sub-contractors and gave the sub-contractors virtual autonomy in
developing and conducting training. Regardless of where each started, many
ETCs  are moving to a balanced regional model where the regional ETC office
assumes overall program oversight and coordinating and selected training
responsibilities while delegating significant training development and
implementation responsibilities to locally based ETCs.

Regionalization continues to be a valid concept, both for administrative
purposes and as a vehicle to achieve synergy among AIDS training organizations
with varying amounts of expertise and qualitatively different resources
avaiiable to them. While there have been difficulties forming functional
regions in some areas, these difficulties should not be viewed as indictments
of the concept. The concept is appropriate; however, it needs further
direction, supervision and time to reach its full potential.

The ETCs are effectively collaborating with many AIDS related
organizations. This collaboration should be encouraged and, where necessary,
expanded. However, it must be recognized that the ETCs’ accomplishments may be
more difficult to isolate and evaluate when they are merged with the
activities of other agencies.

At the inception of the ETC program, there were few AIDS training
curricula available. Those that were available by no means covered the gamut
of AIDS training needs. In the first three years of the ETC program, there
have been a number of excellent curricula and training programs developed by
the ETCs.  These include: train-the-trainers programs; intensive clinical
training programs for primary care providers; specialized programs for
selected provider disciplines including dentists, home care workers, mental
health workers, social workers, and correctional systems workers; programs
focusing on issues related to HIV/AIDS in many ethnic and racial minority
populations including Blacks, Latinos, Native Americans, and West Indians;
intensive programs for primary care residents; and programs for health
professions students. There have also been some technologically innovative
approaches to training.

Unfortunately, the implementation of these excellent and innovative
programs  has  been  l imi ted  in  mos t  cases  to  the  s i t e s  which  deve loped  them.
There has not been much dissemination of curricula and programs across  ETCs
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and even within ETCs, cross-program sharing has been limited. The isolation of
excellent programs has limited the impact of the ETCs.

It has proven difficult for the ETCs to impact professional school
curricula, particularly in institutions outside the ETC network. The dominant
strategy of training professional school faculty with the intent that they
will then incorporate AIDS/HIV information into their own teaching has merit
but does not fulfill the current ETC mandate. Different approaches are needed
and should be encouraged, not all of which can be expected to succeed.

. .

All ETCs are serving as a source of HIV/AIDS related information in their
area. The focus and extent of this effort, however, varies greatly across
sites. In most cases it has proven difficult and often duplicative for the
ETCs to serve as a resource for AIDS treatment information and for information
on the disease and the progress of the epidemic. With limited resources, it
seems that most of the ETCs should focus their services on information
specifically related to AIDS training and ETC programs; including both
information on training programs and schedules and providing training related
material. Where gaps or specific needs can be identified, general information,
clinical consultation and referral services may be offered.

From the review of the evaluation activities planned and being carried
out by the eleven ETCs, it is clear that the ETCs want to do meaningful
evaluation. However, implementation of evaluation has not proven as
straightforward as originally anticipated. In the first three years of the
program, ETCs have experienced many competing pressures for their resources.
Priority has been given to building intraorganizational relationships,
establishing credibility in the marketplace, and providing needed and quality
programs.

Over the three-year period, there has been positive movement in the
evaluation sector: an overall increase in the level of evaluation activity;
increased willingness on the part of trainers and subcontractors to collect
evaluation data; development of more standardized approaches; and movement
from basic program documentation and formative event evaluation toward
evaluation of trainee outcome. However, there is further need to capitalize
on the existing momentum and convert good intentions into action.

The need to define the national ETC program in terms of its outputs is as
pressing as ever. A great deal of attention has been focused, by HRSA and the
ETCs, on collecting and reporting output data, yet there is still little
uniformity in the data. Although the ETC committee on data has made progress
in defining common data needs, the final draft of a national program and
service record format has only recently been completed and no definitive
action has yet been taken. As time goes on, the ETCs are becoming more
invested in their own data systems, making future changes more difficult.
Further, longitudinal comparability of individual ETC’s data is becoming more
and more compromised as decision-making about uniform requirements continues
to be delayed.
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The vast preponderance of evaluation activities to date has been
process-oriented, the majority simply documenting participants’ reactions to
events, sessions and/or presenters. Only a few instances were noted in which
formative evaluations were structured in such a way as to make a significant
contribution in terms of adjustments in the content, structure or process of
ETC programs. In only one instance was there evidence of a strategic plan to
move from formative to summative evaluation.

A fair amount of outcome evaluation is in process or planned for the
immediate future. Several instances of well-thought out evaluation designs
were observed; however, there were many more instances in which there was
little linkage between course curriculum and the outcomes measured. Several
studies of the impact of various trainings on on-the-job behavior and/or
implementation of planned actions are underway, and some preliminary findings
are beginning to emerge. Results range from encouraging to disappointing. On
the encouraging side, outcome evaluations conducted in relation to AIDS lOl-
type events suggest that the most often reported change was in participants’
reported level of comfort in working with HIV/AIDS patients (interpersonal)
and a better understanding of how to protect themselves from infection. This
suggests that the most important effect of basic AIDS training is to stimulate
a state of llopenness  to engage in the caregiving process” and perhaps
“readiness to learn what to do.” Findings of more task/skills-oriented
training relate to the specific learning objectives of the individual event.
For example, evaluation of a series of counseling courses noted an intention
to be more sensitive to clients’ confidentiality. In many evaluations which
ask the question “what will you do differently ?‘I the predominant answer has
been “no thing l1 but these findings may be more an artifact of faulty
instrumentation than of lack of impact. Truly disappointing, however, is the
fact that only a very few of the potentially high impact, and often high cost,
programs--training-of-trainers and, particularly, clinical training--
incorporate a solid evaluation of effectiveness and impact.

Finally, there have been a number of interesting and innovative
evaluation techniques developed and enlightening evaluations conducted around
the ETC network. Unfortunately, on one hand, there has not been as free-
flowing an exchange of evaluation methodologies and potentially helpful
results either inter-ETC or intra-ETC, as there could have been, while on the
other hand, a good deal of the exchange that has taken place has resulted in
inappropriate and inapplicable “borrowing” of instrumentation.

B. RECOl4BENDATIONS

In order to ensure that the following recommendations are practical, most
have been drawn directly from the collective experiences of the eleven ETCs
themselves:

1. ETCs are beginning to develop in-depth training programs aimed at
influencing provider skills and behavior. HRSA should support this focus
by reducing their emphasis on counting numbers of people trained and
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2.

instead emphasizing the provision of intensive skill oriented training.
These intensive trainings, however, should be accompanied by more careful
evaluation of their impact.

Although it is important to recognize individual regional and
programmatic differences, more direction is needed from HRSA to help
guide ETC program development. Further guidance would be particularly
helpful in: defining the roles and responsibilities of the regional ETC
office in relation to local ETCs; specifying priority target training
groups (e.g. community-based primary care providers versus institution-
based providers versus professionals in training versus allied health
professionals) and preferred training approaches (e.g. train-the-trainers
versus clinical training versus continuing education versus training
professionals in training); defining training output expectations in line
with preferred training approaches; and, defining expectations regarding
program evaluation both in terms of consistency of data reporting among
ETCs and in terms of type and scope of evaluation activities.

3. A regionalized approach to AIDS education and training should continue to
be a major element in ETC policy. To support regionalization, HRSA
should issue additional guidance on the appropriate role to be assumed by
the ETC regional offices in relation to local ETC sites. In general,
appropriate functions for the regional office include: strategic
planning, general oversight, regional coordination of training and
curricula development, quality assurance, distributing training curricula
and materials, developing curricula and conducting training as needed to
fill in gaps, communicating with HRSA contracting and grants management,
and coordinating evaluation activities and reporting.

Appropriate functions for local ETCs include: collaboration with AIDS-
related organizations, identifying training needs and gaps in their area
of responsibility, training development and implementation.

4. HRSA should continue to emphasize collaboration with other AIDS related
organizations at both the regional and local level. This can be done by:
encouraging co-sponsorship of training programs; support ETC staff
participation on advisory boards and task forces; encouraging the
formation of advisory boards at the local level which emphasizes
membership outside of ETC affiliated institutions; facilitating
coordination with related federally funded programs including community
health centers, AIDS service demonstration programs, NIMH training
grants, and Title X family planning training grants.

5. HRSA should provide a structure for identifying and disseminating
curricula and material which effectively address priority target groups
and/or training approaches. While some of this is done informally among
the ETCs,  excellent programs are still limited to selected sites even
within ETCs. Programs involving intensive resources for either
development or implementation such as train-the-trainers programs,
clinical training programs, comprehensive discipline-specific curricula,
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computer-based training modules and video productions should be the focus
for dissemination.

Further clarification is needed on the range and scope of activities
expected of ETCs outside their training and education activities;
particularly in the area of information services. In general, it is
recommended that ETCs focus their limited resources on providing
information and material directly related to training. However, in areas
where other resources are lacking, other services such as treatment hot-
lines, referral services, and general library services may be necessary.

HRSA should encourage innovative approaches for influencing the content
of professional school curricula, especially in institutions outside the
ETC network. As with any truly innovative program, not all of these
approaches will succeed.

Clearer guidance is needed from HRSA on its expectations regarding the
institutionalization and eventual self-sustainability of the ETC
programs. Some ETCs are pursuing institutionalization more aggressively
than others although virtually all agree that substantial outside funding
is essential to maintain operations for the foreseeable future.

Evaluation should be more centrally controlled even, and perhaps
particularly, at ETCs that are highly decentralized and autonomous, to
ensure comparability and ‘completeness of data. Promotion of standardized
approaches to evaluation and evaluation designs, and coordination of
evaluation activities is an appropriate function of the project’s
evaluation coordinator. Compliance with the ETC’s evaluation program
should be a condition of participation in the overall program. The ETC
should monitor this compliance on an ongoing basis and provide technical
assistance to sites that are having difficulty. Centralized data
analysis is a way of simultaneously maintaining control and taking some
burden off of the sites.

All ETCs should designate a person at the regional level to take
responsibility for evaluation activities. That person should have a
strong grounding in practical approaches to evaluation. At least .20 FTE
should be allocated to evaluation activities. In cases where that
individual has other program responsibilities, the .20 FTEs should be
nprotected time l1 for evaluation.

Collaboration, both intra-ETC and inter-ETC, on evaluation approaches and
methodologies should be strongly encouraged. An evaluation committee
should be established at each ETC with representation from each
subcontractor/site with the ETC evaluation coordinator convening the
committee and taking an active role in promoting such collaboration
between meetings. Annual meetings of ETC evaluation coordinators should
be sponsored by HRSA.

While a data committee comprised of representatives from several of the
ETCs has been actively working to develop data recommendations, HRSA
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should ultimately define the set of standard data requiremehts for
documenting all ETC education and training offerings in order to be able
to characterize its program nationally in terms of federal priorities.
(Precedents for federally-mandated reporting already exist within HRSA,
for example, BHCDA’s BCRR).

13. Databases of individual participant and event data, rather than aggregate
data, should be maintained at the regional ETC level to allow for more
in-depth analyses.

Since the number of participants filling out evaluations is always less
than the total number of participants, it would be useful to get a
comparison of demographics of registrants versus those participating in
evaluation in order to be able to generalize from the results of the
evaluation.

It may be useful to track trainer characteristics, particularly staff,
versus affiliated versus per diem in order to correlate with trainee
assessments or outcomes to see if one approach is better than another.

14. HRSA should specify minimum evaluation requirements. The following may
be considered for discussion purposes:

a. All Offerings

Participant feedback should be routinely solicited at all offerings
provided under the auspices of the ETC programs. Questions should
be designed to identify specific areas where improvement could be

*made,  not simply a documentation of how well the program or its
components were received.

The effects of the offerings should be evaluated in a way that both
anticipated and unanticipated outcomes are captured. Use of the
adult learning theory model of self-assessment may be helpful in
this regard. Some examples of ways to capture this data include
open-ended questions phrased as follows:

. “As a result of having attended this workshop, I
know . . . I feel . . . I believe . . . I can (do)

I1. . .

. “1 leave this conference with the following new
or additional knowledge . . . . . skills . .../ I
leave this conference with the following changed
views, beliefs . . . ”

b. Offerings on Which Substantial ETC Resources Have Been Expended

Tests of random bits of knowledge are of little practical benefit.
Evaluation of effectiveness of an event in communicating specific
facts should be limited to instances where specific bits of factual
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knowledge are critical to the activities participants are being
trained to carry out.

All offerings, except for conferences and other primarily
informational sessions, on which substantial ETC resources have been
expended should be evaluated in terms of the degree to which the
training has stimulated a state of “openness to engage in the
caregiving process,, and “readiness to learn what to do. ” Offerings
in this category include:

. offerings of four hours or more;

. offerings replicated more than once (i.e.
substantially the same content, format and
presenters);

. offerings for which a formal ETC curriculum
provides the structure;

. in-service training customized for a specific
organization; and,

. didactic components of clinical
offerings/practica.

In order to be a true test of the effectiveness of the offering, the
specific attitudes, beliefs and behavioral intentions should be
directly related to the specific objectives of the offering. The.
approach to capturing this information--pre/post-testing, pre/post
self-reporting, post-only self-reporting--should be selected
according to the dimension to be measured. It is important that
indiscriminate borrowing of questions and instruments be eliminated;
adaptation is encouraged provided that borrowed items specifically
relate to the course objectives.

c. Offerings Aimed at Changing On-the-Job Behavior (Regardless of
Length or ETC Effort)

At a minimum, evaluation of any offering which is aimed at changing
on-the-job behavior should include a post-training inquiry of
“intention to act.” The wording of these questions should be as
specific as possible and should directly relate the course
objectives and content. Allow for qualitative as well as
quantitative differences. For example:

“In my practice, I intend to:

* Do a routine and comprehensive sexual history on
all of my patients;
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l Do a routine but selective sexual history on all
of my patients;

l Do a comprehensive sexual history on patients I
believe might be engaging in high risk
behaviors;

l I do not feel it appropriate to do a sexual
history given the nature of my practice;

l Other . ..I’

d. Offerings on Which Significant ETC Resources Have Been Expended

All offerings on which significant ETC resources have been expended
should be evaluated in terms of impact, in other words, the on-the-
job behavior resulting from the training: implementation of new
practices, changes in previous practice, new roles and tasks taken
on, etc. Where planned action was captured post-training, the
degree to which it was implemented along with barriers to
implementation should be determined.

Offerings in this category include:

. offerings of twelve (12) hours or more;

. in-service training customized for a specific
organization; and,

. clinical offerings/practica.

The assessment of on-the-job behavior may be done by collecting
participants’ self-reported behavior or client-reported behavior
through mailed questionnaire, by telephone interview, by direct
observation, or by chart review. On-the-job behavior of in-service
training participants may be reported by the participants’
institution/agency.

e. Train-the-Trainers Programs

Train-the-trainers (TOT) programs need better definition. It has
been applied to AIDS training of university faculty, and
institution-based trainers as well as preparing a cadre of
ETC/subcontractor  trainers. It is highly questionable whether some
training, such as AIDS updates for faculty, should be considered
TOT. TOT should imply not only some commitment to go on to do
future AIDS training, but also to comply with training standards and
reporting requirements set by the ETC.

The ETCs should control the quality of training being,provided  by
trainers trained under its auspices, i.e. trainers should not being
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giving out misinformation or displaying biases. Therefore,
individual participant assessment should be conducted as well as
evaluation of the training program itself. ETCs should assess the
knowledge base and sensitivity of all graduates of its train-the-
trainers programs, even when these programs assume content expertise
and focus only on training skills. This is best accomplished by
observing trainers in action before certifying them as having
successfully completed the program. In cases where participants are
less content-sophisticated, pre/post-training testing may be
appropriate.

HRSA is particularly interested in the impact of train-the-trainers
programs in terms of the diffusion effect. If the definition of
train-the-trainers assumes a close and ongoing association between
the ETC and its train-the-trainers graduates, getting counts of
second generation trainees should not be problematic. Counts can
be obtained through periodic telephone or mail survey, or preferably
via ongoing reporting.

f . Efforts to Impact Curriculum

At a minimum, an ETC’s efforts to impact the curricula of
professional schools should be evaluated in terms of process.

Where a significant amount of the ETC’s  effort will be invested in
influencing curricula in its service area, more elaborate evaluation
should be done. In such cases, an evaluation of impact should
supplement the process evaluation. At a minimum, this requires a
baseline survey of the status of HIV/AIDS prior to ETC efforts.

A variety of qualitative methods could be employed including focus
group discussions, case studies, etc.

This minimum set of requirements should not be construed as the only
evaluation to be performed. The ETCs may be conducting more extensive
and interesting studies and should, in no way, be dissuaded from doing
so.

Even though progress has been made in gaining subcontractor participation
in evaluation activities, it should be noted that the ETCs would probably
welcome a directive from HRSA as a mandate from the funder would give
them more leverage in achieving compliance, particularly in politically
sensitive situations.

15. As programs mature, basic process evaluation of events should be de-
emphasized, and intensive formative evaluation should give rise to a
maintenance level of evaluation for quality control and management
purposes.

16: ETCs should have an explicit plan for moving from formative to more
summative evaluation. While some experimentation with instrumentation is
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functional, continued revision makes longitudinal comparability of
evaluation data difficult.

17. All train-the-trainers programs should include a session on evaluation,
including both an orientation to the ETC’s evaluation methodologies and
instruments, and a presentation of general concepts so that trainers can _*
tailor evaluations to their particular programs.

18. Many ETC products --curricula and media presentations--have been developed
for wide distribution. A great deal of the ETCs’ efforts and funds have
been devoted to developing products. However, insufficient effort has
gone into their evaluation. While most have been subjected to “expert
reviews, ” none have had an extensive formative evaluation including an
evaluation of both intended and unintended outcomes.

It is recommended that HRSA call a moratorium on the development of
products which may be duplicative of existing products until more
extensive evaluation of current products has been performed. It is
further recommended that HRSA require that all ETC products developed
henceforth undergo more rigorous evaluation.

19. The ETCs should be encouraged to do cost efficiency analyses; however,
analyses of cost/benefit and cost/effectiveness are probably neither
appropriate nor feasible.

HRSA should develop the methodology by which cost efficiency analysis is
done, with particular attention paid to definition of the cost centers
and the cost allocation method(s) (e.g. direct cost, full cost, etc.) to
be used.

20. ETCs should be encouraged to prepare or have subcontractors prepare
formal evaluation reports for all events which intend to influence
attitudes or/and behavior. These reports should include interpretation,
conclusions and recommendations. Reports should be made available to
HRSA for review at site visits.
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AIDS BTC BVALUATION PROJECT

SITB VISIT PROTOCOL

The Health Resources and Services Administration (HRSA) has contracted
with JSI to perform an evaluation of the regional AIDS Education and Training
Centers (ETCs) initiative, which began in late 1987. The study will describe
and assess the AIDS ETCs  in terms of their program development, goals,
achievements and evaluation plans. Based on the experiences of the ETCs,
effective and efficient structures, systems and methods for provider education
and training will be described. In reviewing the evaluation plans of each
ETC, emphasis will be placed on delineating impact measures for ETC activities
that are commonly applicable. The intent of this review process will be to
assist and enable the ETCs and HRSA  to further develop and refine the overall
AIDS ETC program through their ongoing evaluations of the effectiveness and
impact of various program approaches.

As part of the study, a three member team will make site visits to each
ETC. One member of the team will focus on the education and training program
issues of the ETC. A second team member will focus on program history,
structure and administration, and the third team member will focus on the
evaluation plans of the project. Each site visit will last three days. One
of these days will include a visit to a sub-grantee site by at least one team
member. In addition, if possible, all sub-grantee sites will be interviewed
by telephone. The site visit.will consist of five components:

1. BTC Presentation: The ETC will present an informal
overview of the program, including a review of program
history, program structure and their education and
training programs. Included in this presentation will be
a description of any program-unique innovations that the
ETC chooses to highlight.

2. Staff Intervievs: Interviews will be conducted with the
key individuals involved in program development,
administration and technical direction. It is anticipated
that four to seven key people will be interviewed at each
site, including the Project Director (Principal
Investigator), any Co-PDs, program administrator(s) and
the evaluation specialist(s). The specific people to be
interviewed at each site will be determined well in
advance of the site visit and confirmed in writing.

3. Systems piev: A review of the systems currently used to
manage t e ETC will be conducted. This will include
systems for program management and monitoring and for
interagency coordination and communication. Direct
observation of the systems will include documentation of
systems flow, outputs and usage.



4.

5.

Data and lhxument Reviev: Supplemental documents,
materials and data will be reviewed at the time of the
v i s i t .
minutes;

This will include relevant project meeting
training activity records and data; other ETC

curricula materials developed and/or used; evaluation
tools; internal evaluation reports of specific training
events, methods or strategies. During the site visit, it
will be determined if copies of any specific documents
will be requested.

Sub-grantee Site Reviews: At least one member of the site
visit team will visit a sub-grantee site. This visit will
attempt to incorporate a sub-grantee presentation, staff
interviews, systems review and data and document review as
described above. In addition, phone interviews will be
formally arranged to provide a means of information
gathering at the remainder of the sub-grantee sites.

A letter will be sent to the Project Director of each ETC at least two
weeks in advance to detail plans for the site visit. In addition to
confirming the visit dates, the letter will specify staff to be interviewed
(including dates and times of all interviews), detail preparation required by
the site for the visit, describe the site-specific visit protocol and, if
possible, specify the data/materials that will be reviewed during the visit.
The detailed site-specific visit protocol will also confirm visit times and
dates of the sub-grantee visit and times and dates of the telephone interviews
to the other sub-grantee sites.

The site visit protocol follows. It has been arranged by day and
includes questions and issues that will be addressed.



I. F=: The first day will be devoted to allowing the ETC to introduce
t err staff and to present their program. This is envisioned as an
informal setting, providing ample opportunity for discussion and
questions and answers between the site visit staff and the ETC staff.
The ETC’s presentation should address the questions and issues listed
below.

A. Overview of the Ek

1. What are the overall program goals and objectives?

2. What is the geographic target area? Who are the target
trainees?

3. What is the organizational structure of the ETC?

4. What are the collaborating agencies and universities?

B. Reviev of Progrm Eistory

1.

2.

3.

4.

Describe the origin of the ETC and major developmental
milestones.

What were/are some of the issues in the development of the
project, such as facilitating factors or barriers to program
development?

What external relationships are thought to be required for the
successful conduct of the program? How were they approached
and what was the outcome?

Provide an overview of the ETC within the geographic target
area including:

0 Bow the target area and population was determined; have
there been significant changes since ETC start-up?

0 The incidence of AIDS and particular issues within the
region

0 The scope of AIDS education and training for professionals
in the region prior to the ETC

c. Description of PrograB  Structure *

1. Describe the ETC program model. Is it centralized or
decentralized? What is the management structure?

2. How is the ETC placed within the university structure? Is it



D.

B.

P.

an independent body or has it been integrated into a pre-
existing AIDS/education office, program or network?

3. Describe ETC staffing, including:

0 Project staff, roles and qualifications
0 Consultant staff, roles and qualifications
0 Staff recruitment/training

4. What is the nature and extent of ETC linkage with other
programs (e.g.: AHECs,  AIDS Service Demonstration Projects,
NIMH, ATEUs, NIDA, STD programs, etc.)?

5. What other non-federal resources, if any, have/will supplement
the ETC program (e.g.: state, local, private)?

Overview of Education and Training Programs

1.

2.

3.

4.

5.

6.

7,

Describe the ETC’s philosophy/approach to education and
training.

Who are the target trainees?

What are the program’s training strategies and methods?

How do the training strategies and methods differ for different
professions or groups?

What are the training media used (e.g.: presentations,
lectures, workshops, training of trainers, clinical, video,
computer, self-teaching, etc.)?

What other agencies collaborate with the ETC for co-sponsorship
of training? What is the nature and extent of this co-
sponsorship?

How do the training strategies and objectives relate to the
overall program goals and objectives?

Overviev of Other FM: Activities

1. Describe other activities that the ETC has engaged in to serve
as a focal point for ongoing training, information and support

- of area health professionals.

2. What specific services are being offered (e:g.:  hotlines,
referral networks, newsletters)?

Dwerwiev of the BTC’s  Future Plans

1. Describe plans for institutionalization and self-sufficiency of
the ETC.

4



2. Outline future training plans (new materials/curriculum, new
training strategies, priority target areas)

3. Describe new or anticipated major changes in ETC systems and .
procedures.

G. Critical Success Factors of the BTC

0 Organizational strengths and qualities
0 Developmental issues
0 Training issues, successes, innovations
0 Administrative strengths and qualities

H. Progrm-unique Innovation: This will be a presentation on the
specifics of one program, training, curricula, etc., which the ETC
chooses to highlight.

II0 YP: One team member will visit a sub-grantee site on day two. The
ot er two team members wiJ.1 address education and training programs and
products; evaluation plans; and communication and information systems.
The two team members will also collect the documentation necessary for
completing the review. In addition, telephone interviews will be done to
gather information from the other sub-grantees.

A. Education and Training Program and Products

1. What were/are the procedures for conducting a training
needs/demands assessment? Who was involved? What were the
results?

2.* What are the specific strategies for including the ETC
curriculum in the course offerings of undergraduate and

graduate medical education programs?

3. Describe the CEUs being offered for the various training
programs.

4. What are the policies, procedures and systems for managing
training events?

0
0

0

0

Marketing
Trainee recruitment/selection
Registration
Output/outcome reports

5. What are the policies, procedures and systems for managing
other ETC activities, such as hot-lines, referral networks,
newsletters, etc.?

6. Describe role of each sub-grantee site.

5



0 Target area
0 Target population
0 Role and responsibilities
0 Coordination between and communication with ETC .

7. What specific strategies .have been incorporated to market and
recruit for minority providers and providers who serve minority
communities or high-risk groups? . .

a. What is the extent of ETC cost-sharing and self-sufficiency?
,.

0 Volunteer trainers
0 Other in-kind
0 Participant fees
0 Other revenue generation (e.g.: State, other

funding)

9. Describe the policies and systems for financial control of
payments made between collaborating and cooperating agencies
and individual consultants.

10. Hands-on review of curricula and materials developed/used.

B. Bvaluation Plan

1. What was the process for developing the initial evaluation
plan? Who was involved?

2. Describe the evaluation framework and approach.

0 Philosophy toward evaluation
0 Components and structure of the evaluation plan
0 Priorities, areas of emphasis

3. Who is responsible for evaluation and in what way are they
responsible?

4. How are the evaluation activities coordinated between ETC sites
and between other cooperating/co-sponsoring organizations?

5. Describe the procedures for assessing training penetration and
the effectiveness of marketing/recruitment efforts.

6. Describe the process and persons responsible for formative
evaluation of curricular components and materials.

6



7. Describe the eval~tatinn plan for each of the specific edllcatinn
and training interventions.

0 Evaluation design
- Format
- Variables and measures
- Controls (comparison groups, baseline data)

0 Evaluation methodologies
- Sampling
- Instruments

0 Analysis
- Analytic Framework
- Statistical Methods

8. What are the specific plans and systems for monitoring and
evaluating the activities of second generation trainers (from
training of trainers programs)?

9. What are the type , content and schedule of evaluation reports?
Who receives the evaluation results?

10. What is the current status of the evaluation?

0 Tasks accomplished
0 Findings to date
0 Problems encountered

c. Systems Reviev. Systems to be reviewed include the following:

0 Management information systems
- Training activity databases
- Training and education materials database
- Organizations/mailing list database
- Trainer/trainee databases
- Program cost and revenue monitoring systems

0 Professional Support Systems
- Library/resource file system
- Newsletters
- FIotline/referral/consultation  system
- Teleconference/cable system

0 Inter-site communications systems
- Electronic mail system
- Reporting system

0 Systems for training program management
- On-going needs assessments
- Recruitment
- Registration



1. What i s  the purpose or reason for the system?

Consultant/facility payment
Participant fee collection and recording

2. Who is responsible for the system?

3. What is the source of the system/database?

4. What is the cost of systems development and operation?

5. Give examples of the use and effectiveness of the system.

D. Data and Document Reviev. Where applicable, supplemental data,
documents and materials to be reviewed at the time of the visit will
include:

1.

2.

3.

4.

5.

6.

7.

Project meeting minutes

Needs and demand assessments

Training activity records and data

0 Total number of education and training programs
0 Date and location of specific events
0 Length of specific training events
0 Objectives/expected outcomes of training events
0 Format of training (workshop, teleconference, lecture,

etc. )
0 Number and disciplines of health professionals attending

teaching and ed. programs
0 Number of minority professionals and/or professionals

serving minority and high-risk communities in attendance
0 Attendees* professional/institutional associations
0 Number of “Trainers” trained
0 Number of “second generation” trainees
0 Cost per trainee
0 Participant fees

Other ETC activity records

0 Numbers and types of materials developed
0 Hotline/referral network activity
0 Information requests
0 Activity promoting linkages/integration of organizations

Inter-organizational subcontracts/agreements

Protocols, policies and procedures

Training curricula/materials developed and/or used



8. Evaluation instruments

9. Internal evaluation reports

0 Training materials development
0 Specific training events
0 Training outputs
0 Training outcomes
0 Overall program progress

III. Day Three

Wrap-up. This session will be used to gather any missing
information/materials/data that may be required, to ask any last
minute questions and to clarify any areas of confustion.

B. Debriefing. The JSI site visit team will provide a summary of its
findings to ETC staff.



TBLHPHONB INTRRVIBV  PROTOCOL

On Day Two and Day Three of the site visit,
conducted with each of the sub-grantee sites.

telephone interviews will be
The issues to be addressed *

during this interview follow.

I. Progrm Overview

A. What are the goals and objectives of your specific program and how
were the goals and objectives developed?

B. What is the geographic target area for which you are responsible?

C. What is the nature of the epidemic in your target area?

D. What do you consider the unique features of your site’s program?
Are there specific local conditions that underlie these unique
features?

II. Education and Training Program

A. What groups are you targeting ,
specific groups?

and how did you come to target these
What efforts have been made to reach minority

providers? What efforts have been made to reach high-risk
populations?

B. Is the direction/flavor/philosophy of your program determined at the
site level or at the project level?

’ c. Describe a particular program, training, curricula you have
.developed/used at your site.

’ D. What barriers have you faced in developing and/or implementing your
programs? How have they or will they be resolved?

’ E. With regard to the education and training programs you provide, what
kind of evaluation/feedback loop do you use for program improvement?

III. Program Structure

A. What type of communications/sharing take place between your site and
the project and among all sub-grantee sites? Have there been
communications problems? If so, which have been overcome and which
remain?

B. For what kind of things do you rely on the project staff? Is there
any additional support you would like from the project?

c. What is the relationship, at the level of the site, between the ETC
and cooperating agencies (e.g.: AHEC, NIMH,  etc.) in terms of
structure and/or activities?

10



r‘ IV. Sunasy

A. What are your site’s strengths, and how are they funneled back into
the overall ETC pr’oject? .

B. What lessons have you learned in the development or conduct of your
program that would be useful for new programs starting up?

c. What are the future plans of your site?

11
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AIDS EDUCATION AND TRAINING CRNTRR PROGRAl!

CASE STUDY OVRRVIEU

I. INTRODUCTION

The following report is an overview of case studies developed for eleven
(11) AIDS Education and Training Centers (ETCs) funded by the Health Resources
and Services Administration’s (HRSA’s) Bureau of Health Professions (BHPr).
These are: East Central AIDS ETC (ECAETC); Washington, Alaska, Montana, Idaho
and Oregon AIDS ETC (WAMI-0); Western AIDS ETC (Western); New York - Caribe
AIDS/SIDA  Education and Training Center (NY-Caribe); AIDS Education and
Training Center for Southern California (AETC-SC); Delta Region AIDS Education
and Training Center (Delta); Emory AIDS Training Network (EATN); Mid-Atlantic
AIDS Regional Education and Training Center (MAARETC); Midwest AIDS Training
and Education Center (MATEC);lMountain-P1ains  AIDS Education and Training
Center (MPAETC); and New England AIDS Education and Training Center (NEAETC).
The first four mentioned (ECAETC, WAMI-0, NY-Caribe, and Western) were the
first group funded by HRSA, in September, 1987. The remaining seven were
funded in the second HRSA grant cycle, in April, 1988. Four ETCs funded later
by HRSA were not included in the study.

The case studies were’developed in two phases. The studies for the first
four ETCs (ECAETC, NY-Caribe, WAMI-0, Western) were developed in year one of
the project, then up-dated at the end of year two. The studies for the
remaining seven were developed entirely in year two’of the project. The first
step in developing the case studies involved the review of written material
including grant applications, progress reports and site visit reports. A draft
case study was then prepared. Subsequently, site visits were conducted to each
ETC. The site visits were generally conducted by a three-person team over a
three-day visit. Following the site visits and additional telephone
conversations, the case studies were revised and circulated, still as drafts,
to HRSA and the ETCs.  As mentioned above, the case studies of the first four
ETCs underwent an additional up-dating process through collection of written
material and extensive telephone conversations. The final case studies
incorporate information collected in all these steps.

Each case study addresses the following issues:

1.

2.

3.

4.

Prograsl  Overview: regional configuration, collaborating agencies,
program goals;

Program History: regional HIV epidemiology , organizational background,
ETC origin and development;

Program Structure: organizational roles and relationships, staffing,
approaches to collaboration and regionalization, organizational
qualities;

Education and Training Program: needs assessment activities, target



5.

6.

7.
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trainees, training activities, curricula and material developed or
used, outputs, efforts to reach minorities, issues and successes;

Program Administration: administrative systems, systems for managing
training programs, trainee recruitment, training sites, cost sharing/
sustainability, CEUs,  library/information services, other services;

Summary and Future Plans: and,

Appendices: ETC goals and objectives and descriptions of sub-
contractors.

There is a great deal of detailed information contained in each of these
case studies. It is not the intent of this report to repeat this information.
Instead, this overview report summarizes ETC activities and issues in
selected areas central to the program’s mission and goals. These areas are: 1.
regionalization; 2. collaboration with other AIDS related organizations; 3.
needs assessment; 4. training programs, sub-divided into clinical training
programs, train-the-trainers programs, and general continuing education
training programs; 5. reaching minority providers and those serving
minorities; 6. influencing professional school curricula; 7. information and
resource services; and, 8. program sustainability. The critical issue of
evaluation is extensively addressed in a separate overview report as well as
in individual ETC evaluation reviews, so it is not discussed in this report.

For each area discussed, particular successes as well as outstanding
issues or problems are noted. It is intended, by citing successes, to provide
a sampling of specific ETC accomplishments. The examples are by no means
exhaustive, and the individual case studies are replete with many more
noteworthy achievements. The issues and problems are presented not to indict
particular ETCs or the program, but to provide HRSA and the ETCs with
information to guide further program development. Taken in this context, both
the successes and outstanding issues can make a positive contribution to the
ETC program.

II. SU'IWARY OF FINDINGS PROH CASE STUDIES

A. General Observations

Two important overall observations can be made from the case studies. The
first is that each ETC is unique. In conceiving and designing the ETC
program, HRSA purposely decided to be flexible and non-directive. With the
exception of specifying a few critical elements, each ETC was encouraged to
develop its organizational structure and training program according to needs
of its defined region and within the capabilities of its collaborating
organizations. Initially, the ETCs were also encouraged to define their own
geographic region , although HRSA often intervened to negotiate regions either
during or after the application process. As a result of this flexibility on
HRSA’s part, each ETC is different. While all have as their main goal the
training of health care professionals on HIV/AIDS, each is very different in
its structure, philosophy, training program priorities and outcomes.
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The second observation is that this study looked at the ETC program
relatively early in its development. Sites had been funded for 16-26 months at
the time of their site visit and, in many places, had to overcome many
barriers to smooth program development. The site visits in year two of the
project, as well as the up-dates of the first four grantees visited,
demonstrated the progress made by the projects in their second and third
years. With clear direction from HRSA, this progress can be expected to
continue.

Observed barriers to smooth program development included:

. a rapidly evolving epidemic requiring constant revision of
materials, target groups, and priorities;

. demands to aggressively and quickly begin training programs;

. continuing fear and biases about the illness among the target
health professions and even within the institutions involved;

. complicated and/or undefined service delivery networks often with
the ETC as a newcomer to that network;

. an early emphasis by HRSA on producing large numbers of people
trained;

. changing HRSA staff and priorities;

. unnaturally formed regions and institutional alliances, some of
which had to break down competitive barriers; and

. university politics and/or administrative bottlenecks.

On the other side, some ETCs experienced fairly smooth program
development. Observed factors which facilitated program development included:

. building the ETC on an existing education structure with recognized
expertise in training community-based health professionals - ETCs
which were built on National Institute of Mental Health (NIMH) AIDS
training programs, established Area Health Education Center (AHEC)
programs, and in one case , a Family Planning Program model, realized
a developmental advantage;

. high-level support from the institutions involved in the ETC - both
grantee and subcontractors, minimizing bureaucratic bottlenecks and
providing needed space and administrative support;

. a history of active involvement in HIV/AIDS care or education either
by the institution or key ETC staff to facilitate knowledge of and
recognition by the AIDS care network.
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The unique qualities of each ETC and the relatively early stage of
program development place the following specific discussion in context. While
there is still much to be achieved, each ETC has already contributed to the
training and education of health care providers about HIV/AIDS in their
region. In most places, the ETCs are poised to take on an increasingly visible
and important role in combatting the illness.

B. Development and Management of a Regionalized Program

From the outset, ETCs were expected to be regional programs. While there
has not been clear definition of what constitutes an acceptable region (in
fact the concept has evolved with each ETC grant cycle) it is clear that HRSA
wanted each ETC (with its subcontractors) to have responsibility for a
specific geographic area. This geographic area may have involved several
entire states, or it may have been more focused on a specific high-incidence
area in part of a state. Of the eleven ETCs addressed in this study, two (NY-
Caribe and AETC-SC), had regions that included sub-state areas, the remaining
nine were multi-state programs.

Initially, ETCs were encouraged to identify and define their own
geographical regions. After the first funding round, however, HRSA become more
involved in negotiating and realigning regions with both prospective and
existing grantees. This realignment , which is apparently ongoing, is in part
due to HRSA’s commitment to assure the entire country, including Puerto Rico
and the Virgin Islands, is included in an ETC region, and that there is no
overlap. Thus, as new ETCs have been funded, older ETCs have been
reconfigured. Realignment also occurs to form more natural and manageable
regions, as when Connecticut was moved from the NYU ETC to the New England
ETC. While perhaps beneficial in the long run, there is no doubt that regional
reconfiguration is disruptive in the short run, and impedes program
development. To date, reconfiguration has most effected NY-Caribe and, to a
lesser degree, EATN.

Regionalization of a program also implies some level of overall
management at the regional level while many activities are carried-out
locally. The ETCs’ approach to regional management ranges from highly
centralized, where the ETC regional office assumes a great deal of control
over the training programs throughout the region, to highly decentralized,
where each ETC subcontractors function essentially independently in their
respective geographic area. Most ETCs,  however, fall between these two
extremes and even programs that started highly centralized or decentralized
are moving to a balanced regional model.

Examples of two programs which have developed particularly functional
models of regional program management are MPAETC and MATEC. Both programs
cover multi-state areas and have “local”  ETCs in each state, subcontracted to
universities or professional organizations. MATEC has made a further
geographic division , separating Illinois into northern and southern regions to
recognize substantial differences in the area and AIDS demographics. In both
programs, the local ETCs are fully responsible for the training in their area
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while the regional office assumes a coordinating, resource and “fill-in-the-
gaps” role.

This geographic division of responsibility seems to work well for several
reasons : (1) it assures all areas of the region are covered; (2) it allows
local ETCs to gain recognition within the AIDS care network and the political
structure of their area; and (3) it avoids confusion among target groups as
may occur when several arms of the ETC provide training on different topics.

. .

Under this model, the local ETCs are delegated full responsibility for
identifying training needs and developing and conducting training programs in
their state or area. They may, and often do, draw on the regional ETC office
or other subcontractors for assistance, ranging from training materials to
course presentation. As a second level of responsibility, a local ETC may take
the lead in developing specialized programs for use throughout the region
(e.g. Wisconsin’s dental training program), but that functional responsibility
is secondary to the subcontractor’s overall responsibility for .a geographic
area.

Regional ETC offices assume a range of responsibilities. Many are
providing a great deal of direct training while others are performing more of
a coordinating and resource function. In the latter cases, the regional
offices are often located within or near the local ETC and are very involved
in their activities. From the site visits, JSI recommends several functions
for regional ETC offices. These include:

1. Develop a regional strategic plan, provide general oversight, and
establish general expectations for each local ETC. This should be
formalized in a Scope of Work appended to the subcontract on an
annual basis.

2. Assure the quality of training provided. Quality assurance may be
provided through different means. MPAETC and NY-Caribe control
quality by using standardized curriculum and developing a cadre of
trainers to train using the curriculum. MATEC is addressing quality
assurance by forming committees to set region-wide training
standards.

3. Act as a regional resource for training/education materials and
information. This includes developing a library of resources for use
in local training, keeping track and communicating national training
developments, facilitating the sharing of training curricula and
materials across local ETCs,  and coordinating training schedules.

4. Develop curricula and materials and/or conduct training as needed to
fill in gaps in the local ETCs or as requested by the local ETCs.
ETCs heavily involved in direct training must carefully define their
role in relation to subcontractors to avoid duplication or
competition.
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5. Maintain close contact with HRSA regarding program issues and
priorities and communicate these to the subcontractors. Similarly,
maintain contact with other national and regional developments
relating to HIV/AIDS including progress of the epidemic, treatment
standards, service delivery models and so forth.

6. Provide grants management and allocation of available resources
throughout the region.

7. Coordinate evaluation activities and reporting. Ideally, the
regional office in consultation with the local sites should
establish minimum, acceptable evaluation standards and criteria,
with a core set of common items and definitions to be used and
reported to the regional office. Evaluation data should be
maintained centrally, both to reduce burden on the local sites and
to allow for regional reports and comparisons.

Although the development of truly regional ETC programs has been
difficult, it is a concept that is both appropriate and feasible for the on-
going management of the ETC program. There is a great deal of program benefit
to be gained through the synergy of a regional program. Each subcontractor
and the regional office contributes knowledge and experience to the program,
high incidence areas can serve as a resource for clinical experiences to lower
incidence areas, and highly specialized materials can be developed and shared
across the region. At its best, regionalization allows for local autonomy and
responsiveness while building in important economies of scale and the
potential for cohesive direction and accountability. Additional guidance from
HRSA regarding the roles of regional versus local ETCs, as well as the natural
development of regional organizations , will further strengthen the concept.

C. Collaboration With Other AIDS Related Organizations

Collaboration with other AIDS-related organizations is important to the
ETCs for several reasons: 1. collaboration helps the ETCs stay up-to-date on
the progress of the illness and the evolving needs of individuals and
organizations serving people with HIV/AIDS; 2. collaboration often leads to
co-sponsorship of training programs and therefore helps extend ETC resources;
and 3. by working with other organizations, ETCs establish themselves as
legitimate AIDS training organizations.

The case studies demonstrate that the ETCs are working closely with a
wide range of AIDS-related organizations in a variety of ways. Most ETCs have
advisory boards either at the regional or local level made up of
representatives of the AIDS service delivery community. Conversely, many ETC
staff participate on the boards and advisory committees of other
organizations. Virtually all of the ETCs co-sponsor some of their training
events and for some, like NEAETC and ECAETC, collaboration and co-sponsorship
is an explicit goal of the ETC.



Case Study Overview
Page 7

The list of specific groups collaborating with ETCs is included in each
case study and is too extensive to repeat here. However, some of the more
important linkages are noted.

National Institute of Mental Health (NIMH) AIDS Training Programs:

As was noted in the introduction to this section, early affiliation with
NIMH AIDS Training Programs helped ETCs in their critical development
phase. NY-Caribe, WAMI-0, and AETC-SC particularly benefited from their
close affiliation. NIMH programs offered an existing training structure,
established linkages with community groups, the core of a solid
curriculum, and a strong focus on evaluation. On an on-going basis, NIMH
funding of ETCs as occurred in MPAETC, Western, NY-Caribe and WAMI-0, or
close affiliation of ETCs with NIMH funded programs, will benefit both
programs.

Area Health Education Centers (AHEC):

Similar to affiliation with the NIMH Training Programs, affiliation with
established AHEC programs also helped in program development and
facilitates training program implementation. The contribution here came
.from the links the AHECs established with community-based providers;
their expertise in developing and implementing health provider training
programs; and established mechanisms for sub-contracting and program
administration. NEAETC, Western and MPAETC most benefited from
affiliation with existing AHEC programs. It was noted in the site visits
that affiliation with AHEC programs was not automatically an advantage;
in at least two instances - one where the AHEC was in its early
development stages and another where the AHEC was overshadowed by a
respected AIDS-care provider - AHEC affiliation worked against the ETC.

Community and Migrant Health Centers (C/MHCs):

C/MHCs are primary health care programs located in medically underserved
urban and rural areas of the country. Because they are also funded by
HRSA, and because they provide primary care to a high proportion of Black
and Hispanic patients, they are a logical focus for ETC efforts. However,
in general, ETC collaboration with C/MHCs was disappointing. Several ETCs
had recently received supplemental funding to specifically address the
needs of C/MHCs in their areas, but these efforts were just in the
development stages at the time of the visits. Only a few (notably NEAETC,
MATEC, EATN and Western) emphasized collaboration with this important
group of providers as part of their overall policy.

Although the benefits of collaboration are generally acknowledged, it
should be pointed out that sometimes collaboration can work to the ETCs’
disadvantage. It is much more difficult to point to the specific
accomplishments of the ETCs when their activities are merged with several
other entities.
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D. Needs Assessment

The ETCs were started in the midst of a very serious epidemic and faced
immediate pressure to aggressively begin training programs. Their approach to
needs assessment reflected this reality. In general, ETCs relied on needs
assessments which had already been done and supplemented these with
specifically focused assessments, targeting a particular area, discipline or
training need. For some areas, this was a reasonable approach. Virginia, for
example, had recently completed a very comprehensive CDC-funded statewide
needs assessment, which provided excellent information for planning its
training program. In others, however, this left the program with fragmented
information about regional training needs, making overall planning for a
regional program difficult.

Only a couple of ETCs (Delta, ECAETC, EATN) attempted multi-discipline
region-wide needs assessments. Delta’s was perhaps the most ambitious with
health professionals throughout their three-state region randomly selected to
receive a mailed questionnaire assessing knowledge, attitude and skills by
discipline. The results of the mailed survey were used as the basis for focus
group discussions by discipline. Key informant interviews were’also conducted.
The results of the needs assessment fed directly into discipline-specific
curricula being developed by the program. Unfortunately, this thorough
approach did delay the implementation of some training programs.

WAMI-0 did not conduct a region-wide needs assessment at the outset of
its program. However, as it moved from its initial focus in the major cities
of Washington and Oregon, the program recognized the importance of conducting
thorough needs assessments in less familiar areas. They approached this by
organizing and facilitating meetings of key AIDS service and other community
leaders in each of eleven (11) targeted cities. As a result of these
meetings, their program was significantly restructured. Information gained
from the meetings will also serve as the basis for future evaluation of
activities.

At the outset of the program, conducting comprehensive, region-wide needs
assessments would have helped the ETCs formulate regional training strategies
and plans. However, the pressures of the epidemic and urging by HRSA to
quickly respond, led the ETCs to direct their resources and efforts
elsewhere. At this stage in their development, the usefulness of a region-wide
assessment has passed. Through their own training staff, information collected
from training participants, input of advisory boards and collaboration with
other AIDS related groups, ETCs have become their own key informants. Their
approach of focusing needs assessments efforts on particular areas, target
groups or training needs is appropriate and represents the best use of limited
resources.

E. Training Programs

ETCs all have as their primary goal the training and education of health
care professionals about HIV/AIDS. Each program, however, has a different
approach and emphasis. All ETCs incorporate a “Train-the-Trainers” model to
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some extent, although the emphasis given to training of trainers varies in
both scope and intensity. Similarly, most models include some in-depth
clinical training opportunities designed to enhance care-giving skills
relating to HIV/AIDS. A few have introduced innovative training technology
into their programs. For most ETCs,  the significant majority of their training
can be classified as continuing education, information-oriented sessions,
usually lasting from l-6 hours. Next most frequent are slightly longer
sessions (1-2 days), again information-oriented , and in some cases addressing
participant attitudes or skills.

These two types of sessions produce the biggest training output numbers
for the ETCs, and require a relatively limited investment of resources. At the
other end of the spectrum, true train-the-trainers programs which last 4-5
days and address both AIDS-related information and teaching skills, and
clinical training programs which can accommodate only 2-4 people per session
require extensive investment of resources both for development and
implementation. The ETCs have been torn by conflicting pressures to produce
impressive numbers of people trained with the need to conduct more in-depth
training which more intensively impacts the ability of providers to care for
people with AIDS. Most ETCs have the capability to do both and need only
guidance on where to place their emphasis. To date, this emphasis has been on
reaching large numbers of people , and in this the ETCs have been very
successful.

Each case study itemizes the major training programs done by the ETCs and
their subcontractors. The following discussion highlights some of the most
innovative and, successful programs being implemented by the ETCs.

1. Train-the-Trainers Programs

The term “Train- the-Trainers” is used loosely throughout the ETC program
to apply to any program designed to encourage participants to go on to train
others about HIV/AIDS. The sessions range from one-day programs for increasing
the information level of participants, to 5-day sessions addressing
participants’ knowledge and attitudes as well as incorporating educational
strategies and training skills. Some train-the-trainers programs include
competency testing and a certification process; most do not. Some require and
track the subsequent conduct of an agreed upon number of sessions; for many,
subsequent training benefit depends on the initiative of individual
participants.

Western, NY-Caribe, MPAETC, the Virginia site of MAAHETC, and WAMI-0 all
have comprehensive train-the-trainers programs. These programs are based on
standardized curricula, last from 3-5 days and incorporate both AIDS-related
information and teaching skills. All have explicit expectations about how
participants will use the skills acquired to train others.

Several other ETCs have conducted specialized train-the trainers programs
of note. The Kentucky site of ECAETC, the Wisconsin site of MATEC, MAARETC  and
Western all have implemented train-the-trainers programs for dental
professionals. MATEC’s sites have implemented a broad range of train-the
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trainers programs including programs for mental health workers, social
workers, and workers in correctional institutions. EATN developed a session
for nurses and health educators. WAMI conducted two train-the-trainers
programs focusing on substance abuse issues. It included sessions on
organizational development or change to affect intake and risk assessment
procedures in the trainees’ organizations.

Train-the-trainers programs aimed at faculty of health professions
schools have been held by NEAETC, NY-Caribe, AETC-SC, Delta, and Western.
These sessions, also known as “faculty development” programs, generally assume
that as university faculty, participants already have needed education
skills. Consequently the focus is on providing AIDS-specific information.

From even this abbreviated list, it is apparent that the ETCs have been
very involved in train-the trainers programs. Remaining challenges for HRSA
and the ETCs include:

(1) sharing existing curricula and materials among ETCs to avoid
unnecessary duplication;

(2) more clearly defining expectations for programs labeled as
training-of-trainers; and

(3) tracking and assessing the impact of this resource intensive
effort both in terms of the resulting competency of those
trained directly and in terms of other subsequent training.

2. Clinical Training

As with train-the-trainers activities, the definition and scope of
clinical training in HIV/AIDS varies greatly among the ETCs, ranging from
half- day observations of AIDS clinics to week-long sessions including both
didactic and patient care experiences. Most, though not all, of the ETCs offer
some level of clinical experience for physicians. Only a few, however, offer a
clinical experience designed to prepare physicians to care for people with
AIDS. AETC-SC has the most intensive clinical training program among the ETCs.
This ETC offers two levels of clinical training--an introductory program and
an intensive program. It is the intensive program that is unique among the
ETCs .

AETC-SC’s  intensive clinical program for physicians, nurse clinicians and
physician assistants is a one-week program based at the Los Angeles County -
USC Medical Center. There is a didactic introductory session, ‘but the majority
of the week is spent in direct patient care including rotations through the
medical center’s primary care clinic , specialty clinics and a private
practice. Psychosocial issues are also addressed. UC-Irvine, a subcontractor
to USC, offers a 3-day version of this program and has been very successful in
attracting community-based physicians. This level of commitment to clinical
training comes at a cost; two physicians are supported through the ETC grant
to run the program. Approximately 100 people (50% physicians) have gone
through the intensive clinical program.
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Several other ETCs offer clinical training programs for physicians and/or
nurses. EATN, several of NEAETC’s  sites, and the Virginia site of MAAETC all
offer structured clinical experiences combining didactic and patient care
aspects. Clinical experiences for other health professionals have been
limited, primarily due to funding constraints and the priority given to
primary care providers. However, the Florida site of EATN has developed a
clinical training program for mental health professionals.

MPAETC has developed a “mini-sabbatical”, which while not designed to
provide an intensive clinical experience (that is offered through the STD
training program at Denver General Hospital), offers broad exposure to AIDS
care issues. The mini-sabbatical offers a series of rotations through
different organizations providing care to people with AIDS. Specific
organizations involved in the rotation are selected based on the trainees
needs and last from one to five days.

The ETCs which have been.extensively involved in clinical training
programs have demonstrated that such programs are feasible and that the
programs can and do attract community-based providers, including providers
serving substantial minority populations. The challenges now are to:

(1) demonstrate the impact of these programs both in terms of
increasing the number of providers caring for people with
HIV/AIDS and in terms of the quality of care being provided;
and

(2) extend these programs more widely throughout the ETC network
. with the recognition that these programs are expensive in

comparison to the large audience informational sessions.

Continuing Education Training Programs:

As noted in the introduction to this section, the vast majority of
training in terms of reported outputs conducted by the ETCs and their sub-
contracted sites fall into the category of general training. These are
typically continuing education sessions ranging in length from 1 hour to 2
days, and use a variety of instructional formats: lectures, videos,
participatory exercises, panels, written exercises etc. Sessions may be multi-
disciplinary or discipline-specific. Many of these sessions are co-sponsored
by the ETCs and are conducted in response to requests by local health
providers or social service agencies. Others are built into grand rounds or
other continuing education sessions held by participating ETC organizations.
Still others are sessions conducted by participants in ETC train-the-trainer
programs.

The number and variation of such trainings offered are too extensive to
list. Virtually every ETC can point to several examples of high quality
continuing education offered as a result of the ETC program. Overall, one of
the most significant advances noted between year one and year two of the
evaluation study was that the continuing education programs offered by most
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ETCs expanded in both scope and depth. Most ETCs had moved beyond
presentations of basic AIDS information to focus on the more specialized needs
of target trainees. A few of the ETCs began actively reaching out to selected
target groups who might not themselves initiate training. The following are
some interesting strategies for reaching hard-to-reach groups.

* The Nebraska site of MPAETC has an innovative approach to training
institutional staff in this very low incidence state. Through their
training “AIDS in the Health Care Setting,” the ETC training team
travels to a particular institution (e.g. hospital, nursing home)
and works with their multidisciplinary staff. There is a short
didactic component, but the core of the program is a problem-solving
exercise. The training team leads the institution’s
multidisciplinary team through the care provided to a select group
of patients on a previous day. The care team is then challenged to
identify how the care would have been different if these patients
were AIDS patients.

* Western AIDS ETC, through its network of AAETCs has developed an
approach for reaching primary care physicians who might not
otherwise receive training. An ETC trained physician/nurse team
visits the physician in his/her office during non-patient hours. The
ETC physician works with the practice physician while the nurse
works with the rest of the office staff. Issues addressed can be
customized according to the needs of the practice. The availability
of this training was originally published by the medical society.

* AETC-SC initiated a collaborative effort to develop a workshop on
Latinas  and AIDS. By working closely with a number of Latin0 and
AIDS related organizations in the Los Angeles area, the ETC was able
to implement a very successful two-day program addressing highly
sensitive but important issues.

* The University of Alabama site of EATN has developed an innovative
program for reaching physicians in the rural areas of that state. As
the medical center accepts referrals from rural physicians, training
sessions are arranged in the referring community, using management
of the specific case as a focus for the training. c

Some of the ETCs are also using innovative training technology to enhance
their training efforts. Teleconferencing has been used with varying success by
several of the ETCs.  ECAETC, NEAETC, MPAETC and Western continue to use this
medium to reach large numbers of providers who might not otherwise be able to
attend training. Other ETCs like NY-Caribe are moving away from their initial
plans to emphasize teleconferencing feeling they sacrificed too much in the
way of quality control.

ECAETC is pursuing a self-study strategy through Computer Assisted
Instruction (CAI). Modules for physicians/physician’s assistants, dentists,
nurses, and one on psychosocial issues have been developed. The modules are
designed to be used on personal computers and take an average of three hours
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to complete. The self-study program includes a self-administered test which
may be submitted as evidence of program completion for continuing education
credit.

The Alabama site of EATN is pilot testing a technology known as the “Q”
system. This is a computer based system through which presenters and
participants interact during the course of a presentation. Presenters ask
multiple choice questions to which participants respond. This immediate
feedback allows presenters to determine whether issues are being grasped
before moving on to new areas. In addition, responses are automatically stored
in the computer for use in later evaluation studies. The system has also been
shown to be very engaging for participants.

The challenges for all the ETCs in the area of general continuing
education are to develop programs which go beyond simple informational
sessions to impact the skills and behaviors of participants, and which
actively reach out to and address the needs of hard to reach target groups.

F. Reaching Providers Serving Winority Patients

Since the outset of the ETC program it has been a priority for the ETCs
to train minority health professionals and professionals serving
substantially minority populations. Five principal strategies have been used
by the ETCs to reach providers serving minority populations. First, three ETCs
have included as subcontractors health professions training institutions which
historically train minority (principally Black) providers. These are AETC-SC’s
subcontract with Drew University; ECAETC’s  subcontract with Meharry Medical
College, and EATN’s subcontract with Morehouse School of Medicine. In each of
these instances, in addition to more general training responsibilities, the
subcontracted institution has region-wide responsibility for developing
minority focused trainings. Several other ETCs specifically include as part of
their staff, staff of medical centers or hospitals serving large numbers of
minority patients.

A second strategy used by the ETCs is to invite members of minority
organizations to participate on advisory boards, curriculum development
committees, or program planning committees. Conversely, some ETC staff have
become actively involved in minority-oriented AIDS organizations. Some ETCs
have also been successful in hiring staff with close ties to the minority
communities.

A third strategy taken by some ETCs is to reserve slots in their training
programs for minority providers or those serving minorities. This has been
done successfully by both AETC-SC and the Virginia site of MAARETC  in their
clinical training programs.

A fourth strategy is to target systems of care serving large minority
populations. While the disappointing degree to which ETCs have extended their
programs to community health centers has already been noted, a few, notably
NEAETC, EATN and MATEC, have from the outset included these centers as
priorities for their programs. This emphasis promises to expand as several of
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the ETCs have received specialized funding to work with community health
centers. EATN also emphasizes training for public health department staff in
both its continuing education and clinical training programs, AETC-SC has
trained several public health providers in its intensive clinical training
program, and the Johns Hopkins site of MAARETC, once operational, is
specifically charged with reaching public health providers throughout the
MAARETC region.

By far the most common strategy to reach minority providers or providers
serving minority populations is to design specialized training programs. These
training programs may be topically oriented toward a minority population (e.g.
“AIDS in the Black Community” or “Latinas  and AIDS”); or, they may be programs
targeted at providers serving largely minority clientele (e.g. programs for
community and migrant health centers or substance abuse counselors). Some ETCs
have focused on very specific minority groups in their service area (e.g.
NEAETC’s  support of a self-training manual in Portuguese and a video tape on
Haitian cultural issues for physicians; WAMI-O’s program for migrant
farmworkers; and the Arizona site of Western’s work with Native Americans.)

Some ETCs have taken a more integrative approach, incorporating minority
issues into most of their training efforts. This is the practice in ETCs
located in areas of high concentrations of minority populations (e.g. NY-
Caribe with its affiliation with the University of Puerto Rico and its high
incidence of infection in minority populations in New York; AETC-SC, serving
the Los Angles area ; and, EATN, with its affiliation with Morehouse School of
Medicine and its emphasis on training providers serving in public facilities,
has also taken.this approach.)

Reaching minority communities and the providers serving these communities
has not been easy and considerable work remains to be done. In some places,
there is clear reluctance on the part of minority communities to embrace
training offered by institutions historically viewed as unsympathetic to
minority issues. An approach that emphasizes collaboration with providers
serving minority populations and minority groups themselves, while more time
consuming in development, has the best prospect for true impact.

G. Educating Professionals in Training

There are two major ways the ETCs impact the HIV/AIDS education of
health professionals in training. The first is the targeting of specific ETC
educational programs to professionals in training, from the undergraduate
level through residency programs. The second is to encourage and facilitate
the inclusion of HIV/AIDS material in professional school curricula. To date,
while there have been some important successes in curriculum reform, most of
the ETCs’ efforts related to health professions students have been in the
direct provision of training. The time consuming and politically sensitive
process of changing school curricula along with the conviction in many
institutions that HIV/AIDS material is sufficient has made this a difficult
mandate for the ETCs to fulfill.
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All of the ETCs have reached health professions students in training
through their educational programs. For some ETC’s reaching health
professionals during their years of training is an explicit objective. For
example :

1. All of NEAETC’s  sites provide specific student/resident focused .-
education training programs with increases in HIV/AIDS information
particularly apparent in the low incidence states of Maine, New
Hampshire and Vermont;

2. Western AIDS ETC includes as a condition in their subcontracts with
local AA ETCs the incorporation of AIDS material into all primary
care residency programs at AA ETC institutions;

3. The Maryland site of MAAETC divides its training into “on-campus”
and “off-campus” with on-campus training focusing on all the health
professions students of UMD and its affiliated teaching
institutions.

Typically, training for health professions students is based on existing
information presented through established teaching methods. Many lectures and
symposia have been conducted for students and residents. Grand Rounds,
attended by house staff and students is also a frequently used approach to
presenting HIV/AIDS information. Several of the ETC’s are also using
“standardized patients.” For the most part, the ETCs’ training of health
professionals has been concentrated in the institutions affiliated with the
ETCs rather than on broader initiatives to reach all professionals in
training.

There have also been several initiatives to directly impact the content
of professional school curricula. Predictably, however, many ETCs have found
curriculum reform to be a lengthy and politically sensitive process. By far
the most frequently used strategy to impact professional school curricula is
the training of professional school faculty through train-the-trainers or
faculty development programs. It is believed, and in some ETCs like MPAETC
there is supporting data, that the faculty will in turn incorporate AIDS
information in their own teaching of health professional students. This is
seen as a less threatening and faster approach than working with institutional
curriculum committees. Other strategies to influence school curricula have
included offering ETC curriculum to university faculty for use at their
discretion and using university faculty as ETC faculty to encourage individual
adoption of ETC material.

In addition, there have been a number of initiatives to develop and
disseminate model curricula. These efforts have proven most successful when
a collaborative approach that involves many institutions in the planning and
development process is used, thereby instilling a sense of ownership. The
Morehouse site of EATN has followed this approach with a nursing student
curriculum, and MAARETC and MATEC have been similarly successful with dental
school curricula.
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One of the most ambitious efforts at influencing school curricula was
undertaken by NY-Caribe. This ETC exists in an area having many health
professions schools and with a great deal of competition among the schools.
The ETC rightly felt they could not, as outsiders, recommend curricula.
Instead, they held a “Faculty Institute.” This Institute was carefully
planned following an extensive needs assessment. It was a two-day program
focusing on strategies for assuring appropriate emphasis on HIV/AIDS in
curriculum, the process of curriculum development and incorporating clinical
experiences into curriculum, rather than on proposing a specific curricula.
The institute was attended by 40 representatives from health professions
schools around the region. A follow-up evaluation to assess changes or
developments in curriculum is planned.

While it is clear that the ETCs are focusing at least some of their
efforts on professionals in training, significant challenges remain. The ETCs
all need to develop a more comprehensive plan and specific strategy for
reaching health professions students in all disciplines throughout their
region. Their focus on students in their own institutions must be broadened.
In addition, the ETCs must continue to introduce innovation in the education
of students about HIV/AIDS. Influencing attitudes and skills will be as
important as increasing knowledge to the student’s long-term career decisions.

H. Information Resources

In addition to training health care professionals, ETCs are expected to
serve as a resource for information about HIV/AIDS for health care providers
and organizations in their service areas. All ETCs have taken some
responsibility for serving as a source of information, but the extent to which
ETCs have,emphasized  this function as well as the specific activities
undertaken has varied considerably.

In general, information resource activities can be divided into three
principal areas of activity: 1, library.services;  2. telephone hotlines; and,
3. newsletters. Virtually all ETCs maintain some level of library services.
The level of service ranges from collecting materials, curricula and videos
for AIDS-related trainings which are then shared throughout the ETC network to
comprehensive AIDS-related libraries which collect, catalogue and distribute
general articles and statistics as well as training materials. As part of
this information effort, most ETCs also track ETC-sponsored trainings and make
this information available throughout the region, usually via an electronic
“bulletin-board” system. ETCs opting for the more limited approach feel the
more general AIDS information can be obtained through existing university-
based library services or organizations like the national AIDS clearing house.
ETCs taking the expanded approach feel it is useful to serve a clearinghouse
and coordinating function, assisting their constituents by sorting through and
organizing the extensive range of information available.

In most cases the library function has emerged as an important activity
for the ETC regional office. It is a logical and important role and helps put
the regional office in a position to coordinate training efforts, identify
training gaps and assure intra-ETC sharing of resources. When the services
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are extended to the public, providing information helps the ETC establish its
identity as a training resource.

In ECAETC, the University of Kentucky site has taken the lead in
organizing information resources for the ETC. In this case, the site is
performing an extensive information collection and clearinghouse function.
The University of Kentucky, in collaboration with the Western AIDS ETC, has
also taken the lead in developing and maintaining the ETC AIDS Resource
Network (EARN) which links all ETCs in an information collection and
dissemination network.

Telephone hot-lines, or warm-lines as they are more typically called, are
operated by a number of the ETCs. These warm-lines, which operate on a call-
back system (hence the name) most frequently provide information about
training opportunities and events. The next most frequent service is clinical
consultation where callers can ask specific AIDS related questions which will
be routed to the appropriate AIDS expert for response. A few lines also
provide referral services for clinicians looking for specialized services for
their patients. In most places, use of the warm-lines for clinical
consultation or referral has been disappointing. The Oregon site of WAMI-0 is
an apparent exception to this. Their phone line has served as an important
resource for clinical consultation for the state. While more study of the
reason for low utilization is needed, it is felt that providers are reluctant
to call unknown people even if they are “experts” or to work through a third-
party in requesting clinical information. However, having a central, well-
publicized number for training information does seem to be an important
function for the regional ETC office.

Newsletters are published by several ETCs and several sub-contractor
sites. The newsletters range from up-dates on training opportunities and ETC
activities to discussions of current trends in AIDS clinical issues.
Interestingly, constituents have expressed strong preference for both types of
newsletters, depending on the region.

In general, newsletters, centralized telephone access to training
information, and centralized collection and distribution of training
schedules, materials and curricula are important and appropriate functions
for the ETC regional office. Such functions help the regional office perform
important coordinating functions and help establish a training identity for
the ETC. Other functions, such as acting as a clearinghouse for all AIDS
information or acting as a clinical information or referral focus, may be
needed in specific regions but may also be fulfilled through other
mechanisms. Further assessment of the impact of these activities in areas
where they have been implemented are needed before they are more widely
undertaken.

I. Sustainability

ETCs are expected to develop means to sustain operations in the absence
of federal funding. a n d  t h e  ETCs acknowledge that
continued operation at current levels is not possible without significant



Case Study Overview
Page 18

outside funding, strategies have been adopted to recover partial cost of
operation in the absence of HRSA funding.

Two interrelated strategies have the most potential for carrying on ETC
work over the next several years. These are:

1. Institutionalizing ETC programs and curricula by training, through
train-the-trainers programs, a cadre of trainees based in academic
and institutional settings and AIDS care organizations throughout
the ETCs regions. It is believed (though it still needs to be
demonstrated through evaluation) that these trainers and
organizations will continue to provide AIDS-related training even
without direct ETC support.

2. Developing, supporting or enhancing through subcontracts, locally
based entities usually on a state level. It is felt that as these
local ETCs achieve recognition within their more limited geographic
area, they will be in a position to secure local funding and
contributions. While the validity of this assumption must also be
objectively assessed, there are some early signs that this is an
appropriate strategy. Several of the local ETCs (as well as the
regional ETCs) have obtained in-kind contributions of space, staff
and administrative support from their host institutions. Several
others,have  received support for trainings from other organizations
in their states including health departments.

In addition to these two strategies, ETCs have also pursued sources of
support to augment HRSA funding. Some, notably WAMI-0, Western and MAARETC
have been particularly successful in securing funding from other sources (e.g.
foundations, health departments, pharmaceutical firms) to support ETC-related
initiatives. EATN, NEAETC and ECAETC have received subsidy for a few specific
activities. Most ETCs charge small fees for attendance at some or all of
their training programs. Generally, however, these fees are established to
cover costs not covered by the ETC grant (e.g. refreshments or special
materials) and do not significantly augment ETC resources. Most ETCs receive
some, and occasionally significant, in-kind contributions of space, staff
and/or administrative support from the institutions in which they are based.
All ETCs co-sponsor a portion of their training programs, sharing the expense
for the program with the co-sponsoring organizations. A few ETCs are
generating additional funds through innovative strategies. MATEC, for
example, charges a consultation fee to agencies requesting assistance in
training program development.

Although these efforts to institutionalize ETC programs and the efforts
to generate supplemental revenue are taken seriously by the ETCs, none of the
ETCs believe activities will go on at current levels without HRSA funding.
Particularly likely to suffer in the absence of federal funds are: 1. the
continuous and critical process of updating and expanding AIDS curricula; 2.
updating AIDS trainers and/or replacing them as people move out of the field;
3. coordinating functions assumed by the regional offices which include
disseminating curricula and material and identifying training gaps; 4. other



Case Study Overview
Page 19

supporting activities particularly information services; and, 5. training
outside home institution (outreach, community providers).

III. CONCLUSIONS AND RECOiUU3NDATIONS

The eleven (11) ETCs included in this study are complex organizations
covering broad, diverse geographic regions, encompassing several institutions
and organizations either as subcontractors or as collaborators and conducting
an extensive range of HIV/AIDS training and related activities. While overall
conclusions and recommendations can be drawn from the case studies, it must be
recognized that, by design, each ETC is a unique program. Exceptions can be
found for many of the overall conclusions, and recommendations must be adopted
recognizing individual program situations. The conclusions and recommendations
presented in this summary are drawn from the case studies and the discussion
in this overview report. Conclusions and recommendations rela-ted to evaluation
of the ETC program are included in a separate evaluation overview.

1. This evaluation study was conducted relatively early in the
development of the ETC program. Because there were significant
barriers to rapid and smooth development, in many cases the study
observed only the beginning of an effective regional education and
training system. Importantly, significant progress was noted as the
ETCs evolved between the.first and second year of the evaluation
study.

2. The ETCs have several aspects in common: all provide continuing
education and training to a broad range of health care providers;
all are trying to influence the curricula for training health
professions students and residents at least at the institutions
affiliated with the ETC; all are incorporating some level of train-
the-trainers programs as part of their training approach; all are
targeting programs to benefit minority populations; and, all are
serving as an information resource to target populations in their
area. Beyond these essential elements, however, the ETCs differ
considerably: their approach to regional management varies from
highly centralized to highly decentralized; the specific roles of
the regional offices versus local sub-contracted ETCs are
individually defined; training emphasis as well as emphasis on other
activities varies considerably between the ETCs and even among
subcontractors within the ETCs.

The ETC program was purposefully designed to allow for unique
responses to differeqt regional needs. If more consistency is now
required, as it may be to be able to characterize and evaluate the
ETC program, further guidance is needed from HRSA. Further guidance
would be particularly helpful in: defining the roles and
responsibilities of the regional ETC office in relation to local
ETCs;  specifying priority target training groups (e.g. community-
based primary care providers versus institution based providers
versus professionals in training versus allied health professionals)
and preferred training approaches (e.g. train-the-trainers versus



Case Study Overview
Page 20

clinical training versus continuing education versus training
professionals in training); defining training output expectations in
line with preferred training approaches; and defining expectations
regarding program evaluation both in terms of consistency of data
reporting among ETCs and in terms of type and scope of evaluation
activities.

3. The ETCs were originally designed as regional programs, typically
covering a multi-state area. However, defining the roles and
responsibilities of the ETC regional office versus its subcontracted
and collaborating organizations was left to each ETC. Some designed
highly centralized programs with the regional ETC assuming
considerable responsibility for developing and implementing
training throughout the region and/or closely controlling the
activities of its sub-contractors. Others began as more
decentralized programs. At the extreme of decentralization, the
regional ETC dispersed grant funds to subcontractorzand  gave them
virtual autonomy in developing and conducting training. Regardless
of where each started, many ETCs are moving to a balanced regional
model where the regional ETC office assumes overall program
oversight and coordinating and selected training responsibilities
while delegating significant training development and implementation
responsibilities to locally based ETCs. Regionalization continues
to be a valid concept, both for administrative purposes and as a
vehicle to achieve synergy among AIDS training organizations with
varying amounts of expertise and qualitatively different resources
available to them.

This evolving, regionalized approach is appropriate and should be
encouraged and supported by HRSA. It combines the benefits of
having responsive and recognized training organizations at the
local level with the economies of scale, potential for sharing of
expertise and material, and synergy of a larger program. It also
helps HRSA fulfill its commitment to assure all areas of this
country are served by and AIDS ETC.

While there have been difficulties forming functional regions in
some areas, these difficulties should not be viewed as indictments
of the concept. The concept is appropriate, however, it needs
further direction, supervision and time to reach its full potential.

4. The ETCs are effectively collaborating with many AIDS-related
organizations. This collaboration should be encouraged and, where
necessary, expanded. However, it must be recognized that the ETCs’
accomplishments may be more difficult to isolate and evaluate when
they are merged with the activities of other agencies.

5. At the inception of the ETC program, there were few AIDS training
curricula available. Those that were available by no means covered
the gamut of AIDS training needs. In the first three years of the
ETC program, there have been a number of excellent curricula and
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training programs developed by the ETCs. These include: train-the-
trainers programs;
care providers;

intensive clinical training programs for primary
specialized programs for selected provider

disciplines including dentists, home care workers, mental health
workers, social workers, and correctional systems workers; programs
.focusing on issues related to HIV/AIDS in many ethnic and racial
minority populations including Blacks, Latinos, Native Americans,
and West Indians; intensive programs for primary care residents; and
programs for health professions students. There have also been some
technologically innovative approaches to training.

Unfortunately, the implementation of these excellent and innovative
programs has been limited in most cases to the sites which developed
them. There has not been much dissemination of curricula and
programs across ETCs and even within ETCs,  cross-program sharing has
been limited. The isolation of excellent programs has limited the
impact of the ETCs., One important function for HRSA in the near
future should be to facilitate the identification, dissemination and
adoption of outstanding training programs.

6. It has proven difficult for the ETCs to impact professional school
curricula, particularly in institutions outside the ETC network. The
dominant strategy of training professional school faculty with the
intent that they will then incorporate AIDS/HIV information into
their own teaching has merit but does not fulfill the current ETC
mandate. Different approaches are needed and should be encouraged,
not all of which can be expected to succeed. Approaches which have
been successfully tried by some ETCs, such as faculty institutes or

.collaborative  curriculum development efforts, need to be documented
and shared among the ETCs.

7. All ETCs are serving as a source of HIV/AIDS related information in
their area. The focus and extent of this effort, however, varies
greatly across sites. In most cases it has proven difficult and
often duplicative for the ETCs to serve as a resource for AIDS
treatment information and for information on the disease and the
progress of the epidemic. With limited resources, it seems that most
of the ETCs should focus their services on information specifically
related to AIDS training and ETC programs; including both
information on training programs and schedules and providing
training related material. Where gaps or specific needs can be
identified, general information, clinical consultation and referral
services may be offered.

8. Clearer guidance is needed from HRSA on its expectations regarding
the institutionalization and eventual self-sustainability of the ETC
programs. Some ETCs are pursuing institutionalization more
aggressively than others although virtually all agree that
substantial outside funding is essential to maintain operations for
the foreseeable future.
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CASE STUDY

I. PROGRAM OVRRVIEV

The AIDS Education and Training Center

FOR SOUTERRN CALIFORNIA

(ETC) for Southern California
serves a five county area of Southern California: Los Angeles, Orange,
Ventura, Riverside and San Bernadino. The central site of the ETC is the
University of-Southern California with primary satellite sites at UCLA, UC
Irvine and Drew University. Although USC is the primary grantee and “central
site”  of the ETC, the four institutions essentially operate as equal and
independent sites linked by formal communication of activities and progress,
ad hoc inter-institutional program development committees, and informal
sharing of resources.

The four sites are currently delivering three levels of training. Level
1 trainings are didactic sessions to increase awareness, understanding and
knowledge; Level 2 trainings are brief clinical experiences in clinics,
hospitals and community practices; Level 3 trainings are intensive clinical
preceptorships involving the direct care of patients with HIV/AIDS. The
clinical training programs of the,ETC-SC  are an important and distinguishing
element of the center.

The disciplines represented among the trainees of the ETC include
physicians, nurses, nurse practitioners, physician assistants, dentists,
psychologists, social workers, students in these professional schools,
emergency room staffs , and residents in general internal medicine and family
practice.

II. PROGRAH HISTORY

A. Regional HIV Epidemiology

The ETC-SC was designated to concentrate specifically on the Los Angeles
area as its “region”. This relatively small regional designation was created
due to the large population and extent of the HIV problem in the LA
metropolitan area. In 1989, Los Angeles surpassed San Francisco in the
reported number of AIDS cases for that year, second only to New York for U.S.
cities. Over 2,000 AIDS cases were reported in Los Angeles in 1989 and the
expected number of infected individuals is in the hundreds of thousands. Also
of import to the USC-ETC in development of its training program is the
ethnically diverse population (12% Black; 31% Hispanic) in Los Angeles County.

B. Organizational Background

The four institutions collaborating in the ETC-SC have each been very
active in HIV education, training and care provision prior to the ETC project.
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The Los Angeles County-USC Medical Center is the primary teaching facility for
the USC School of Medicine. The hospital cares for more HIV patients, both
inpatient and through its multidisciplinary outpatient clinic, than any other
facility in Southern California. The outpatient clinic is currently
experiencing over 2,000 HIV related visits per month. The center sponsors an
active inservice education program for health professionals and maintains
activities related to AIDS in pediatrics, social work, perinatal HIV
infection, psychiatry workshops and support groups. USC is also the site of
an AIDS Treatment and Evaluation Unit in collaboration with UC Irvine and
other institutions in the California Collaborative Treatment Group. Dr. Lee,
the ETC Principal Investigator, is also the Regional Director of USC’s Area
Health Education Center (AHEC).

The UCLA AIDS Clinical Research Center, funded by the University-wide
Task Force on AIDS, was established in 1983 and has been addressing the HIV
educational needs of health care providers since that time. The Center
sponsors bi-monthly meetings and publishes AIDS Medical Update to inform
community-based physicians on developments in AIDS care. The Center has co-
sponsored programs with NIAID, AIDS Project Los Angeles, Gay and Lesbian
Community Services Center and the UCSD Owen Clinic. Dr. Charles Lewis, the
UCLA site director for the ETC project, is also Project Director on a
National Institute of Mental Health funded AIDS training program for health
care professionals. This project has developed twelve instructional modules
on the psychosocial and neuropsychiatric issues of AIDS which have been made
available to the ETC.

The UC1 Medical Center also holds a Multidisciplinary AIDS Clinic and
is the lead institution in the California Collaborative Treatment Group which
offers and evaluates experimental protocols for HIV care. Drew University
serves the primarily black and hispanic  community of South-Central Los
Angeles. Drew sponsors an AIDS clinic, staffed largely by volunteers from the
health professional community, and an HIV testing program. The director of
the clinic, Dr. Wilbert Jordan, also started an Adopt an AIDS patient program
with area churches to provide social support.

c. J3TC Origin and Development

The University of Southern California, through Dr. Peter Lee and the
Department of Family Medicine, originally attempted to form an ETC with UC-
San Francisco and UC-San Diego. An application was eventually presented in
the first funding round, but a grant was awarded to the ETC currently based at
UC-Davis which then drew in UC-SD. UCLA, through Dr. Lewis, was brought into
the process in the second funding round. At this point, the concept was
formulated of drawing on existing continuing medical education relationships
to focus the ETC efforts on the Los Angeles metropolitan area through three
levels of training.

The USC Department of Family Medicine was actively supported by the Dean
of the School of Medicine throughout the process. This was an important
source of support because there was some initial resistance within the
institution to the idea of increased involvement of primary care physicians in
HIV care at the medical center. This resistance was somewhat overcome when
the ETC was able to fund a clinician in the AIDS clinic. This placement
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correspondingly opened the door for the clinic based training programs which
have developed into a great resource for the center.

As with some other ETCs, after initial funding, much of the first six
months was occupied by the subcontracting process, recruitment of key
‘personnel and preliminary organizational development. However, the ETC was
simultaneously active in needs assessment activities, development of
information and resource services and a significant amount of training at all
three defined levels. This high level of early activity may be attributed to
a number of factors including: the industry of the individuals comprising the
ETC-SC; the relative “head start” experienced by the ETC-SC as a result of the
inclusion of pre-established AIDS training programs within the organizational
framework; and as a consequence of pre-existing responses in the health care
community to the advanced phase of the epidemic in Los Angeles. The
responses included a relatively high level of inter-institutional cooperation
and collaboration and the pre-existence of comprehensive HIV clinics capable
of offering training opportunities to residents and other health
professionals.

It was initially proposed that each of the four primary sites would also
establish one or more secondary training sites in the Region. This plan is
not being pursued by the ETC at this time.

III. PROGRAH STRUCTURE

A. Organizational Roles and Relationships

The organizational structure of the ETC is intended to be a “mixed form
model” in which the hierarchical structure between institutions, with USC as
prime contractor and UCLA, UC1 and Drew as primary subcontractors, is mixed
within a matrix of Task Forces associated with each University. Task Forces
are comprised of five to ten (5-10) faculty and community health
practitioners who have expertise in a given field or discipline. The Task
Forces variously contribute members to ETC-associated Working Groups thus
composed of region-wide, inter-institutional representatives. The Working
Groups operate under the direction of the Program Director based at USC who in
turn functions under the guidance of the Steering Committee composed of the
Regional Site Directors.

The extent and effectiveness of this structure has differed between
disciplines. A successful example of this approach is the Dental Working
Group which has been particularly active in needs assessment, curriculum
development, materials identification, program planning, materials development
and networking. In contrast, the Task Force/Work Group model has not gotten
off the ground for Nursing due to a variety of minor individual delays and
organizational impediments.

.n

In practice, the four participating organizations operate fairly
independently with formal or informal collaboration between sites occurring on
an as needed basis. The structural form or ‘grand plan’ for inter-
institutional collaboration is fairly amorphous.
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The “service area,, for each organization roughly follows established
patterns of health care and referral in the L.A. metropolitan area. Each of
the four participating institutions has trainee target groups as described in
Section IV. Although each site operates independently, each follows the three
level training format. In addition, each site has taken on a characteristic
role that distinguishes their contribution to the ETC. USC has taken the lead
in offering the Level III clinical experience through the USC/LAC  HIV clinic.
Drew has taken the lead in developing materials and programs targeting the
African American community. UC1 is the most active implementor of Level I and
II trainings to community based providers. UCLA has adopted a role as the
leader for curriculum and materials development, particularly video modules,
and in providing training of trainers in the use of the modules.

B. Staffing

Peter V. Lee, MD,
responsibility-

Principal Investigator, has overall administrative
components of the project. Dr. Lee is the Chairman of

the Department of Family Medicine at USC and Director of the USC Regional
AHEC . He chairs the Steering Committee and the Core Executive Committee of
the ETC.

Jerry Gates, Ph.D., Program Director, serves both as the USC site
director and as overall program director. He has responsibility for daily
operation and management of the USC training sites, including organization of
the task forces and the development, implementation and evaluation of the
program activities. He provides consultation in curriculum development and
evaluation to the other participating sites.

Dr. Gates is assisted in coordination of training activities by Sue
Mertz, MA, Education Specialist. Erin Quinn, M.Ed., M.P.A., is the Czract
Administrator and also involved in planning and implementation of specific
training events. Peter Katsufrakis, MD, is the Clinical Education Coordinator
for the ETC clinical training programs at USC and a clinician in the
Interdisciplinary AIDS Clinic.

Lenoir Zemmar, MD, is the Site Director for ETC activities at Drew
University and is Director of the Division of General Internal Medicine. He
is principally assisted by Wilbert Jordan, MD, who is Director of Graduate
Medical Education and Director of the AIDS clinic at King/Drew Medical Center.

Jeremiah Tilles, MD, is the Site Director for ETC activities at UC-
Irvine. Dr. Tilles is Chairman of the Department of Medicine and Principal
Investigator on the California Collaborative Treatment Group. He is
principally assisted by Donald Forthall, MD, who is the Clinical Education
Coordinator for the ETC clinical training programs at UC1 and by Sheila
Fitzgibbons, RN who is the site’s training specialist.

Charles Lewis, MD, Sc.D., is the Site Director for ETC activities based
at UCLA. Dr. Lewis is Chief of the Division of Internal Medicine and
Principal Investigator for the NIMH AIDS Training Program. He is principally
assisted by Mary Ann Lewis, RN, DPH, who is responsible for ETC program
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development for nurses and by Maria Hayes-Bautista, RN, MPH, who is
responsible for program development targeting the Latin0 Community.

C. Approaches to Collaboration, Integration and Regionalization

1. Approaches to Collaboration

The ETC directors believe that the organizational structure chosen for
the program, which includes both inter-institutional working groups and
advisory board input, fosters ongoing communication with the community and
other institutions at all levels of the project. Also important, as noted
previously, is the high level of pre-existing collaboration that has occurred
in response to the potentially overwhelming extent of the HIV epidemic in the
area.

The ETC program has not developed a close relationship with the clinical
trials group, except peripherally through the clinic at USC and through the
direct involvement of Dr. Tilles at UCI. The ETC relies on each institution’s
existing referral network as the resource for networking. Regionalization was
easily accomplished based on the shared history of geographic subdivision for
the four schools.

An important linkage, developed through Dr. Lewis at UCLA, is with the
Kaiser Permanente Medical Plan of Southern California. Following on the
success of a one-day continuing education program for a large medical group
in the system, Kaiser has determined to extend the program as a mandatory
requirement for all participating physicians -- numbering about 3,000.
This decision was in part the result of the evaluation which included follow-
up with trainees’ patients and demonstrated a significant impact on frequency
of sexual history taking.

The ETC site at King/Drew is part of the Black L.A. AIDS Commission
(BLAAC); a 30 agency commission addressing the service and policy issues of
HIV in the black community. The site staff are also active in the South
Central LA Hospice Committee which is currently developing a hospice to be
opened in 1991.

At UCI, an important point of collaboration has been linkage with the
Orange County Health Department which has an AIDS demonstration program with
a liaison nurse program and with the Long Beach County Health Department which
is a CDC STD site. The UC1 site has provided joint trainings with the Orange
County Health Department and has worked with the Long Beach Health Department
to add courses on HIV in the STD training program. The linkage with the CCTG
through Dr. Tilles has also been seen as important, because it facilitated
the involvement of a predeveloped network of AIDS providers. CCTG sponsored
grand rounds have been particularly effective in attracting community/county
based physicians to programs at the UC1 Medical Center.
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2. Approach to Integration

The relationship with the NIMH training program through Dr. Lewis at UCLA
was identified as a very important point of integration. The program was
described as leaving a “strong imprint” on the ETC by virtue of its pre-
existing programs, materials, and evaluation activities.

D. Organizational Qualities

An important characteristic of the ETC for Southern California is the
fact that each participating institution has its own character and operates
essentially independently, but develops and implements programs within a
shared framework with common objectives. This arrangement has both advantages
and disadvantages for the overall ETC-SC organization.

The primary advantages are that each site is allowed to draw on its own
areas of strength, concentrate on uniquely identified areas of need, and
operate within pre-established channels of communication and collaboration
within each site’s section of the “region”. The program is built on
“comfortable, stable relationships between sites that keep going on their own”
with minimal centralized direction.

The primary disadvantage is found in the flip side of this arrangement.
Inter-institutional communication,and  sharing of resources has not always been
optimized to avoid duplication of effort and to allow coordinated evaluation
of ETC programs. Although this has not presented a large problem to date, the
ETC has identified a need to promote greater communication, collaboration and
sharing of resources between sites without bringing the decentralized nature
of the program into imbalance.

An important and distinctive quality of the ETC-SC organization is the
successful emphasis on clinical training. This emphasis has been enabled by
two primary factors. One factor is the accessibility of and institutional
support for the use of major medical center outpatient clinics for training
community based providers. The second and more distinctive reason is found
in the ETC-SC staffing structure. Rather than relying on volunteer or limited
percentage time of otherwise busy clinicians to serve as clinical preceptors,
the ETC-SC funds almost two full-time physicians (Drs. Katsufrakis and
Forthall) based in outpatient clinics to serve as clinician/educators for the
Level 3 training programs of the ETC.

IV. RDUCATION AND TRAINING PROGRAII

A. Needs Assessment Activities

Each primary site has the flexibility to develop programs to meet local
provider needs. The educational objectives developed for the training
programs are based on current awareness of the educational needs of those who
are required to provide care for HIV infected patients. Each institution has
the responsibility to assess the training needs of health professionals within
its targeted area and tailor programs to meet the identified needs. Each site
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has varied in their approach to the needs assessment. For example, through
the efforts of Dr. Lewis and other UCLA faculty a survey of physicians’
attitudes and practices was designed and administered. This survey initially
involved all primary care physicians in Los Angeles County and later was
expanded to a random sampling of physicians throughout California. The
statewide survey involved local medical societies and was co-sponsored by the
two California-based ETCs and the California Medical Society. Utilizing the
telephone survey instrument developed by Dr. Lewis, another research team
surveyed Los Angeles oral surgeons, dentists and periodontists.

The Regional Advisory Council organized by the USC ETC serves as a broad
based forum for community input to assist the Project Director with the
ongoing assessment of the needs of the various health professions and
communities and to advise on program development and priorities. Membership
in the council includes community representatives and health professionals
from a variety of disciplines, agencies and institutions. The individual task
forces appointed at each of the four sites also serve as mechanisms to assess
and prioritize the educational needs and then to develop program plans that
address the needs. Currently at the UCLA site there are two active task
forces: Nurses and Hispanic Physicians. At USC there are five: Medical
Education, Nursing, Dental, Behavioral Sciences and Communications and
Computer Information Services.

Assessment of needs has also been conducted in conjunction with the
various training activities at each of the sites. For example, at the UC1
site a needs survey was administered for the training program for nurses.
Clinical aspects of HIV care were identified as major areas of interest and
need.

At USC, 150 participants completed a 20 item survey during a Physician
Assistant Review Course. From this survey 18 PAS were identified as
potential candidates for intense clinical training. The USC AIDS Policy Task
Force also recommended that the ETC conduct an assessment of the entire
faculty regarding their state of preparation to supervise the care of HIV
patients.

Drew is currently in the process’of developing a needs assessment
targeting minority providers. The implementation of an overall needs
assessment, as well as other components of the ETC program at Drew, have been
somewhat delayed by the initial subcontracting process and then by larger
political/financial issues beyond the domain of the ETC affecting the entire
King/Drew Medical Center. Many of these issues have now been resolved and the
ETC training programs at Drew are now able to go forward. The site staff have
identified particularly high training needs and have been focusing their
programs on psychosocial issues as well as basic clinical and etiologic
information. Another need is for culturally appropriate training materials.
The Drew site is in the process of developing minority-focused trigger tapes
and a video module for Sexual History Taking and HIV counseling that are
attuned to issues in the black community.
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B. Training Activities

Each of the sites in the ETC are delivering three levels o.f training.
Level 1 trainings are didactic sessions to increase awareness, understanding
and knowledge; Level 2 trainings are brief clinical experiences in clinics,
hospitals and community practices; Level 3 trainings are intensive clinical
preceptorships involving the direct care of patients with HIV/AIDS.

1. Target Trainees

The disciplines represented among the trainees include physicians,
nurses, nurse practitioners, physician assistants, dentists, psychologists,
social workers, paramedics , students in these professional schools, emergency
room staffs, and residents in general internal medicine and family practice.
The four primary sites have major responsibility for different groups of
providers, based on their areas, population, demography, health care resources
and the institution’s own resources, mission and expertise. Each of the sites
has targeted their respective faculty, residents and students for training
activities. However, the ETC sites have also been very active in recruiting
and reserving spaces for trainees of all disciplines, especially physicians
and mid-level providers, from community-based organizations.

2. Training Objectives, Methods and Activities

o Education to Increase Awareness, Understanding and Knowledge

Learning objectives for Level 1 training are based on current awareness
of the educational needs of the professionals who are required to care for
people with HIV infection. Level 1 training objectives identified by the USC
site are to help the trainees:

. identify patients who are at risk for HIV infection;

. utilize HIV testing services effectively;

. evaluate HIV infected patients for common medical
problems ;

. counsel patients regarding sexual activities and safer
sex ;

. treat common, non-serious medical problems associated with
HIV infection in the ambulatory care setting;

. keep aware of recent advances in clinical topics in AIDS
and HIV infection;

. refer patients to appropriate local social and medical
facil ities;

. understand personal attitudes regarding AIDS and high risk
behaviors;
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. understand special needs of high risk groups.

o Introductory Clinical Training

Level 2 training activities are designed to help participants utilize
knowledge gained in the clinical setting; to confront any personal concerns
about dealing with HIV infected persons; and to apply a multidisciplinary
approach to caring for infected persons in an ambulatory care setting. The
objectives of this level of training are to enable trainees to:

. personally take an appropriate history from a patient
being evaluated for HIV disease;

. conduct an appropriate physical examination on a patient
with possible HIV disease;

. participate in the diagnostic and therapeutic planning for
patients with suspected HIV infection;

. participate in the evaluation and care of HIV infected
persons in a model ambulatory setting utilizing an
interdisciplinary approach;

. describe the responsibilities of other health care
professionals when dealing with HIV infected patients.

All four sites have been active in Level 1 and 2 trainings, although UC1
has been the most active in taking programs into the surrounding community.
The UC1 site has increasingly worked with nurse and paramedic programs in the
many area junior and community colleges and has also provided training to
private VNA’s and homecare  companies (AIDS and the Health Care Worker).
Trainings are adapted for different types of health care workers in an
organization depending on job responsibilities (e.g. home health workers;
social workers; and supervising RNs).

o Intensive Clinical Training

Level 3 training activities are designed to enable trainees to
investigate patients with known or suspected HIV infection for associated
medical problems; treat the majority of complications of HIV infection in the
ambulatory setting; and to become knowledgeable on available educational
materials for AIDS education. Trainees who have completed Level 3 will have
the ability to:

. Provide appropriate initial examination and subsequent
health surveillance;

. Counsel the patient regarding maintaining their own health
and reducing risk of transmission to others;

. Recognize and treat common minor complications of HIV
infection;
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. Recognize early signs and symptoms of major complications,
and appropriately treat or refer for definitive treatment.

Level 3 programs are one week in duration and have been developed for
physicians, physician assistants and nurse clinicians. Providers completing
Level 3 training are expected to return to their local community as more
capable HIV caregivers and to serve as a resource to other providers for the
management of the HIV patient.

The Los Angeles County-USC Medical Center is the designated site for the
Level 3 clinical training, although there is some activity in Level 3 at each
of the four primary sites. The one week program for primary care providers at
USC includes an introductory didactic session during the morning of the first
day followed by an afternoon in the intake and STD clinics. Over the next
three days, a morning session is conducted on CMV disease, two half-days are
spent in the primary care clinic, one half-day in private practice setting
caring for HIV infected people, and sessions are spent in the pulmonary and
dermatology clinics. On the final morning, psychosocial issues of HIV are
addressed. The trainees who participate in this level of training also have
the opportunity to be student teachers and participate in the training of
other participants in Levels 1 and 2.

UC1 conducts a three-day intensive clinical rotation and can accommodate
about 1 physician per month. The format is similar to USC, but a little more
didactic in concentration. To date, trainees have mostly been UC1 faculty or
physicians from the County medical system. The UC1 site is also holding a
similar program for undergraduates and residents at the Long Beach VAMC.
King/Drew also offers Level 3 training in their clinic for medical students
and residents, but it has not been too popular yet. The Drew staff are
considering trying to integrate the training into a general medicine or
primary care rotation.

The ETC also undertakes several special initiatives that cross-cut their
Level 1, 2 and 3 trainings:

o Education and Training Activities for Dental Professionals

To meet the educational needs of the dentists in the region the ETC has
implemented several activities. The activities have included the development
of an AIDS video in collaboration with the Riverside Department of Health;
design of a training module for dental students; development of a half-day
Level 1 program on HIV for practicing dentists, and a Level 2 workshop on
dental care and HIV/AIDS offered in collaboration with AIDS Project LA.

o Bducation  and Training for Community and Migrant Health Center Staff

The ETC procured additional funding for training clinicians at community
and migrant health centers. Dr. Debbie Cohen, a USC-based physician
responsible for this supplemental program, has developed training
interventions which will focus on safer sex and safer sex counseling, HIV
testing and counseling, and diagnosis and primary care treatment of the
HIV/AIDS patient. A training needs assessment is currently being conducted by
on-site collection of general information on the area health centers and
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populations served. The Drew site has made arrangements with the Watts Health
Foundation to do quarterly HIV training for their staff throughout the system.
In the future, the Drew site staff hope to move towards conducting Level -3
training in conjunction with WHF in their centers.

o Initiatives to Impact Professional School Curricula

Each of the sites is involved in influencing the HIV associated
curricular content of their respective professional schools; primarily by
virtue of their academic positions, rather than as a consequence of the ETC
presence. In addition, the UCLA site was instrumental in facilitating
meetings of representatives of the 40 AD and 7 BA nursing programs in
southern California for the purpose of stimulating increased integration of
HIV related curriculum into nursing programs.

3. Curricula and Materials

A number of AIDS curricula planning outlines, self-instructional
programs and videotaped simulated patient interviews had been developed prior
to ETC funding. The tapes and modules developed by Dr. Lewis as part of the
NIMH AIDS training project were made available to ETC participants, as was a
train-the-trainer program for nurses at the King/Drew Medical Center. Dr.
Lewis’ materials include twelve modules with trigger tapes for training in the
affective domain, including Sexual History Taking, Sexual Counseling, Ethical
Dilemmas, Neuropsychiatric Complications of AIDS, Job-Related Burnout, and
Coping and Adaptation.

Additional tapes are being developed under ETC funding, including a tape
for specific use in trainings of Latin0 providers. The video/module
development process starts with recruitment of key informants to participate
in a focus group for needs assessment. The video is then scripted; actors are
recruited; and the video is filmed and edited. A formative review is then
conducted by the same focus group, before the final product is ready. An
instructor’s guide with training objectives, techniques, handouts and
references is then developed as a companion to the video. The UCLA program
uses the modules directly in their own trainings or will make them available
to others under the condition that users of the modules participate in a
train-the-trainer program with Dr. Lewis.

The ETC-SC, in conjunction with the Department of Medical Education at
USC, is in the process of developing an objective format for teaching and
assessing clinical skills using standardized patients. Several standardized
cases have been developed to teach history taking and counseling skills.
Physical examination and selected patient management skills are also hoped to
be taught through the use of standardized/simulated patients. Further work is
in progress toward establishing and documenting expected learning objectives,
behaviors, and skills, as well as methods and tools for assessing trainee
progress toward meeting objective standards. Ultimately, it is intended that
this format will be made available in a package for ready transfer and
application in a variety of teaching settings.
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C. Efforts to Reach Minorities

Drew University serves the primarily black and hispanic  community of
South-Central Los Angeles. The medical school provides undergraduate and
graduate training to large numbers of minority students. The LAWUSC  Medical
Center, including the multidisciplinary HIV clinic, also serves a largely
Hispanic community. At both the USC and UC1 sites, spots are reserved in the
Level 3 clinical training programs for minority providers or providers from
the county systems which serve predominantly minority communities. The ETC-SC
has sponsored several conferences with minority providers as target audiences
and provides numerous workshops or small presentations through its faculty to
minority providers. One conference of note was a two day regional conference
on Latinas  and AIDS co-sponsored by the Multicultural Area Health Education
Center. A number of representatives from Latino-oriented community-based
organizations were brought together to form an advisory panel for development
of the conference.

The UCLA Assistant Site Director, Maria Hayes-Bautista, has primary
responsibility for developing linkages with the Latin0 health care community
to encourage program input, participation and co-sponsorship, as well as to
encourage a network of Latin0 providers of HIV care. As part of this effort,
the UCLA site will be doing a needs assessment of Latin0 providers. A one-day
workshop is being targeted to the 340 physician membership of the Chicano-
American Medical Association (CHAMA). Training videotapes targeting the
Latin0 community, including one on Sexuality in the Latin0 Community, are also
in the process of development. The UCLA site has cooperated with the UCLA-
based Chicano Studies Research Center, directed by Dr. David Hayes Bautista,
for issue and policy development workshops such as a national teleconference
on Latinos/Hispanics and AIDS held in the Fall of 1989; (the ETC is doing the
evaluation).

D. Training Issues and Successes

The ETC-SC has been able to implement a high level of training right
from the onset of the program as a result of existing resources, networks of
collaboration, and the industry of the participating individuals and
professional education departments. About 11,000 trainees have been trained
in two years, exceeding the projected total by about 4,000. This total
includes about 3,100 community physicians and over 1,700 health professionals
that have attended programs beyond Level 1.

Perhaps more importantly, the ETC is offering an intensive “Level 3”
clinical experience to interested providers that will enable them to more
confidently embark on actual patient care of HIV-infected individuals.
The ETC-SC determined early on that a lot of “AIDS 101” training was already
available in their region and, therefore, the ETC needed to concentrate their
energies on clinical training.

The strengths of the program are the direct clinical experience and
supervision provided and consultative relationships facilitated for primary
care providers and nurse clinicians. Applicants for the nurse clinician
program are given course assignments that begin prior to the clinical
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experience, including readings and a needs assessment of their home
institutions. Through this process, the nurse becomes involved in identifying
institutional or agency weaknesses and strengths that affect care to the
HIV/AIDS patient.

Development of the clinical component of the ETC was reportedly a major
effort to ‘move the institution’ (USC Medical School); requiring strong
commitment of top administration and a commitment of HIV care in the Family
Medicine program. A few minor procedural barriers were also encountered along
the way. For example, the two-day clinical rotation at Children’s hospital
which is part of the nurse clinician program required additional contracting
procedures to allow clinicians from outside of the institution to provide care
to patients. Space is currently the limiting factor for greater Level 3
training activity. For interested applicants, the Level 3 programs are
intensive one week courses, so time is a main constraint to interested
applicants.

The affiliation with the pre-existing NIMH AIDS training program at UCLA
left an important imprint on the ETC-SC training programs. The lesson that
“there is a relationship betw’een comfort and competence; programs must
address the cognitive, skills and affective domains together to get change” is
put into practice in the Level 2 and Level 3 programs of the ETC. The UCLA
site also demonstrated the value of focused evaluations in their assessment of
the impact of training on physicians’ sexual history taking practices. The
results of the evaluation played a significant role in convincing the
administration of Kaiser-Permanente to extend the training program to all of
its physicians in southern California. The lure of health services research
in the form of training coupled with impact evaluation has also enabled the
UCLA site to interest a number of family planning residency sites in hosting
training programs.

The ETC has actively reached out to community-based providers in the
county and community health center systems. A very important component of
their activities in this area has been the practice of reserving (and
filling) spots in the clinical training programs for providers to large
minority populations. The ETC, most notably the UC1 site, has also been
successful in getting to private practice, community-based physicians through
community hospitals. The UC1 site has found that the activity of the CCTG
helps in this regard with many physicians attending CCTG-sponsored grand
rounds.

There are several areas of the training program that the ETC has
targeted for improvement. First, the ETC has determined that more avenues and
more frequent opportunities for sharing of resources, experiences and plans
are needed. There have been several instances where the work of individuals
on specific training programs would have benefited from the work of
individuals at other sites. Although frequent dialogue occurs at the level of
site directors, communication at other levels of the organization would also
be fruitful. Secondly, the ETC is attempting to be more active in developing
linkages with community-based AIDS organizations and providers. Although some
networking in this area has already occurred, the ETC believes that greater
efforts are required to bring the academically based ETC closer to the level
of the community. Finally, the ETC has not had a commonly shared approach to
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evaluation between the sites in the first couple of years of its existence.
Although the program is decentralized in nature and has concentrated its
energies on program development, it is recognized that the lack of a
coordinated evaluation activities has lessened their ability to assess
overall impact and progress in the region.

v. PROGRAH ADHINISTRATION

A. Administrative Systems

1. Coordination

The regional AIDS ETC has a central administrative, education and
communication core unit at USC responsible for assisting the four primary
training sites with curriculum development, preparation of educational
resources, evaluation instruments, follow-up materials and record keeping.
While basic content materials are collected and distributed from USC, each
primary site has the responsibility of selecting materials and specific
objectives most appropriate to its own resources and trainees involved in the
programs. Resources of the USC Department of Medical Education are also
available to the project.

2. Harketinn

Marketing of the ETC-SC, as such, has been a discussion point within the
ETC. In general, the ETC has not been marketed as an organization, because of
concern that this would meet with resistance in an area where there are many
existing resources for professional education.

B. Systems for Managing Training Events/Programs

The USC and UC1 sites have training coordinators that are responsible for
managing the logistics of training events. Each site also has several
individuals providing administrative support. The’ ETC has assembled a large
mailing list for general purposes, but has found that it is more useful to
develop targeted mailing lists for specific programs and events.

Each of three subcontractor sites sends activity reports to the parent
site at USC. The subcontract terms of reference are not specific with
quantifiable objectives or activity level expectations, however these are
detailed in annual plans developed for the continuation grant applications.
The central site core team periodically visits each site to assess progress
and current issues. The major format for inter-site communication and
monitoring is monthly meetings at the site director level.

The ETC has not developed a training calendar and has no plans for doing
% so. Instead, the ETC-SC has worked through existing channels and

relationships, often site specific, to promote its programs generally.
Targeted marketing in the form of mailings and brochures has been employed,
however, to promote and recruit participants for specific events, such as the
Latinas and AIDS conference. The UC1 site has been the most active in
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marketing its site specific programs through mailings of flyers and brochures
to organizations such as community hospitals and home care agencies. The UC1
ETC site, in conjunction with the CCTG, produces a quarterly AIDS newsletter
for distribution in a three county area. More recently, the USC site has
developed several brochures for common use by all of the sites, including one
describing clinical training programs.

C. Training Sites

The primary ETC sites have different resources for Level 2 and 3
training. At USC, the multidisciplinary AIDS clinic provides a primary care
model of care for the HIV patient and incorporates specialty clinics. At UCLA
there is the Medical Ambulatory Clinic, Kaposi’s Clinic and a special dental
clinic. The King/Drew Medical Center has a twice weekly AIDS Clinic and the
General Medical Clinic for Level 2 training. UC1 has an AIDS Clinic with
multidisciplinary activity involving medical and nursing specialists in Level
2 and Level 3 training. Some of the clinical training for students and
residents is also taking place at the nearby VA Medical Center in Long Beach.

All of the continuing education facilities associated with the four
participating health sciences centers have been made available and are being
utilized by the project. Facilities chosen to be “secondary.training  sites”
have not yet been identified.

D. Cost Sharing; CEUs

The ETC-SC offers CEUs and CMEs  for their course offerings for all Level
two and three trainings through the sponsoring institutions. Applications are
made per program for other training events. In some cases obtaining CEUs is
discretionary for the participant, but the ETC will assist in the application.
In the CYMHC  program, for example, participants must arrange for their own
CMEs  at this point.

Most programs are provided at no cost to the participant. In the case of
some of the larger conference programs, minimal participant fees are charged.
The ETC has attempted to offset the cost of these types of programs by seeking
co-sponsorships. For example, for the “Latinas  and AIDS” program the ETC
charged $55 per participant and partially subsidized the program through
funding from the Multi-Cultural Area Health Education Center.

E. Library/Information Services

The ETC-SC has established an electronic bulletin board service. This
service can be accessed free of charge via modem. The service currently
includes information on professional meetings and conferences, referral
resources, literature resources, and an electronic mail function. The ETC is
also considering the addition of AIDS treatment protocols and clinical case
presentations to the list of bulletin board services. The information
service was marketed through a direct mailing to 500 individual physicians
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involved in HIV care and later to key hospitals and other health care
professionals.

VI. S-Y AND FUTURE  PLANS

The ETC-SC has been able to implement a high level of training right from
the onset of the program as a result of existing resources, networks of
collaboration, and the industry of the participating individuals and
organizations. An important characteristic of the ETC for Southern
California is the fact that each participating institution has its own
character and operates essentially independently, but develops and implements
programs within a shared framework with common objectives. Another important
and distinctive element of the ETC-SC is the offering of an intensive “Level
3” clinical experience to area primary care providers that will enable them to
more confidently and competently provide actual patient care of HIV-infected
individuals.

The ETC staff are convinced of the need for training that goes beyond
simple presentation of information to involvement of the participants in
cognitive, skill and affective learning. The ETC has also practiced the
philosophy that its programs should augment, rather than replace existing
programs and that targeted trainings addressing a specific audience or need
are better than numerous “canned” presentations.

In the near future the ETC-SC intends to increase its focus on Level 2
training, in place of more Level 1 training, particularly on the topics of
sexual history taking and HIV counseling. Continued emphasis will be placed
on Level 3 clinical training, on the development and use of trigger tapes, and
on activities to train individuals as HIV trainers. The program for community
and migrant health centers will also receive priority in the coming months.
Another goal is implementation of a common plan for impact evaluation. (For a
description, see the evaluation case study for this ETC.)

The ETC has planned several new initiatives including development of a
Level 3 program focusing on the care of the asymptomatic HIV-infected
individual. The ETC will be carrying out new activities to increase provider
confidence and competence by “helping physicians to know their referral
basis”. One of the more important areas of activity related to this effort is
the work of the UCLA site to foster a Latin0 HIV treatment network through
collaboration, training and support of area Latin0 physicians. Finally, the
ETC-SC staff believe that “institutionalization” of HIV care in the primary
care setting will not occur without significantly affecting the student
training level. Therefore, the ETC will continue to work through its
associated staff towards greater integration of HIV topics and experiences in
professional school curriculum.
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I.PROGRAHOVJ%RVIRW

The Delta Region AIDS Education and Training Center (AIDS ETC) was
initiated in April 1988 to serve Louisiana, Mississippi and Arkansas.
The major participating institutions and organizations are Louisiana State
University, Tulane University School of Public Health and Tropical Medicine,
The University of Mississippi School of Medicine, the University of Arkansas
School of Medicine and Charity Hospital at New Orleans.

The goals of the Delta Region AIDS ETC are to: (1) improve services to
patients with AIDS by providing education and training to primary care
providers; and (2) prevent transmission of AIDS by encouraging these providers
to teach prevention to their patients. The program targets training
interventions to primary care physicians, nurses, social workers, dentists and
dental hygienists, infection control practitioners and other allied health
workers. The specific objectives of the program are to:

. Determine the region specific and state specific
educational needs of the targeted professions;

. Develop educational program strategies and content for
targeted health professionals based on an analysis of
training needs and resource availability;

. Schedule and deliver educational workshops, faculty
development training, problem solving conferences, and
self-instructional programs (televised and independent
study) yearly in each state;

. Establish and maintain a regional information and
education resource center;

. Design and implement an evaluation mechanism that assesses
the quality and effectiveness of the Center-sponsored
education programs and information services.

The first eighteen months of the program were primarily spent
establishing an administrative structure, conducting an extensive needs
assessment, developing curricula, training ETC faculty and establishing
resource/communication centers. More recently, training activity has
increased in communities around the region through the efforts of discipline-
specific program committees of the ETC and in the health professions schools
through the efforts of the university based ETC faculty.
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II. PROGRAU HISTORY

A. Regional HIV Epidemiology

The pattern of HIV in the Region approximates the national pattern with
most cases concentrated in large urban areas, primarily New Orleans, with a
gradual dissemination to smaller urban and rural communities. About 65% of
HIV cases have occurred in metropolitan New Orleans and even more receive
their care there. AIDS incidence per 100,000 population in Louisiana during
1989 was 10.3; fifteenth highest in the country. The incidence rates for
Mississippi and Arkansas were relatively low at 5.6 and 2.9 respectively,
although it is a gradually increasing problem.

B. Organizational Background

Health care education in Louisiana is largely accomplished through the
LSU and Tulane systems. The LSU system includes medical schools in New
Orleans and Shreveport, and schools of Nursing, Dentistry and Allied Health
Professions. LSU and Tulane have a history of cooperation in the areas of
health care delivery and research. The state’s public system of Charity
Hospitals is staffed by faculty and residents of all three medical schools.

Charity Hospital at New Orleans serves as the clinical center of both
the LSU and the Tulane AIDS programs. An outpatient clinic gpecializing in
the care of HIV infection opened at Charity Hospital in 1987 and is the site
of an AIDS Treatment and Evaluation Unit. It is the major HIV disease
referral center for the region with 1,200 currently active cases. The program
also includes a ‘Continuity Clinic” with case management offered through the
New Orleans AIDS Project. The New Orleans AIDS Project was formed by a
consortium of community groups, including the New Orleans AIDS Task Force,
Project Lazarus, Upjohn Health Care Services, Hotel Dieu Hospice, and Desire
Narcotics Rehabilitation Center, and receives funding from the Robert Wood
Johnson Foundation.

The University of Mississippi is the only medical school in the state and
the major referral center. Except for a residential house for AIDS patients
in Jackson sponsored by the Mississippi Gay Alliance, an organized system of
care for HIV infected patients did not exist in Mississippi at the time the
AIDS ETC was funded. Most of the care was being provided through hospital
based internists with consulting back-up from the nine infectious disease
specialists in the state.

In Arkansas, the Division of Adolescent Medicine of the University of
Arkansas Medical Center, in cooperation with the Arkansas Department of
Health, coordinates the training efforts of the ETC. The Arkansas Department
of Health has offered the three day CDC HIV counseling course and has funded
public or professional training efforts through the Arkansas AIDS Association,
the Arkansas Medical Society and the University’s Division of Adolescent
Medicine.
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c. l3TC Origin and Development

The Delta Region AIDS ETC originated primarily from within the already
existing affiliations and relationships of the AIDS program of Charity
Hospital at New Orleans. The key program faculty were instrumental in
coalescing their colleagues in the region around the grant. Linkages outside
this network appear to have materialized very gradually throughout the first
eighteen months of the program. Subcontracts that were initially proposed
with the City of New Orleans Health Department and the New Orleans AIDS
Project were not implemented , although individual consultants from these
organizations have been drawn upon. The subcontract with the University of
Mississippi was not executed until the beginning of 1988.

The key faculty of the Delta ETC were essentially starting from scratch
in developing the training program, because there was very little pre-existing
HIV training for health professionals in the region on which to build. The
only exceptions were the independent activities of the individual faculty
members in their roles as academicians, state health department trainings for
public health nurses, and an initiative in 1987 of the NASW chapters in the
area to conduct focused trainings for their membership.

The establishment of the administrative/resource center at Charity
Hospital and recruitment of staff are considered significant achievements of
the program. Contracting issues that arose within and between institutions
during center development have provided this perspective and are considered as
“learning experiences”. Development of the Delta Region ETC from the
formative committee phase to an operational organization appears to have been
a formal and calculated process, but not without some conceptual
difficulties.. The organizational development process of the ETC also seems to
have contributed to a relatively slow programmatic development. This
situation has not gone unrecognized by the ETC. The staff are currently re-
evaluating the programs structural relationships and procedures for the
purpose of enhancing effectiveness of program implementation.

III. PROGRAM STRUCTURE

A. Organizational Roles and Relationships

The Delta Region AIDS ETC is administered by the LSU Medical School in
New Orleans in collaboration with Tulane University. The program is
considered as essentially a joint venture between the two institutions with
each sharing equal responsibility. The project director and associate
director are from LSU and Tulane respectively. State directors
for the ETC in Arkansas, Mississippi and North Louisiana have also been
identified from the faculty of each of the respective medical schools.

Profession specific volunteer Program Committees have been formed for
medicine, nursing, social work, dental and infection control/allied health,
These committees are described as the “driving force” for the ETC and have
taken the lead in developing curriculum, planning programs and budgeting
resources. The primary collaborating organizations are strongly represented
in the makeup of the Program Committees, especially LSU and Tulane, although
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there are individuals from other organizations and institutions in the three-
state region included as well. Depending on the committee, the Program
Committees may operate as regional committees or as essentially three separate
state committees with infrequent communication and resource sharing.

In addition to the program committees, central resource centers for each
state have been established at each of the major participating institutions.
In addition to the administrative/resource center at New Orleans, a resource
center has been established at LSU-Shreveport for the northwestern part
Louisiana, although it has not been very active to date.

Initially, an advisory committee was to be formed to provide general
program oversight, however it has been determined that this body would be
redundant to the Program Committees and Executive Committee. An Executive
Committee is responsible for overall ETC policy, development and direction.
The Executive Committee is composed of the Project Directors, State Directors,
Program Directors, Evaluation Director and the full time ETC staff. The
members of the committee based in New Orleans meet regularly, while the full
committee is expected to meet at least annually.

B. Staffing

Robert L. Marier, MD, served as the first Project Director for the Delta
Region AIDS ETC until May 1, 1990. He will continue to be closely associated
with the ETC in an advisory capacity in the future. He is Professor of
Medicine and Assistant Dean for Charity Hospital at LSU School of Medicine.
In addition he is Chairman of the AIDS committee and Medical Director of
Charity Hospital.

William Brandon,  MD, the current Project Director, has recently relocated
to New Orleans from Pennsylvania. As Project Director, he is responsible for
the administration of the grant and serves as chairman of the executive
committee. Dr. Brandon will be working 40% time on the grant. He is also
involved with the HRSA AIDS Demonstration Program and the clinical trial unit
at Charity Hospital.

Elizabeth Bennett, Ed.D., serves as the Associate Project Director. Dr.
Bennett is Associate Professor and Head of the MCH Section of Tulane
University, School of Public Health. She is filling the role for Dr. Erma
Manancourt who is on a one year leave of absence. Dr. Manancourt was
instrumental in planning and conducting the ETC’s initial needs assessment.

Ann Fitzgerald, MPH, Education Director, is responsible for the
development of the training center’s curriculum and educational materials.
She is also responsible for training project staff in educational techniques.
Ms. Fitzgerald is also the project coordinator for the HIV/AIDS training
conducted with ETC curricula in community health centers. This component of

-the program is funded under a different grant.

Michael Pejsach, Ed.D., is the Evaluation Director. Dr. Pejsach is an
Assistant Professor in the Health Communication and Education Department at
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the Tulane University School of Public Health. He is responsible for the
monitoring and evaluation of the Delta Region ETC programs.

Gwen Foxworth, RN, MSN, is a the Clinical Program Manager. Ms. Foxworth
has recently joined the staff of the Delta Region AIDS ETC. This position is
an evolving position which will initially provide research on clinical issues
for updating the curriculum of the ETC. Additionally, Ms. Foxworth  will
provide an outreach to various communities for course offerings and recruiting
faculty from various communities.

Administrative staff for the Delta Region ETC include Bart Reilly as
Project Manager (Administrative), Ann Musselman as Information Coordinator,
David McCain as Communications Administrative Assistant and Missy Massey as
Business Coordinator. Part or full-time administrative coordinators are also
based at Tulane, Shreveport, Jackson and Little Rock.

ogram Director for Infection
The ETC Program Directors are: Gay Lynn Bond, MSW. Pronram Director of

Social Work; Joel1 Bowab. MT (ASCP) CIC. Prl
Control; Georz
PhD,
K!ec

ProgZiiii
tor for

Dentistry.

_ Risi, MD; Program Director for Medicine; Penelope Dralle,
Director for Mental Health; Elizabeth Humphrey, RN, EdD, Program
Nursing:  and John Ritchie, DDS, MEd, Program Director for_.

State/Area Coordinators are: Stanley Chapman, MD, Associate Professor of
Medicine and Chief of the Division of Infectious Disease, University of
Mississippi School of Medicine; Robert Bradsher, M3, Associate Professor of
Medicine and Chief of the Section of Infectious Disease, University of
Arkansas School of Medical Sciences; Pattie Van Hook, MD, Associate Professor
(Family Medicine) LSU School of Medicine in Shreveport.

C. Approaches to Collaboration, Integration and Regionalization

An administrative center for the AIDS Education and Training Center was
established at Charity Hospital. This space is also shared with the
administrative staffs of the AIDS Service and Demonstration Grant supported by
RWJ and HRSA and of the AIDS Clinical Trial Unit.

The ETC Project Staff and Program Committees work with community groups
such as the New Orleans AIDS Task Force, New Orleans AIDS Project,
Metropolitan AIDS Advisory Committee, Northwest Louisiana AIDS Task Force, and
the Arkansas AIDS Foundation to coordinate activities and co-sponsor events.
The ETC has also co-sponsored program offerings with the AHECs in Louisiana
and Arkansas. A major collaborative effort was the national conference for
primary care physicians held in conjunction with the Ochsner Clinic and the
Louisiana Association of Family Physicians.

In addition to having sponsoring institutions based in New Orleans,
Shreveport, Jackson and Little Rock, the ETC’s strategy for regionalization
has emphasized development and involvement of faculty from across the region.
Each Program Committee has tri-state representation comprised primarily of
individuals from the participating organizations, although the large majority
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of participants are from LSU and Tulane. The ETC has also supported grant
applications to develop HIV programs by other organizations in the region.

D. Organizational Qualities

The Executive Committee provides overall direction to ETC activities and
the large administrative staff provide resource, information and
administrative support for programs at the request of program committee
members and faculty. The primary structure or “the heart of the ETC!”  is the
Program Planning Committees. The Program Directors, working with their
committees have been involved in curriculum development, program planning, and
event planning and implementation and evaluation, including marketing and
recruitment of trainees. The reliance on program committees is purposeful
and intended to promote institutionalization of training capability within the
region. The Program Committee members have been fairly constant in the first
few years, although a sub-sample of the most active “core faculty” has been
informally identified,

One issue that has arisen for the ETC is the reliance on individuals who
are already heavily involved in multiple activities and programs related to
AIDS, including both volunteer members of the program committees and the
professional members of the ETC staff. On one hand, the intertwining of
various programs and individuals has had a synergistic affect on training
activity and communication in the region. However, a consequence of this
situation is also the potential for a high level of exhaustion and staff
turnover. As with a number of the other ETCs, making time for ETC activities
among the many competing activities of the ETC staff has been identified as a
barrier to ETC success.

Another organizational issue faced by the Delta Region ETC is the need to
clarify the roles, responsibilities and lines of communication between the
program committees, the state resource centers, and the central ETC site and
staff in New Orleans. Currently, coordination between the various Planning
Committees for program development and delivery and the guidelines or
expectations for the activities of each Committee have been somewhat ad hoc.
ETC planning and resource support decisions have been intermingled within a
duality of the Regional-State line of organization and the Executive
Committee-Program Planning Committee line of organization. In some cases, the
roles of the resource centers have not been well communicated or well
developed, while in other cases a similar situation exists for the program
planning committee in a particular state. The lack of specificity in the
organizational structure has, at times, fueled historical friction in
institutional identities adopted by individuals, such as the rivalry that
exists between LSU and Tulane, and between New Orleans and Shreveport. This
is incidental to the ETC, however, and is not expected to present a problem
once roles are clarified and lines of communication are improved.

Recognizing these organizational issues, the ETC has taken a number of
corrective actions. First, the ETC has added Ms. Foxworth  to the staff for
the expressed purpose of providing consistent and proactive support to the
training activities of the ETC faculty. This change has been made in the
attempt to maintain the practice of using individuals that serve as role
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models within their disciplines as trainers, while reducing the time demands
placed on these individuals. The latter is also to be accomplished by steps
the ETC has taken to more clearly communicate and facilitate the specific
resource and functional supports that the ETC can provide for training events
through the planning, implementation and evaluation stages. Finally, the ETC
is going thr0ugh.a  new phase of strategic planning as a result of some
significant staff changes, including Dr. Brandon as the new director. During
this period, the roles and functions of the various components of the ETC will
be reviewed and updated. Organization-wide planning meetings are being held
to clarify activities, objectives and relationships for each of the
participating institutions.

IV. EDUCATION AND TRAINING PR-

The Delta Region ETC has set forth a structural process for program
development. The guidelines utilized in implementing the Delta Region’s
education and training program are as follows: 1) Identify and assess the
training needs and resources in the region; 2) Identify and train faculty for
curriculum development and implementation, pretesting content materials and
delivery strategies; 3) Support local programs on a long term basis; and, 4)
Include all participants, providers, educators in the decision making process.

A. Needs Assessment

The first major
extensive assessment
provided an overview

Activities

activity of the Delta Region AIDS ETC was to conduct an
of training needs in the region. A written survey
of general areas of concern to health professionals in

the region. The names of over 3000 health professionals were randomly
selected from the state licensing boards throughout the three state region of
Arkansas, Louisiana and Mississippi. The survey contained a multidisciplinary
section which assessed the knowledge, attitudes and skills of the
practitioners; six profession specific sections addressed the knowledge,
attitude and practice issues for that group.

The results of the survey provided information for a discussion guide for
focus groups. These focus groups consisted of health care practitioners who
work with minority populations and substance abuse counselors. Key informant
interviews were also conducted with fifteen practitioners who are involved in
HIV activities outside of the metropolitan New Orleans area.

The ETC is currently performing a survey of nursing schools in Louisiana
regarding curriculum on HIV to assess needs for assistance in curriculum
development. The ETC site in Mississippi is also conducting their own focused
training needs assessment for practicing nurses in the state.
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B. Training Activities

1. Curricula and Materials

The Delta Region AIDS ETC used significant development time in the
production of a multidisciplinary curriculum and profession specific curricula
based on the information from the needs assessment process and a review of
existing curricula. The process of curricula development for each topic
included the following steps: development of the basic technical elements by
individuals with training and expertise in the area; editorial review; review
by educators for clarity and correct grammar; determining relevance to target
training groups; and evaluation and feedback. The discipline specific
curricula have been developed for medicine and social work. The infection
control committee started to develop a curriculum, but then decided that a
“consulting package” of materials, handouts and administrative instructions
would be more beneficial to the faculty in the region. The discipline-
specific curriculum for Nursing was yet to be completed at the time of the
site visit.

Beginning with the second project year the center had planned to produce
and sponsor at least two televised AIDS education programs on Cable community
access channels in each state and publish, publicize and disseminate self-
instructional AIDS Education Kits. The ETC has put together a version of a
self-instructional kit, although this has not received priority and has not
been disseminated. The ETC also proposed audio visual interventions using
recordings of selected workshops, case conferences, ETC promotional pieces and
other AV materials and instructional manuals for self or group instruction.
Through local cable community access stations these programs were to be
provided at least once a year. The ETC had not acted on this idea at the time
of the site visit.

The Arkansas ETC has produced a video of a panel of people with AIDS
discussing the impact of HIV/AIDS on their lives. This video is utilized by
trainers in other course offerings.

2. Training Activities, Objectives and Hethods

o Faculty Development/Train-the-Trainers

The ETC-developed curricula was presented to selected ETC faculty in a
two-day train-the-trainer format. Identification and recruitment of the
health care professionals selected as ETC faculty or speakers were based on
the following criteria:

. Availability and commitment to serve as speaker on a
volunteer basis;

. Previous experience in training or education;

. Demonstrated sensitivity to the AIDS/HIV issues;

. Willingness to travel;
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. Professional degree;

. Experience with and/or commitment to underserved
populations;

. Current experience with PWAs  and related social systems;
and

. Agreement to follow ETC training/educational guidelines.

The faculty development workshops were intended to ensure a cadre of
trained trainers throughout the region to implement the ETC curricula. This
is consistent with the ETC goal of decentralized education. Facul t y
Development Workshops have been held in New Orleans, Jackson, Little Rock and
Shreveport. The faculty then customize the developed curricula to their own
needs and to the specific training intervention and target audience.

In Arkansas, a state-wide faculty development training was conducted for
30 multidisciplinary participants who were also trained on the-use of the ETC
curricula.

o Profession-Specific and hltidiscipliuary Training

The Delta Region AIDS Education and Training Center used a phasing in
process in developing profession-specific course modules. Although it was
delayed by several months, the following schedule was originally proposed:
Year 01 was to address Physicians, Dentists, Nurses,and Infection Control
Professionals; Year 02 was to address Allied Health Personnel, Social Workers
and Public and Mental Health Workers. Within each discipline, the ETC also
considers that there are two target groups; those requiring “AIDS 101” and
those needing more advanced knowledge and skills training. The education and
training modules are structured to include one or more of the following:
written handouts/manuals, audio and videotapes and other visual aids. These
modules can then be delivered in lecture presentations, televised formats,
computer assisted mediated instruction,, self-instructional courses and
intensive one-day workshops. The bulk of this training is being done by the
faculty, often members of the Program Committee; many are volunteers. Most of
the faculty have attended an ETC faculty development workshop.

The Delta Region AIDS ETC has also conducted regionwide AIDS Clinical
Skills Workshops. These training activities are multidisciplinary workshops.
The first series of ETC multidisciplinary problem-solving workshops began in
November of 1988 in collaboration with the Metropolitan New Orleans Infectious
Diseases Group. The workshops are in a grand rounds format and are held
monthly for two hours and attended by a wide variety of providers identified
through professional and hospital  associations. The focus of the developed
modules for these Clinical Skills Workshops addressed the base line knowledge,
skills and attitudes that are relevant to understanding the HIV infected
patient regardless of the professional affiliation.

The Dental curriculum has been developed and implemented through faculty
of the Dental School. The five modules are implemented in two day train-the-
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trainer workshops. The faculty work through the professional societies in
each state to organize the faculty development workshops. This association
with the professional organizations helps to overcome one identified barrier,
lack of interest in low prevalence states.

In addition, the Mississippi ETC holds annual, one-day, multi-
disciplinary updates. The Mississippi site has also introduced continuing
education programs for physicians in the form of a series of grand rounds.
Trainings for social workers in Mississippi are being conducted, essentially
independently of the Mississippi site, by the Social Work Program Committee in
the state.

o Training Activities with Partial ETC Support

In addition to training programs planned and presented directly by the
ETC, the Delta Region AIDS ETC also provides resource and logistic support to
other organizations wishing to sponsor programs. The policy as determined by
the Executive Committee is that the ETC will recognize a program as an ETC
sponsored program when the workshop is designed specifically for health care
workers and the course is evaluated using the tools designed by the ETC
Evaluator.

o Education and Training for Community and Migrant Health Center Staff

The Delta Region AIDS ETC has been funded by HRSA to provide training for
Community and Migrant Health Clinics. The objectives of this component of the
program are to extend training and support services to C/MHCs and to
facilitate collaboration with existing organizations and facilities on behalf
of C/MHCs. The Delta ETC has formed a Southern AIDS Education and Training
Network for C/MHCs in conjunction with Texas and Oklahoma ETC and the Emory
AIDS Network. The ETC is modifying its curricula to address issues of public
health, rural health, and the medically underserved and is producing a
newsletter for the C/MHC network in the south. Through the C/MHCs, the
project is attempting to form Prevention Task Forces including community
representatives.

The Arkansas ETC has worked with the state AHEC, the state medical
society, Arkansas State Department of Health, AIDS Interfaith Network and the
community health centers to conduct training interventions in the state.

The Mississippi site is also involved in providing training to C/MHCs
through the supplemental grant. A two-day conference on counseling and
testing was held for about 20 participants from health centers as this was
identified as a critical need.

o Initiatives Impacting Health Professions Education

Medical students at LSU have a variety of learning experiences on HIV
disease, many with Dr. Risi. Starting in the sophomore year, four hours are
included in introductory clinical medicine to prepare students for their
first encounter with an AIDS patient including presentations on infection
control, lessons and inherent biases in AIDS care, and discussion with a PWA.
In the Junior year, a more structured approach for patient care and
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management, including history taking, is included in the medical block. In
the senior year, there is an optional ID rotation.

At the University of Mississippi , a six lecture series for third year
medical students and ongoing lectures for pharmacy, nursing and allied health
(OT/PT)  students has been introduced.

c. Efforts to Reach llinorities

One of the program objectives as initially proposed was to “recruit
minority providers into the ETC program”. This was dropped as a specified
objective in the first program year when the ETC modified its list of five
objectives to include “program development ” . The ETC planned to recruit
training participants from and maintain ongoing communication with minority
professional associations such as the National Association of Black Nurses and
the National Association of Black Social Workers. The ETC similarly planned
to recruit from minority institutions such as Jackson State University in
Mississippi, Southern University, Grambling College , and Dillard University in
Louisiana.

Although contacts have been made, the ETC has met with varying degrees of
success in reaching out to and including minority communities in the program.
The response from minority providers, schools and individuals to ETC efforts
for trainee recruitment or program co-sponsorship was described as lukewarm to
resistant. Some of the reasons for this are thought to be the academic base
of the ETC and the perception in the Delta region that AIDS is still a gay,
white disease.

Representatives from public health departments and community health
agencies were included as key informants in the initial needs assessment.
Approximately 15% of the ETC’s training program participants to date have been
minorities and about 40% serve a significant population of minorities in their
practices. The ETC has organizationally responded to minority recruitment with
the addition of Gwen Foxworth  as the Clinical Program Manager who will
outreach into minority communities for faculty as well as for course
offerings.

D. Training Issues and Successes

The Delta Region AIDS ETC spent a substantial amount of development time
in conducting the needs assessment and designing the curriculum for the.
project courses. The needs assessment conducted by the ETC was ambitious and
comprehensive. It provided a baseline for informing and targeting program
development.

On their own initiative, the Delta Region ETC contacted other ETCs to
inquire about sharing available curricula and materials. In particular,
material provided by the WAMI program and the Mountain Plains ETC were found
useful and incorporated by the Delta Region ETC, thus avoiding unnecessary
duplication of effort.
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A very systematic approach was initially employed toward program
development. However, this approach was also time consuming and was
eventually overtaken by the competing need to produce trainings and trainees.
This,in turn impacted on the strategic and administrative coordination of some
aspects of the ETC’s program during the second year.
the third year,

However, entering into
this somewhat fragmented situation is being addressed as the

different parts of the program are being pulled together.

The ETC has also relied on dedicated volunteers to staff program planning
committees and implement course offerings. Some of the program committee
members have flourished under this arrangement, while others have been
frustrated. The ETC directors
of support and considering the
more health care providers can
curricula.

are aware of the need for increasing the level
need to add trained faculty on staff so that
be trained on HIV/AIDS with the developed

Another training issue is the recognized need to develop a clinical
training experience. Al though Charity Hospital is a major AIDS referral
center, the HIV clinic has not been used as a training site for community
physicians to date. However, a short preceptorship that would be open to
interested physicians throughout the region is in the planning phases.
Initially, a preceptorship is being established by the Delta Region AIDS ETC
for Emergency Room Residents. These physicians will complete a one month
rotation through the inpatient and outpatient AIDS units of Charity Hospital.
This program is intended to serve as a pilot program for other rotations for
physicians of multiple disciplines.

The initial faculty development workshop concentrated on imparting adult
learning theory and skills. The ETC learned that it was important to include
a good deal of information for their faculty as well. It was also determined
to conduct thematic conferences for faculty development such as Sexual
History Taking. This type of intervention was needed throughout the region
and was attended by practitioners from all disciplines.

As with many training programs, the Delta ETC has had some difficulty in
attracting physicians to their course offerings. The program has learned that
generally physicians will not attend unless there are physicians on the
faculty. One major success on this score was the national conference for
Primary Care Providers which was well attended by physicians. The ETC program
hopes to make this an annual event and the premier conference on HIV for
primary care practitioners.

One indicator of success in Louisiana is the fact that the number of
physicians listed in the Health Department referral resource file as willing
to accept HIV referrals has increased from 12 to over 100 since the ETC began
operations.
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V. PROGRAH ADHINISTRATION

A. Systems for Managing Training Events/Programs

The ETC’s  discipline specific Program Planning Committees are primarily
responsible for planning training programs in their respective areas as has
been described. Each committee has been allotted $10,000 to support their
offerings. The ETC also responds to requests for events or support. Such
requests usually come from their faculty and only infrequently from health
care facilities and organizations outside the ETC structure. Contacts for
training in social work, for example, have come from individual contacts of
the program committee volunteers.

A form has been drafted for event planning and development procedures.
Regional sites are responsible for collecting initial informationpertaining
to request for education events including type and title of activity, time and
location, size and background of the audience, the kind of support required
and whether participants would like to receive continuing education credits.
All such requests are to be cleared by the state program coordinators and
forwarded to the regional Center in New Orleans. The central ETC office
provides support for production of presentation materials such as slides and
overheads.

The ETC produces and distributes a monthly newsletter for “faculty’1
(defined broadly to include individuals on ETC program planning committees,
people who have gone through the Faculty Development workshops, and others.
The newsletter includes variously a calendar of upcoming events, summaries of
past workshops, listings of resource materials available at the center and
pertinent administrative issues.

The ETC did not maintain a database on trainees throughout the region
until it was requested to do so by HRSA. File folders for each individual
event were centrally maintained.

The ETC has not formulated a specific marketing strategy to date,
although the ETC is considering distributing a newsletter following on the
format of the faculty notes, but reaching a larger audience. Part of the low
key marketing approach is by design, because the program is attempting to be
decentralized; part is because formal program marketing has not been perceived
as a priority. Reliance on the contacts of ETC faculty in each state is the
primary mode of event marketing and participant recruitment. The ETC does
sponsor exhibits at professional association meetings and is planning
development of a promotional brochure with inserts. The marketing for the
primary care physicians conference was performed by Ochsner.

B. Cost Sharing

Whether or not participant fees are charged varies by program and by
program committee. In general, there are no participant fees except for some
of the more substantial conferences and updates to cover break costs. The
infection control committee also invites and charges trade exhibitors to some
of its offerings.
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As described, the Delta Region AIDS ETC has also been funded to provide
training for Community and Migrant Health Clinics. These supplemental funds
were awarded to the ETC in collaboration with the Texas and Oklahoma ETC and
the Emory AIDS Network. Funding began October 1, 1989. The Delta Region AIDS
ETC has also recently applied for training funds from the National Institute
of Mental Health.

The LSU School of Medicine has made funds available for equipment and
travel. LSU and Tulane through Charity Hospital have provided space for the
administrative offices.

c. CJ?lJS

The ETC offers CMEs  and CEUs from LSU, Tulane, the University of
Mississippi, and the University of Arkansas as applicable. The program will
assist participants to secure continuing education credits from other
institutions in the region. The responsibility for arranging for CEUs for
specific programs is on the program committees.

D. Library/Information Services

One of the primary objectives of the Delta Region AIDS ETC was to
establish a regional information and education resource center(s). A Resource
Center has been established at the central office in New Orleans with computer
links to the satellite resource centers to be established at Shreveport,
Jackson, and Little Rock. A computerized bulletin board offering information
on AIDS was to be available to system users and ETC faculty via modem.
However, this is not currently operational due to system difficulties. The
database includes : case conferences for physicians, dentists, social workers,
nurses, and infection control personnel; the ETC Calendar of events; ATEU
protocols; bibliography of educational materials; current AIDS Statistics; and
names and telephone numbers of key people and programs. A reading and computer
access area has been established at the central office and is available in the
afternoons to ETC faculty. Audio visual equipment has been purchased and a
resource assessment tool has been developed to identify useful non-print
resources.

The central ETC office will also perform information and resource
searches. Upon request, computerized and manual searches can be initiated to
identify print and nonprint  materials that address general and technical
aspects of prevention and treatment.

The Delta Region AIDS ETC has developed a linkage with the University of
Texas ETC for developing a helpline. This helpline  was originally developed
for the Texas ETC and will be housed in Texas. There will be an 800 number
established as part of this linkage in the Delta region with expected start-up

-in the Fall of 1990. The helpline  was created to provide technical assistance
to providers in four ways: answer basic questions by mailing developed
literature packets to all callers; answer quick questions; conduct literature
searches for customized requests; and provide consultant referrals as well as
the names of trained faculty of the Delta Region AIDS ETC. The helpline  is
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intended for the spectrum of health professionals in the Delta region. All
calls will be logged and there will be a follow up to evaluate if needs were
met. The ETC will reimburse consultants that are called upon. .

In addition to the resource services of the regional ETC, the Mississippi
site has established a resource center. The resource center has been
advertised through the State Health Department newsletter, but has been used
mostly by residents to date. The Mississippi site has received and adapted
the various curricula developed in New Orleans and they have also supplemented
it with their own training materials. A significant amount of the site’s
activity occurs through contacts made by Dr. Chapman through his role in
providing ID consults. He feels that an important factor in program success
is identifying an interested individual to be the resource person and training
facilitator for a community or area of the state.

VI. S-Y AND FUTURE  PLANS

As is characteristic of many ETCs, the Delta Region ETC is staffed by
many dedicated and hard working health professionals. Through the efforts of
these individuals, the ETC has developed excellent curricula and materials for
both multi-disciplinary and discipline specific training. In addition, a
significant amount of training and information resources have been made
available to other health professionals throughout the region by the ETC.

The ETC is currently trying to balance its roie as a central regional
program, while maintaining decentralized responsiveness to local and state
needs and pre-existing relationships. It is also trying to reconcile the dual
lines of communication that exist in the state resource center versus program
committee structure. The ETC has attempted to not be directional or
controlling as a training program, but instead to assume a networking and
facilitating role. However, the ETC is also realizing that, in some cases,
faculty require more explicit direction and support and that a central
training plan and timetable are required to meet overall program objectives.
The program is also attempting to reconcile the various responsibilities and
occasionally competing relationships of the,many  large institutional entities
involved in the program.

In the future, the ETC hopes to increase the roles of the Arkansas and
Mississippi sites as resource centers to program committee faculty in their
respective states. It also expects to clarify the role and relationships of
the ETC in support of its faculty and increase the specificity of procedures
for training event planning and monitoring. The ETC hopes to increase
marketing activities for programs, while maintaining a balance with its
decentralized identity. The ETC also expects to work on improving the
evaluation loop to provide immediate feedback to program directors for program
and faculty improvement.

Activities for the immediate future of the ETC include assimilation of
recent staff changes and consolidation of their impact on the organizational
structure and operations. Two major activities for the near future are
development of a clinical preceptorship for physicians at Charity Hospital and
implementation and marketing of the helpline.
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The ETC intends to begin co-sponsoring training programs with the AHECs
in Arkansas and Louisiana. The ETC hopes to repeat its success with the
conference for Primary Care Physicians by making it an annual event that will
draw participants and speakers from around the country. The ETC also expects
to expand its efforts with the CIMHC’programs  in recognition of the high risk
population served by these centers.
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AIDS EDUCATION AND TRAINING CENTER (ECAETC)

AIDS Education and Training Center (ECAETC) is a
collaborative effort among public and academic institutions in Ohio,
Kentucky, Michigan, and Tennessee. The ECAETC program in this four-state
region draws upon expertise and resources available at each of its primary
participating institutions: the Ohio State University; the University of
Kentucky; Meharry Medical College; the University of Michigan; and, the
Cincinnati Board of Health. Through the Cincinnati Board of Health and the
Meharry Medical College in particular, the resources of other institutions
have been brought under the ECAETC umbrella as well. Programmatically,
ECAETC maintains a dual focus, both on materials development as well as on
informational, educational and training activities.

The ECAETC program is intended to assure baseline knowledge and affect
relevant attitudes among health care workers. Primary care physicians,
dentists, nurses, allied health professionals, physician assistants,
clinical counselors, as well as first responders comprise the target
trainee groups. Training aimed at enhancing baseline knowledge has been
formalized into a core interdisciplinary curriculum. In addition,
profession-specific materials and’ curricula have been developed and are
geared towards identified health professional groups. The training
opportunities are offered through a variety of modalities:
teleconferences, presentations, one-day and two-day training workshops,
large conferences , and self instruction via Computer Assisted Instruction
(CAI). The project organization and workplan call for independent as well
as cooperative efforts on materials development and the provision of
educational activities with a recognition of specific areas of expertise
within each of the individual sites.

A. Cooperating Groups and Agencies

ECAETC’s  primary mechanism for providing training is through
co-sponsorship of programs with a variety of outside organizations--health
care providers, professional organizations , and AIDS-interest groups.
Thus, dozens of cooperative relationships have been formed.

The Tennessee site represents a major contact point for more formal
cooperation between ECAETC and other agencies. Structurally, the Tennessee
site is located in the AHEC Program of Tennessee, a program of Meharry
Medical College. On the level of program implementation, the site works
with a coalition of Tennessee state and academic institutions and programs.
In the development of its products, the Tennessee site has involved
additional organizations such as Nashville CARES.
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Other participating sites, particularly Ohio State, have reached deep
into their organizations to draw on resources not directly under the rubric
of ECAETC. Many additional resources have been made accessible to the ETC
through the Cincinnati Health Department’s subcontract with the University
of Cincinnati. The Kentucky site is in the process of developing a close
working relationship with the six local AHECs in that state, particularly
those associated with the University of Kentucky. The Kentucky AHEC
program is a relatively new program but is quite active.

Through its advisory committee structure, ECAETC has established
cooperative relationships with a variety of regional and national
organizations. The Criteria/Assessment Advisory Committee is essentially a
regionally-based group and expands the range of agencies cooperating with
ECAETC to include:

Kentucky Department for Health Services
Columbus City Health Department
STD Center of the Cincinnati Health Department
Office of Substance Abuse, Lansing, MI.
Alternative Lifestyles - Cleveland OH
AIDS Psychobiology Program, Ann Arbor, MI
Huxworth Blood Center, Cincinnati
AIDS Project, Detroit, MI

The Professional Liaison Committee is intended to offer a national
perspective in development of the ECAETC and in dissemination of
experiences of ECAETC. This committee is composed of representatives from:

American Medical Association
American Academy of Family Physicians
American Nurses Association
American Dental Association
American Society of Allied Health Professions
Association for Clinical Pastoral Education
National Association of Community Health Centers
National Hospice Association
American Osteopathic Association
National Association of Social Work
National AIDS Network
American Public Health Association

B. Program Goals and Objectives

Central to the direction, management and evaluation of the project is
a comprehensive set of goals and objectives which cascade down from broad
to specific in typical Management by Objectives (MBO) format--“Project
Goals“ to “Major Project Objectives” to “Specific Measurable Objectives”--
the last level providing guidelines and time frames for accomplishment.
The entire goals/objectives framework is written in functional terms which
establish the way in which the program is to unfold rather than delineate
outcomes of the individual programs. The goals and objectives fall into
five functional categories: the organizational function; the materials
development function, the education and training function, the information
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collection and dissemination function, and undergraduate/graduate
curriculum development and infusion function. The goals and major program
objectives are listed in Appendix I. The goals and objectives statement
was prepared during the planning phase and covers all three years of the
project period.

II. Program History

A. Origin and Developmental Hilestones

The original grant application was described as being the result of a
“Herculean effort” on the part of those at the five cooperating
institutions, many of which had originally viewed one another as
competitors rather than as potential collaborators. At the bidders
conference, the Ohio State University representative invited the regional
“competition” to join with OSU. Subsequently, a formal meeting was held at
Ohio State in June 1987 following the initial HRSA Technical Assistance
Workshop in May 1987. Prior to this meeting, consideration and
communication of the respective roles and relationships of each institution
had already taken place. With approximately 25 persons in attendance
representing each of the five sites, the planning of the project’s purpose,
goals, administrative structure and evaluation plan was initiated. _ One
week later a second meeting was held at the Cincinnati Board of Health to
review and critique progress on the respective developmental efforts. By
the end of that week, each site had submitted a site-specific workplan  and
budget . These individual workplans were assimilated into the final
application and formalized via Memoranda of Agreement.

The central development process was conducted democratically with each
of the five sites holding one vote. Each site was responsible for
arranging support in their own area and outlining the site specific
workplan. Thus, each site had been encouraged to contribute their specific
areas of expertise and the development of the regional program reflects the
cumulative capabilities of the various collaborators.

B. Institutional Background

The Ohio State University, University of Kentucky, and University of
Michigan each sustain broad involvement in undergraduate and graduate
health professions education, ‘bio-medical research and provision of health
care to the residents of their respective states. Responsiveness to AIDS
education and service delivery issues is clearly acknowledged as being
within the‘scope of these areas of responsibility and activity.
Furthermore, the Meharry Medical College, dedicated to education, training,
and research to ameliorate problems associated with the health of
minorities, had assumed a major role in the care of AIDS patients in the
metropolitan Nashville area. The Cincinnati Board of Health has had a
strong AIDS focus in the Sexually Transmitted Disease Center, had worked
collaboratively with the University of Cincinnati Medical College on AIDS
related workshop format for health professionals , and had been delivering
regular AIDS updates to a wide variety of health professionals and
community workers.
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III. Program Structure

A. Geographic Target Area

ECAETC’s  service area includes the states of Ohio, Michigan, Kentucky,
and Tennessee. Three sites--Kentucky, Michigan and Tennessee--are
statewide in their orientation. In Ohio, the Cincinnati Board of Health in
collaboration with the University of Cincinnati Medical School provides
AIDS-related programs in metropolitan Cincinnati and surrounding areas and
Ohio State provides programs in the remainder of the State.

The emphasis on telecommunications as a training medium allows a broad
conceptualization of the geographic target area and the accessibility of
training sites.

B. Institutional Roles and Relationships

The Ohio State University is the lead institution and the official
location of ECAETC. While ECAETC is structurally affiliated with the
Department of Family Medicine within the College of Medicine and the
University Hospitals, it functions as an independent entity. Figure 1
shows ECAETC’s  position within the Ohio State University structure. Ohio
State administers the project through contractual arrangements with the
other four entities. The program activities of ECAETC are conducted
through its five implementation sites. Each of the sites, including Ohio
State, has a Site Director to conduct the business of the site. The
Project Director, Co-Project Director and Evaluation Coordinator, all
situated at Ohio State, manage the overall project in concert with the Site
Directors. The overall Administrative Organizational Plan for the ECAETC
is shown as Figure 2.

Each site, including both Ohio sites, is responsible for sponsoring
l-3 day training workshops of core interdisciplinary, profession specific
or train-the-trainer nature. This is described more fully in the next
section on training strategies. Each of the sites is also responsible
within their States/areas for compiling information about resources and
programs, responding to requests for information and technical assistance,
and for fostering interagency linkages. Each of the universities in
consortium with ECAETC have medical or health science libraries which help
serve this function. In addition, each site has activities which are
specific
below.

and unique to that site.. Highlights of these activities are noted

1. Ohio State University

The Ohio State site, affiliated with the Department of Family Medicine
within the College of Medicine and the University Hospitals is newly
located at a separate research office facility on campus. Within the
regional program, the site at Ohio State has primary responsibility for
developing training programs suitable for the Ohio Medical Education
Network and satellite teleconferencing and is developing Computer Assisted
Instruction modules. The Ohio site is also taking responsibility for
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developing profession-specific curricula and materials for primary care
physicians, dentists, nurses, and allied health professionals.

2. The Cincinnati Board of Health and the University of Cincinnati

The Cincinnati site of ECAETC is housed jointly at the Cincinnati
Health Department and at the Medical Center Information and Communications
(MCIC), University of Cincinnati. Through the involvement of the
Cincinnati Board of Health ECAETC has a direct link to a CDC sponsored
Regional Training and Prevention Center on Sexually Transmitted Diseases
(STD). ETC staff also provide linkage to the Greater Cincinnati Task Force
on AIDS and the Northern Kentucky Task Force on AIDS. Furthermore, ECAETC
is associated with a NIDA Training Program for Drug Abuse Counselors
through Dr. Rucker in Cincinnati.

The Cincinnati Health Department in collaboration with the University
of Cincinnati Medical Center, is responsible for identifying and
disseminating updated information on AIDS/HIV. Regularly scheduled AIDS
Update Training sessions are offered through the Board of Health to a
variety of health professionals and outreach workers. The AIDS Update
programs are beyond the “AIDS 101” offerings and now offer more specialized
programs targeted to specific health care workers.

As part of the ECAETC program, The University of Cincinnati Medical
Center maintains a database of selective, pertinent articles on a variety
of clinical topics for distribution to physicians. In addition, the Board
of Health has subcontracted with the University of Cincinnati to perform
monthly computer searches to identify literature and other materials
related to HIV. The University has been collecting, cataloging, and
storing pertinent materials and has a well developed and sophisticated
HIV/AIDS related library. Plans also call for the development of
mechanisms for obtaining input and for sharing information with public
health departments, community health centers, and the homosexual community.
The facilities are well equipped to serve this function.

Regular issues of AIDS LINK, the ECAETC newsletter, are developed by
the University of Cincinnati Medical Center. Collected abstracts and
information are disseminated to ECAETC sites and other interested
institutions and associations through this newsletter. The newsletter also
lists information on seminars, symposia, in-service programs, and existing
academic AIDS courses and programs in the region which have been identified
by the ETC sites. The AIDS LINK mailing list is currently over 3,000.

3. University of Kentucky

The Kentucky site of ECAETC is housed at the University of Kentucky’s
Department of Allied Health Education and Research, College of Allied
Health Professions. After Ohio State, the University of Kentucky has the
largest role of the collaborating agencies of the ETC in terms of budget
and responsibilities. The ECAETC staff at the University of Kentucky are
directing the effort to identify, assess, annotate, and share information
on AIDS training materials that already exist. In addition, the Kentucky
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site has taken responsibility for EARN  -- the ETC AIDS resource network to
develop a listing and guide of ETC developed materials.

The Kentucky site is also responsible for developing all
train-the-trainer materials for the project, drawing on its experience with
the Teaching Improvement Project Systems (TIPS). Since 1975, the TIPS
program has received a variety of federal and foundation funding to design,
develop, and disseminate materials and workshops for train-the-trainer
programs on such topics as health promotion and disease prevention,
geriatric patient education, and health care management. Train-the-trainer
materials are to be developed for the core interdisciplinary curriculum and
for each of the profession-specific training modules.

Currently, the Kentucky site is focusing more strongly on training as
well. Because the state of Kentucky has passed mandatory education
requirements for health care professionals, the ETC site will be responding
to requests for assistance in the design and delivery of training programs.

4. University of Michigan

The Michigan site of ECAETC is housed at the Office of Continuing
Medical Education of the University of Michigan Medical School and Medical
Center. Through the site director, Mr. Cliff Allo, ECAETC is associated
with a NIDA Training Program for Drug Abuse Counselors. The major role of
the University of Michigan in ECAETC relates to its expertise in continuing
health sciences education as well as its ability to produce quality
educational materials. Consequently, the first year efforts of this site
were directed toward dissemination of continuing education.

The original project plans called for this site to develop two
training packages. One was to be for remote community primary care
providers and the other for tertiary care centers. However, it was found
that the development of an EMT training module was more relevant to local
needs and the site’s experience. Thus, an EMT training module was added to
the original statement of work for The University of Michigan and the
University has already completed its development.

The Michigan site takes an active role in coordinating efforts among
various programs within the state and specifically works with the Michigan
AIDS education providers work group which includes three universities (two
with NIMA grants) and which meets quarterly to identify needs and
coordinate educational activities.

5. Meharry Medical College

The Tennessee site is housed at the AHEC Program Office of Meharry
Medical College. During the first two years of the project, the Tennessee
site was implemented through the ECAETC Tennessee Consortium consisting of
the West Tennessee AHEC, Middle Tennessee AHEC, the AIDS Program of the
Tennessee Department of Health and Environment, Tennessee State University
School of Nursing, Vanderbilt University AIDS Project, and Meharry Medical
College, Department of Family and Preventive Medicine. This consortium
enabled the Tennessee site to develop strong relationships with various
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agencies and institutions. Formal meetings of the consortium are no longer
held but the Tennessee site continues to work closely with the various
institutions. Members of the consortium and others from local communities
conducted a needs assessment as a team effort with various professional
organizations and are now organizing programs in various towns. The major
agenda was to go beyond “AIDS 10IVf to impact a larger number of
practitioners. Different member organizations take turns coordinating the
effort and offering programs. In addition, cooperative working
relationships with several Nashville based volunteer community AIDS service
and advocacy organizations have also been noted.

Earlier in the first stages of ETC activities, Meharry Medical College
through the AHEC was assigned responsibility for conducting the training
needs assessments of primary care physicians and other health
professionals in the ECAETC region. A formal needs assessment survey of
health care providers, primarily from Tennessee, was completed.

The Meharry Medical College originally assumed responsibility for the
development of the psychosocial segments of the core interdisciplinary
training curricula. However, the responsibility for the development of the
core curriculum, in its entirety, has shifted to the Kentucky site.
Meharry has been designated as the lead organization for developing
materials and trainings on minority issues and has reached providers
within their area as well as nationally. The Tennessee site is currently
developing programs to reach health care practitioners in rural practice
through the EPPA program (Educating Practitioners About AIDS).

c. Staffing

Because the sites are a real functional part of the overall ETC,
ECAETC project as well as ECAETC site staff are noted here. As one would
expect in the development of a new program, changes in staff have taken
place during the start up phase and over time.

1. Project Staff

Lawrence L. Gabel, Ph.D. - Project Director. Dr. Gabel currently
directs the Graduate Education and Research Section of the Department of
Family Medicine. Dr. Gabel is also a member of the Central Ohio Committee
for Childhood Education on AIDS and the AIDS Advisory Group to the Medical
Center. As Project Director, Dr. Gabel oversees planning and
implementation of the project, recruits staff, consultants, and manages the
budget . Dr. Gabel’s organizational skills have been commended by site
staff and he has assumed the major role of organization builder and
maintainer.

Michael F. Para,  M.D. - Co-Project Director. Dr. Para is a full-time
Associate Professor at Ohio State with a primary appointment in the
Division of Diseases where he is responsible for the AIDS/Infectious
Diseases Clinic of University Hospitals. Dr. Para co-chairs the AIDS
Advisory Group of the Medical Center and is a member of the Ohio State
University AIDS Task Force as well as the Ohio Health Department AIDS
Advisory Committee. His activities include chairing the Assessment
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Advisory Committee and co-directing, planning, piloting, and implementing
the AIDS curricular materials and model education and training programs.
Dr. Para has given over 200 AIDS presentations. In 1986, he was awarded
the Michael Greer Humanitarian Award by the Columbus gay community.

James Pearsol,  M.Ed. - Center Director. Mr. Pearsol has served in
several capacities within ECAETC. He currently functions as both the
Center Director and the Director for the OSU site. Mr. Pearsol has served
in the Division of Research and Evaluation in Medical Education of the Ohio
State University College of Medicine. He is a candidate for a doctoral
degree in evaluation from the University of Illinois.

Neil Smith, M.S. - Evaluation Coordinator. Mr. Smith currently serves
as the evaluation coordinator. Mr. Aron served as the year two evaluation
coordinator and Mr. Pearsol as the year one evaluator. The evaluation
coordinator is charged with the design and implementation of an overall
evaluation plan. In addition, he is to advise on changes in curriculum and
model programs based on evaluation data. The evaluation coordinator
reports to the project Director and to the Center Director, participates in
all site director meetings and reports on evaluation activities.

2. Site Staff

a. Ohio State University

James Pearsol,  M.Ed. - Site Director. Effective June, 1988, Mr.
Pearsol replaced the original Site Director and assumed the role of Site
Director for the ECAETC iite at Ohio State. In this capacity, he is
responsible for coordinating program administration and implementation to
attain ECAETC goals and objectives in Ohio, excluding Cincinnati.

Educational Coordinator. This position, which had been held by Ms.
Susan Farmer, ’1s currently open and will be filled in September.

Professional Representatives from primary care medicine, Dr. Tennyson
Williams, from nursing, Dr. Edna M. Menke, from dentistry, Dr. George G.
Blozis and Dr. Joen Haring, and from allied health, Mr. George Manuselis
develop and advise on profession-specific materials and trainings of the
OSU site. Secretarial support is-also funded. The OSU site is supporting
the cost of three project personnel at 15% time. These are, Mr. Ron
Comer, the Director of the Division of Computer Services, Mr. Jan Hollet,
the director of Continuing Medical Education, and Mr. Mark Springer, the
Director of Biomedical Communications. In addition, representatives on the
two advisory committees are reimbursed.

b. University of Kentucky

William Pfeifle, Ed.D. - Site Director. Dr. Pfeifle is an Associate
Professor in the Department of Allied Health Education and Research and
devotes 30% time to- the project. As of September, 1990, Dr. Pfeifle will
be the project P.I. for this site. Until now he has had primary
responsibility for administration and implementation of the ETC activities
at the Kentucky site. In addition, he is designated to serve as a master
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t r a i n e r  f o r  t r a i n - t h e - t r a i n e r  c o m p o n e n t s  o f  t h e  p r o j e c t .  T h e  p o s i t i o n  o f
site director will be assumed by Dr. Terry Collins as of September, 1990.

Betty Spohn - Curriculum Consultant. Ms. Spohn is the Director of the
TIPS project at the University of Kentucky. As Co-Site Director during the
start up phase, she had worked with Dr. Pfeifle on program administration
and implementation. She reviews and approves all materials produced by
Kentucky site staff and also serves as a master trainer.

Judy Stephenson - Site Coordinator. Ms. Stephenson, a full-time
ECAETC staff member, is responsible for the day-to-day coordination of the
site as well as coordination with external organizations, particularly the
local AHECs,  on AIDS training issues. In addition, she oversees the
operation of the AIDS Resource Center at the Kentucky site. Ms. Stephenson
has taken the lead in ETC information and resource activities on a national
level.

Paula Parise and Ann Crowe serve as full time Curriculum Development
Specialists. Ms. Parise is responsible for developing the two dental
modules which comprise the dental curriculum, while Ms. Crowe is
responsible for the development of the counseling curriculum.

Michael Howe - Information Specialist. Mr. Howe, a full time ECAETC
staff member, is responsible for collecting, reviewing and cataloging AIDS
educational materials and maintaining the AIDS Instructional Materials
Database.

Professional representatives, Dr. Gary Levine and Dr. Kathleen Beine,
physician representatives, Dr. Robert Calmes, dental representative, Mr.
Ben Bogia, pastoral counselor representative, Mr. Glen Combs, physician
assistant representative assist in the development and implementation of
education programs as well as serving as ECAETC liaison with their
respective professional communities. A full-time secretary supports the
staff .

c. University of Michigan

R. Van Harrison, Ph.D. - Site Director. Dr. Harrison is the
Director of the Office of Continuing Medical Education at the University of
Michigan. As Site Director, at 10% time, he is responsible for the
overall coordination, leadership and direction of the Michigan portion of
the ECARTC.

Patricia Barr, B.S.- Site Coordinator. Ms. Barr is responsible for- _
the day-to-day operation of the site.

The University of Michigan site is also scheduled
physician representatives to assist in the development
of educational materials.

d. Tennessee /Meharry University

to have two
and implementation
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Judith N. Presley, M.S. - Site Director. Ms. Presley replaced Ms.
Edwina  Hamby in the second year of the project. Ms. Presley is the interim
assistant director of the AHEC  Program of Tennessee at Meharry Medical
College and serves as the Statewide Research and Evaluation Associate with
the AHEC program. In addition to her responsibilities of Site Director,
Ms. Presley serves as the Evaluator for the site.

Victoria L. Harris, Ed.D. - Project Coordinator. Beginning in the
second year of the project, Dr. Harris assumed the role of Project
Coordinator. As such,-she  coordinates the training activities.- She is
also on the faculty of Meharry Medical College.

In addition to the individuals listed above, the following individuals
from the Tennessee coalition donate time to the project: Brock, MPH,
Training/Education Representative from the Middle Tennessee AHEC, Glenn
Davis, MD, Public Health/Professional Representative from the Tennessee
Department of Health and Environment AIDS Program, Rupert Francis, MD,
Physician Representative from the Meharry Medical College,

vPhD, Training/Education Representative from Meharry Medical Co ege, Pat
Sharpe, PhD,  Nursing:Professional Representative from the Tennessee State
University, and Lois Wagner, MSN, Nursing Professional Representative from
Vanderbilt University. The site is also funded for a 40% time
administrative assistant.

e. Cincinnati Board of Health and the University of Cincinnati

Ronn Rucker, Ed.D. - Site Director. Dr. Rucker serves as the Site
Director for Cincinnati at 50% time. He is responsible for supervising
all training and service activities related to AIDS within the-Cincinnati
Health Department,including those of the ETC, and is also responsible for
supervision of the counseling and health education staff of the AIDS
Control Program. Dr. Rucker is currently directing a three year grant
from the National Institute of Drug Abuse focused on AIDS and drug abuse.
This activity (50% time) compliments the ECAETC work.

Evelyn Hess, M.D. - Co-Supervisor/Project Coordinator. Dr. Hess is
the Director for the Division of Immunology at the University of Cincinnati
and the clinical director of the Health Department’s STD program. Dr.
Hess is a founding member of the Greater Cincinnati Task Force on AIDS and
is also a member of the Northern Kentucky Task Force on AIDS and the Ohio
Department of Health’s AIDS Advisory Committee. She serves as the clinical
faculty liaison and supervisor to the Cincinnati site.

Rebecca Herrin,  M.P.A. - AIDS Education Coordinator. Ms. Herrin  is
responsible for administrative tasks associated with the trainings and for
preparation and distribution of the quarterly newsletter.

Mr. Roger Verny - Co-Supervisor/Project Coordinator. Mr. Verny is
responsible for the overall information systems support at the University
of Cincinnati Medical Center Information and Communications (MCIC).

In addition, the Cincinnati Health Department is also funded by the
grant for a 50% time administrative assistant.
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IV. Education and Training Program

A. Needs Assessment Procedures

The ECAETC plan calls for the conduct of four needs assessments
variously addressing the AIDS training needs and concerns: of primary care
physicians and other primary care health professionals; of organizations
serving low-income and minority populations (e.g. public health
departments and community health agencies); of providers of care to
high-risk populations; and of academic institutions which train health care
professionals.

1. Primary Care Providers

A formal project-wide assessment was conducted by the Tennessee site
during the first year of the project. The assessment, conducted in written
survey format, was designed to tap both training needs and demands:

o Respondents perceptions of their needs for information;
o Knowledge of symptoms , concomitant conditions;
o Personal concerns and attitudes toward risks involved in treating

AIDS patients;
0 Current practices;
o Perceptions of the needs of their patients for information,

reassurance and counseling;
o Knowledge of referral sources; and,
o Preferred learning modalities.

A pilot survey was conducted in Tennessee by a market research firm.
Following this pilot, a sample of 12,200 individuals including physicians,
dentists, nurses and other health care professions in Kentucky, Ohio,
Michigan, and Tennessee was drawn; each of the ECAETC sites contributed the
names of 1000 physicians to this sample. The surveys were mailed by and
returned to the Tennessee site. (Additional surveys were sent to rural
Tennessee physicians in order to obtain data for a paper to be delivered at
a rural health conference.)

1,404 questionnaires were returned, yielding a response rate of 11.5
percent. The majority of the respondents, 78 percent, were from Tennessee.
The skew in the response is thought to be due to lack of identification of
Ohio, Kentucky and Michigan providers with a survey emanating from
Tennessee. Of the respondents, about 35 percent of the respondents were
dentists, 22 percent were physicians, 26 percent nurses, and 17 percent
other health care professionals. Approximately one third of the
respondents were from urban areas, J‘ust less than one third from suburban
areas, and about 29 percent from rural areas.

While the results may not be generalizable across the region as a
whole, the analysis yielded useful information for Tennessee. Findings
were encouraging. A clear majority of the participating health care
professionals noted they would treat HIV-positive patients in their office
or in a hospital setting; more than one fourth indicated that they would,



with some reservation, treat patients. Providers indicated that the areas
of greatest need for additional information were in AIDS/HIV diagnostic
procedures and AIDS counseling resources or referral sources.
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2. Providers to Minority and High Risk Populations

ECAETC reports that the objectives of these two assessments were
accomplished through the meeting and work of the Criteria/Assessment
Advisory Committee which has met periodically with Project staff. This
committee and the informal network with professional associations and
agencies provided the ECAETC with recommendations and insights about the
needs within the region and within the various professional organizations.
This is essentially an unstructured, key informant approach to needs
assessment. To supplement this information, ECAETC staff reports utilizing
the results of the Baltimore Multidisciplinary Conference.

3. Academic Institutions that Train Health Care Professionals

ECAETC had plans to use a “discrepancy model” for needs assessment
purposes preliminary to planning of interventions directed at impacting
professional school curricula. Accreditation guidelines for professional
schools, and national/state professional association guidelines were to be
used as the standards against which need was to be judged. A survey
instrument, similar to the one used by the AAMC, had been drafted and
piloted, but the project was abandoned. As is true in many other sites,
ECAETC has faced many issues and difficulties in attempting to influence
institutional curricula.

B. Activities Development and Review

The Criteria/Assessment Advisory Committee is responsible for advising
the project in the area of technical content. Its representatives are
drawn from hospitals, state and city health departments, STD centers,
mental health providers, drug treatment programs, Area Health Education
Centers (AHECs), alternative lifestyles organizations, minority
populations, and population centers with high AIDS incidence.

Early in the first year, this Committee met to produce a master list
of AIDS content/criteria statements. Input from this committee was used to
assess the concerns of the high-risk populations and agencies which serve
low income and minority populations. In addition to advising on training
needs, this committee is to provide input into formative and summative
evaluations of training materials as they are developed throughout the
project.

C. Target Trainees

ECAETC targets the broad spectrum of health care professionals as
candidates for its training. As the program has gotten underway, target
groups have been redefined and refined, particularly in conjunction with
the development of specific curricula and materials, as noted below. Two
examples are worthy of note. Initially, physicians and physicians’
assistants were seen as two separate target groups. While their
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credentials differ, their functions are often similar and therefore they
are now considered as a single group for the purpose of education and
training. Conversely, allied health care workers were initially targeted
as a single group; but it was quickly noted that this broad category
consists of a wide variety of professions: medical technologists,
respiratory therapists, physical therapists, occupational therapists,
emergency medical personnel, etc, each of which are in need of quite
different profession-specific training. Additional specific target groups
are emerging: both Kentucky and Tennessee are focusing on rural health
care providers, the Ohio State and Cincinnati sites have included a focus
on nursing home personnel. The Cincinnati site is additionally targeting
home health care nurses.

D. Training Strategies

From ECAETC’s  goals and objectives statement, a number of education
and training strategies can be identified. Included are development of
written and mediated educational materials, dissemination of
ECAETC-developed programs for training caregivers, training of trainers to
deliver training according to ECAETC-developed curricula, and enhancement
of the ability of resource people around the region to provide education
and training on AIDS issues within the context of their own professional
responsibilities.

1. Specific Training Strategies and Methods

Ten specific education and training strategies, to be implemented
during the project period, can be identified from ECAETC’s  goals and
objectives. These include interdisciplinary and profession-specific
training programs ranging from one to two hour presentations to one half to
three day workshops; computer assisted instruction; cable video
distribution; teleconferences; annual conferences; training of trainers;
training institutes; as well as the development of curricular material and
infusion of AIDS content into the curricula of health professions schools.
In addition, ECAETC sites provide a variety of educational programs of
local interest.

Core Interdisciplinary Training: The core interdisciplinary level of
training is to include materials which should be common to all health care
professionals. Specifically, the content is intended to address baseline
knowledge, skills and psychosocial elements related to caring for AIDS
patients and their families in the primary care setting.

The original plan identified the University of Cincinnati as the lead
organization to pull the core interdisciplinary training materials
together, with Tennessee providing the psychosocial component. During the
first year of the project, responsibility for the development of the entire
core interdisciplinary curriculum was shifted to the Kentucky site. The
draft of the core material was completed in May 1990 and is currently under
review.

Profession-Specific Training: Each site is encouraged to establish
its own programming, using local opportunities and resources. Overall, the
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profession-specific materials and programs are being targeted as shown
below.

o Physician Training--ECAETC physician training strategies recognize
the differences in roles and therefore training needs between those
physicians practicing in high incidence urban areas and low
incidence rural areas. The former will be actively involved in the
treatment of AIDS patients and therefore need training to improve
their treatment and caregiving ability; the latter serve as
community resources and educators, and their training needs reflect
this role.

The concept of shared care is being developed as a physician
training model at Ohio State University. Drs. Williams and Para
are particularly interested in and developing a mechanism for two
way information dissemination between the community based primary
care physician and the specialist involved in the care of AIDS
patients. Dr. Williams has been working closely with primary care
physicians and has prepared a series of small pieces about HIV
family practice for state journals. Drs. Williams and Para are
considering the use of an 800 number for community practitioners who
can then access information through a voice mailbox.

Educational video tapes and computer software have been developed
for physicians.

o Dental Training--Dental training is to be aimed at dentists, dental
hygienists and dental assistants. Training focuses on the two broad
areas of infection control and oral manifestations of HIV/AIDS. The
specific content of the training is to be adapted to the professional
mix of the audience and their practice settings, as well as the amount
of time available for the program. The Kentucky site reports that the
training of trainers material and the instructional unit for dentists
is now complete.

Dental specific educational videotapes, instructional modules, and
computer software programs have been developed.

o Nurses Training-- Staff at OSU had gathered materials to be used for
self teaching modules for nurses. In addition, a monograph focused on
Nursing and AIDS has been re-written and is currently under review by
all sites. The Kentucky site reports that training materials for
nurses and midwives are now in the review cycle and are being field
tested. In addition, educational videotapes and computer software
programs have been developed.

o Allied Health Training--As noted above, allied health workers were
initially a single target group. As the development of training
programs began, it was quickly realized that numerous professions are
represented under this title, each needing training specific to the
jobs they perform. In the first year of the project, a media-based
training program on infection control for emergency medical personnel
was produced by the Michigan site. An in-house survey among Allied
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Health Professionals at Ohio State University enabled the staff to
compile core topics and produce a workbook that is profession speci,fic.
This material was then sent to Kentucky for critique and review.
An educational videotape has also been developed for first responders.

o Counselor Training--Initially, the profession-specific counseling
training was to be geared toward pastoral counselors. Early in the
project, the focus was broadened to include generic counseling
interventions. The Kentucky site reports that by year end, 1990, the
Training-of-Trainers unit for counselors will be completed.

Ohio Medical Education Network (OMEN): OMEN offers one-hour programs
based upon slide/tape and video presentations with live, two-way telephone
interaction coordinated from the OSU site. Three programs were earmarked
for year one , and six programs in each of the two subsequent years. Each
program is expected to reach an average of 1700 physicians. The programs
(spanning the time from November, 1987 through May, 1990) include:

0

0

0
0

0
0
0

0

0

0

0

0
0
0

Acute Viral Infections of the Central Nervous System
Criteria for Blood Transfusions: Should We Reexamine Old
Standards
AIDS and the Primary Care Physician
Plasma Exchange for Auto-Immune Hematologic Disease
Helping HIV-Infected Patients: Nursing Implications
Infection Control in the Office
Ethical and Policy Issues in the AIDS Era
HIV Infection: Management After Diagnosis
Blood Safety: Transfusion Transmitted Diseases
HIV Update: Diagnosis & Treatment
HIV/AIDS in the Emergency Room
AIDS and the Health Professional
Home Care 6 Home Therapy for the AIDS Patient
HIV/AIDS in Labor & Delivery

Computer Assisted Instruction (CAI): ECAETC is pursuing a self-study
strategy via Computer Assisted Instruction. CA1 modules are being
developed by the Ohio State site and disseminated throughout the region.
Initially three modules were to be developed: one for physicians and
dentists; a second for nurses; and a third for physicians’ assistants and
allied health care workers. After development of the first module began,
it was determined that the physicians and dentists were in need of quite
different content, and therefore the plan was modified to include separate
modules for physicians and dentists. The physician’s module was determined
to serve the needs of physicians’ assistants, as well.

Each module is on floppy-disk for use on a personal computer and is
designed to take an average of three hours to complete. The content of
each is designed to take the learner from the knowledge level to the
problem solving level, simulating patient and family management. The
self-study program includes a self-administered test which may be submitted
as evidence of program completion for continuing education credit.



ECAETC
Case Study
Page - ‘16

The educational computer software currently listed includes:

o AIDS: Vignettes for Physicians
o AIDS: Vignettes for Dental Professionals
o AIDS: Vignettes for Nurses
o AIDS and HIV Disease: Psychosocial Interventions for Health
Care Workers (to be available Fall, 1990)

Ohio Cable Health Network: Four one-hour televised programs were
scheduled to be produced and shown on the Ohio Cable Health Network each
year; however, more effective and efficient means of reaching the same
target groups, such as teleconferences, were identified and the cable
strategy was dropped.

Teleconferences: Two-hour teleconference programs, based on the OMEN
concept but with the use of satellite transmission, were planned for
program year two. This program concept allows for live two-way discussion
via telephone networking. This strategy is projected to reach a regional,
interdisciplinary audience of 200,000 health care professionals per
program. ECAETC has hired two Graduate Research Associates to plan and
coordinate this component of the program.

The first teleconference, AIDS Research Forum VII: AIDS in the Black
Community, conducted by the Texas-based MediVision,  was held March 15, 1989
and was sponsored by the ECAETC at the Ohio State University and AIDS
Medical Resource Center. This program was geared to health care
professionals of all kinds. The Satellite Teleconferences (spanning the
time from December 1988 through May 1990) include:

0
0
0

0

0
0
0

0

0

0

0

II Pan American Teleconference on AIDS
Alternative Treatments of HIV Disease
AIDS: Identifying Community Resources
AIDS in the Black Community
AIDS in the Primary Care Setting
Sexual Transmission: Asymptomatic HIV
Satellite Broadcast of Fifth International Conference on

AIDS, Montreal
HIV/AIDS: Substance Abuse Issues
HIV/AIDS: Nursing Home and Home Care Issues
HIV/AIDS: Legal and Ethical Issues
HIV/AIDS: New Treatments and Therapies

Annual Conference: A large interdisciplinary annual conference was
scheduled to be held each year for approximately 1,000 health
professionals. The first of these conferences, The Primary Care Response
to AIDS, held September 23-24, 1988 and was reported to be very well
received although falling short of the number of professionals the ECAETC
intended to reach. Of the nearly 200 participants,.37 percent were
dentists, 19 percent doctors, and 16 percent nurses.
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Training of Trainers: Based on its experience with the TIPS program,
the Kentucky site has been designated as the focal point of
train-the-trainers activities for the ECAETC project. Kentucky is
responsible for both development of its own train-the-trainers curricula
and the curricula developed by other sites.

The train-the-trainers model offered by the Kentucky site consists of
both a training skills component and an orientation to a specific
curriculum. The train-the-trainers program is typically supported by a
package of materials including the TIPS materials on training skills, the
curriculum itself, and a facilitator’s manual that assists the trainer in
customizing a training program for a sub-specialty, a more limited time
frame or to emphasize a specific issue within the curriculum.

In spite of beginning with a solid model and a well-established
process for train-the-trainers program development to follow, the ECAETC
train-the-trainers program has been slow to come to fruition. Part of the
reason for the limited train-the-trainers activity is the fact that, using
the TIPS model, a train-the-trainer experience is based on a specific
curriculum and cannot be designed until the curriculum itself is completed.
For example, once the dental curricula was complete, attention could be
turned to the development of train-the-trainers activities and the
identification and enrollment of professional leaders in the dental
community who are prepared to be trainers. In addition, interested
parties are enrolled in clinical experiences to enhance their credibility
as AIDS dental trainers. The TOT and instructional unit for the dental
program has been completed.

Another cause for delay in train-the-trainers development stems from a
lack of a common definition of “curriculum” among the sites. Thus, some
materials which had been submitted for transformation into a train-the-
trainers experience were either not fully enough developed or did not lend
themselves to such transformation.

An hour and a half train-the-trainers segment had been presented as
part of a joint program with the Midwest AIDS Training and Education Center
(MATEC) given in June 1989 in Chicago for public health professionals. To
spur further progress , alternative models and methods for providing
train-the-trainers experiences are under consideration. Among the
possibilities suggested by the Kentucky site are that the Kentucky site
trainers can travel to other sites on request and offer a TOT or the
various sites can come to Kentucky to enroll in the basic TIPS workshop to
learn how to train trainers.

Training Institute: A Training Institute for trainers and educators
in the region was originally planned to be held once each year in
Lexington. It has since been decided to combine the Institute concept and
activities with the Annual Conference. The Institute activities at the
first conference consisted of a day’s presentation of AIDS content to
dental faculty to facilitate their teaching.
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Development of Curricular Material and Infusion of AIDS Content into
the Curricula of Health Professions Schools: One of ECAETC’s  objectives is
to develop suggested AIDS curricular components for infusion into existing
health professions curricula at undergraduate, graduate and professional
levels. Recognizing that curricula are determined by institutional
faculty and are rarely adopted from outside sources, ECAETC’s  strategy for
impacting the health professions schools is consultative rather than
proactive, offering its products, and information and technical assistance
services to professional school faculty. An early activity in this area
was a curriculum development workshop conducted by the Tennessee
site to assist the School of Nursing faculty in integrating AIDS content
into its curricula. The Michigan site reports that faculty have been
involved in the development of simulated patient exercises for medical
students (specifically focused on HIV related risk assessment and sexual
his tory). The first scenarios have been developed and are used as an
optional part of the curriculum.

Other Caregiver Training: Overall, program goals and objectives focus
on standardized training programs, both core and profession-specific, to be
disseminated and replicated throughout the ECAETC region. In addition to
these activities, the various ECAETC sites sponsor/co-sponsor a variety of
programs developed in conjunction with other professional groups and
organizations. In Cincinnati, for example , regularly scheduled AIDS Update
programs are cosponsored by the ECAETC and the Health Department and are
offered to a wide variety of health workers. ECAETC and the School of
Allied Medical Professions, Ohio State University, co-sponsored a training,
“AIDS : An Allied Health Perspective” in both year one and year two.
ECAETC and the Tennessee State University/Meharry Medical College
cosponsored a course “Infectious Diseases and Infection Control in the
Dental Office”. ECAETC and the University of Michigan Medical School
cosponsored a training, nAIDS and Primary Care Providers in Michigan”.
This is just a brief sampling of programs, some of which are one, two or
three day offerings.

2. Curricula and Materials Developed/Used

The initial plan called for curricula and training materials to be
developed, drawing on the results of the needs assessment survey and a
search of materials that had been developed previously by the various
ECAETC sites and others in the region, as well as on input from meetings of
the Site Directors and the Criteria/Assessment Advisory Committee. For a
variety of reasons, the data garnered from the needs assessment did not
prove very useful for regional purposes, and the survey of regionally
developed materials had a relatively low yield. The TIPS
train-the-trainers materials, however, were identified as a significant
regional resource to be incorporated into the ECAETC program. As planned,
the Criteria/Assessment Advisory Committee prepared an extensive list of
training issues to be addressed. This document potentially provides a
framework for a comprehensive curriculum development effort.

ECAETC has been very active in curriculum and materials development,
with responsibility being shared among several of the sites. The Kentucky
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‘and Ohio State sites have taken the lead in the development of curricula
and written resource materials, while Michigan and Ohio State have focused
on the production of media-based educational materials. A number of the
materials were recorded on video from live formats for wider circulation.

Drawing on their previous experience and organizational strengths, the
Kentucky and Michigan sites have offered protocols for curriculum and media
development respectively for the general benefit of the ETC. The
curriculum development process follows a prescribed schedule which
includes : research and readings; development of specific objectives;
drafting of the content; internal and external reviews; rewriting; field
testing; rewriting; and, final printing. The media development protocol
follows a similar process, also proceeding in phases: analysis
(determination of learner baseline and instructional needs to be filled by
the product, and existing resources); design/development (determination of
content, sequence and media to be used); production (development of
instructional objectives; preparation of content outline and visual notes,
drafting of script, initial review, script rewrite and storyboarding,
preliminary media production, review, pilot testing, final media
production, assembly and editing, and duplication); full field trial; and
evaluation.

The core interdisciplinary curriculum is basically informational,
covering topics that provide the educational foundation on AIDS needed by
all categories of health care workers: basic science; epidemiology;
transmission; testing; diagnosis; treatments; infection control; personal
preventive behavior; psychosocial aspects; community resources; and legal
and ethical considerations. A separate module covering counseling
interventions is to be included as part of the core interdisciplinary
curriculum and is also in final stages of development.

The dental curriculum is the first of the discipline-specific
curricula to have been completed under the protocol described above. The
curriculum, The Dental Perspective On AIDS and HIV Disease, consists of two
modules : In ection Controfrst of these is
intended for all categories of dental health care workers who have direct
contact with patients or instruments used to treat patients, and is aimed
at enabling such individuals to implement effective infection control
techniques, thus minimizing the already low potential for spread of AIDS in
dental practice. The latter is more specifically appropriate for dental
providers and is intended to enable these practitioners to identify
clinically the oral manifestations that accompany HIV infection, to provide
dental management for a person with HIV infection and to take appropriate
action when a dental worker may have been exposed to HIV infection.

The discipline-specific curriculum for nurses is in its final stages
of development, but has not been reviewed for this report.

A number of media-based materials have been completed and are being
actively marketed by the ETC:

o HIV/AIDS: Testing and Risk Assessment videotape/discussion
leader guide
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HIV/AIDS: Epidemiology for Primary
Care Health Professionals
AIDS: Identifying Community Resources

First Responders: Infection Control
from Theory to practice
AIDS in the Primary Care Setting

Psychoneurological Aspects of AIDS for
the Primary Care Provider
AIDS Precautions in Labor, Delivery,
and the Nursery
AIDS in the Black Community: The
Physician’s Role
The Dental Perspective on AIDS and HIV
Disease: Infection Control
The Dental Perspective on AIDS and HIV
Disease: Dental Management
A Core Curriculum on AIDS and HIV disease
Nutrition and HIV: Your Choices Make a
a Difference
AIDS Instructional Materials for Health
and Mental Health Professionals
AIDS: Vignettes for Physicians
(with continuing education post test)
AIDS: Vignettes for Dental Professionals
(with continuing education post test)
AIDS: Vignettes for Nurses
(with continuing education post test)
AIDS and HIV Disease: Psychosocial
Interventions for Health Care Workers
(with continuing education post test)
AIDS in the Black Community: The
Physician’s Role
(with continuing education post test)

videotape/discussion
leader guide
videotape/discussion
leader guide
videotape/discussion
leader guide
videotape/discussion
leader guide
videotape/discussion
leader guide
videotape/discussion
leader guide
videotape/discussion
leader guide
training module

training module

instructional unit
booklet

resource guide

self instructional
software
self instructional
software
self instructional
software
self instructional
software

self instructional
software

Other educational materials and media are in various stages of
development.

3. Evaluation

Evaluations of the developed materials are performed through expert
review. Training-specific evaluations are currently process oriented
(generally asking participants to rate program success). Participants are
asked to rate the session regarding appropriateness of content,
completeness of content, and use of audiovisuals. In addition,
participants are asked to indicate applicability of content to practice as
well as to indicate the most and least valuable aspects of the program.

None of the sites have had the opportunity, thus far, to develop or
implement program evaluations that measure trainee outcomes (attitude,
knowledge, or behavior) nor has the project’s evaluator developed
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evaluation tools that measure these dimensions for use by the sites.
Project staff clearly recognize the need to document the effects of their
programs. They have indicated that, while they do not plan to focus on
outcome evaluation, now that the organization is well established and
running smoothly, they will make an effort to exnand their current tool to
include one or two simple proxy measures of outcome. They have also
indicated interest in instrument sharing with other ETC programs.

4. outputs

ECAETC sites have co-sponsored and, in a few cases solely conducted, a
variety of HIV/AIDS related workshops, seminars, and presentations geared
to the health care professional. In so doing, ECAETC is able to reach
physicians, nurses, dentists, allied health workers, first responders, and
others including health science students in various settings throughout the
region.

In the first year, ECAETC reports a total of 121 presentations and
programs offered to health professionals. Over 15,000 health care
professionals, including almost 6,000 physicians were reached through these
efforts. An additional 2,000 health science students bring the number to
over 18,000.

Of the 121 education and training activities, 60 presentations and
programs were reported by the Cincinnati site with an average attendance of
130; 9 presentations and programs by the Michigan site with an average
attendance of about 115; 49 presentations and programs by the Ohio site
with an average attendance of over 150; and an additional three
presentations and programs by the Tennessee site with an average attendance
of nearly 70. Kentucky reports its activities in terms of contact hours,
90 contact hours in all for just over 1,000 health professionals and health
sciences students.

In the second year, 76 programs were presented during the period
August, 1988 to January 1988. Of these, 3 were co-sponsored or supported
by Cincinnati with an average attendance of 35; 20 were conducted solely by
the Kentucky site with an average attendance of 40; 1 conference was
co-sponsored by the Michigan site with 171 in attendance; and 23 were
conducted or co-sponsored by the Tennessee site with an average attendance
of 50. The Ohio site was involved in holding 29 programs including the
annual conference, five replications of two OMEN programs and one
teleconference with a reported reach of 6,718 participants, the vast
majority of which are estimates of the audiences served via the
telecommunications efforts.
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A summar  of education and training activities, updated in Spring of
d1990 an inc uding projections for the summer of 1990, are as follows:

Summary of Education and Training Activities
Type of Program/Number of Participants

Type of Program Number
of Particinants

250 1 to 2 hour presentation 33.000
67 l/2 to 1 day workshop 5.075

7 2 to 3 day conference 1.250
12 OMEN Programs 12,700

8,200
11 Satellite Teleconferences 27,100

119,250
6,000

ECAETC has summarized the distribution of trainees as well:

Summary of Professionals Served

Professional Group % of Participants Number
Served

Nurses 25%
Physicians 14%
Dental Professionals 7%
Counselors/Social Workers 8%
Allied Health Professionals 12%
First Responders 5%
Students 10%
“Other” 19%

Estimates of Participants reached
through Satellite, Video and
Audio Teleconferences

9,825
5,502
2,751
3,144
4,716
1,965
3,930
7,467

TOTAL : 39,300

173,000

ESTIMATED TOTAL: 212,300

The media-based products developed to date are listed above.

E. Effort To Reach Minorities

ECAETC notes that five percent of their program participants are
minorities. Certainly, the potential for minority involvement is strong.
The most evident example of minority involvement in the ECAETC is the
direct participation of the Meharry  Medical College. Meharry is an
institution dedicated to education, training and research to ameliorate
problems associated with the health of minorities and the disadvantaged.
It can be anticipated that the continuing education relationship between
this institution and its graduates will result in training outreach to many
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minorities, especially black health professionals. While training
activities for minorities and on minority issues have been taking place,
specific products have been slow to develop. ECAETC’s  first major
teleconference in the spring of 1989 addressed “AIDS in the Black
Community” and a number of products have been developed and delivered.

As described previously, ECAETC used input from the Criteria/
Assessment Advisory Committee to assess the concerns of high-risk
populations and agencies which serve low-income and minority populations.
The Committee make-up includes representatives from State and City Health
Departments and the minority community. Through the Program and Service
Record which is described in Section V, the ETC is tracking trainees that
are also from a minority population.

v. Program Administration

A major success of ECAETC is the development of a regionwide
organization which enables the individual sites to function cooperatively
as well as independently. While three of the sites are a four to
five-hour drive from the project office in Columbus, ECAETC management has
not allowed this distance to create a barrier. Through the use of a
detailed planning document, scopes of work, written documentation, and
administrative support systems, ECAETC has made this region more
manageable. A consensus approach is taken with decisions and developments.
Staff members at individual sites commend the strong effort and leadership
style of the administrator.

A. Administrative System

1. Management Control Mechanisms

The first line of management control for ECAETC is its three-tiered
statement of goals and objectives, the final tier of which includes
identifiable tasks to be completed as well as target completion dates.
This document serves as a workplan  against which progress can be measured.

Responsibilities of each of the sites are spelled out in the
Statements of Work included in Memoranda of Agreement. These Statements of
Work were prepared by the sites themselves during the initial planning
phase, in collaboration with project management, according to their areas
of interest and expertise. Midway through the project, they were updated
to reflect changes in roles.

At ECAETC, there is an emphasis on the documentation of all
activities. Forms have been developed to collect information on programs
presented as well as requests for information. Procedures for data
collection and maintenance of databases are also documented. Minutes of
all meetings--project staff meetings, site directors’ meetings, and
advisory committee meetings--are compiled and circulated.
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2. Management Information Systems

ECAETC reports four areas included in their management information
systems: Training Activity Database, Organizations/Mailing List Database,
Individual Trainee/Trainer Database, and a system for monitoring event-
specific and overall program cost and revenues. Software for maintaining
these databases include spreadsheet programs and Notebook II.

Data on training activities is collected via the Program and Service
Record and stored in spreadsheet format. The database contains a record
for each activity: sponsoring site; date; contact hours; objectives; an
indication of whether it was sponsored, co-sponsored or assisted by the
site; training method(s) used; media support; number of participants by
profession; number of minorities by ethnic affiliation; and urban/rural
distribution of providers. The database is updated on a monthly basis and
provides the data necessary for reporting on numbers and types of
trainings and trainees.

Another database is used to manage ECAETC’s  mailing lists containing
organizations, organizational representatives, and individuals with whom
ECAETC wishes to keep in contact.

Yet another database is maintained to document and track networking
and information dissemination activities throughout the ETC. A brief form
is used to record the nature, scope and outcome of each substantive contact
by site staff at each site for the purpose of networking/linkage/request
for information.

Overall costs of ECAETC are recorded and monitored at the Center using
a system in place in the Department of Family Medicine--the Expenditure
Tracking System--developed by the Ohio State University. At each site
costs and revenues from conferences and workshops are monitored through the
individual organization’s established accounting system.

3. Coordination

ECAETC places strong emphasis on coordination, recognizing that such
coordination is critical when trying to create and maintain a sense of
organization among disparate entities. The project staff, in particular
the project director, have assumed a strong coordinating role. At the
project level, there are regularly scheduled staff meetings. Site
Directors’ meetings are usually attended by two or more staff members from
each site. The Site Directors are responsible for implementing the
program in their service area. Systems to support coordination have been
set up, notably the use of CompuServe for electronic mail, providing
linkages between sites and enabling the rapid transfer of documents among
sites.

B. Systems for Hanaging Training Events

ECAETC reports that the management of training events is essentially
handled by the outside agency with whom the site is collaborating. It is
usually the co-sponsoring agency that has direct responsibility for
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marketing, trainee recruitment, registration, and outcome reports. ECAETC
participates directly in designing and marketing instrumentation,
selection of trainees, and preparation of evaluation forms which lead to
outcome reports.

1. Marketing

ECAETC has been actively involved in marketing itself since the
project began. An extensive booklet, prepared in 1988, describes ECAETC
and the overall ETC program. A simple brochure about the ETC, containing a
return card by which interested parties can request that their names be put
on ECAETC’s mailing list, has been widely disseminated. Exhibit posters
are used at meetings and conferences. The February 1989 issue of Ohio
Medicine carried a lengthy article about ECAETC, its programs and prdducts.
ECAETC’s  newsletter serves as a marketing tool both for ECAETC as an
organization and for its training events and products.

ECAETC publishes a flyer-style calendar announcing the regionwide
training events for a six month period. Brochures for the ECAETC-sponsored
training events are prepared by the primary organization sponsoring the
event and therefore vary in format. While ECAETC’s  name is always listed
as a co-sponsor, it is not necessarily prominently displayed. ECAETC also
markets its products through journals and via displays at meetings.

2. Trainee Recruitment/Selection

Recruitment of trainees is accomplished through brochures, listings in
professional journals and institutional mailings. The program also hopes
the Professional Liaison Committee will be useful in recruiting trainees
through their respective associations. Trainees are expected to
self-select into the training programs. CEUs are offered for all
activities. Thus, it is anticipated that the dual attraction of CEUs and
an important learning opportunity will be sufficient to recruit the desired
number and type of trainees.

3. Registration

Registration systems
cosponsoring associations

and procedures
or agencies.

are the responsibility of the

4. Output/Outcome Reports

The ECAETC Program and Service Record is used by each site to document
the nature and scope of its training activities. The data are compiled
semiannually by site and type of health professional served.

c. Training

For the most
the university or
or by the outside

Facilities

part, space and other training facilities are provided by
public agency with which the ECAETC site is affiliated,
agency with whom the site co-sponsors the event.
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Worthy of special note is the newly renovated space ECAETC has been
given at Ohio State University. This includes office space, classrooms, a
library, and conference room space for display and use of ECAETC products
as well as other Department of Family Medicine research and education
products.

D. Cost-Sharing

At ECAETC, cost-sharing comes mainly in the form of space and in-kind
administrative support. Sites also receive administrative office space and
in-kind contributions related to postage and mailing labels, and volunteer
training. Participant fees for participation in workshops and trainings
are used to cover program costs. In addition, ECAETC reports that they
have been successful in obtaining funding from outside sources, such as
sponsorship from Proctor and Gamble for the annual regional conference.

E. CEUS

Continuing education credit is offered for physicians, nurses,
dentists, allied health professionals, and others as needed. These are all
described as program specific CEU offerings.

F. Information Services

The “information collection and dissemination function” is a major
thrust of the,ECAETC  program. Each of the sites has responsibilities in
this area, although several of them have focused on information services
more intensely than others.

Each site is responsible for identifying area training and continuing
education opportunities. This information is maintained in a database by
the OSU site.

The Cincinnati site produces a periodic newsletter, AIDS Line, which
contains a calendar of training events as well as updates on technical and
clinical issues related to HIV/AIDS. The newsletter is distributed
primarily to associations and organizations rather than to individuals.

The libraries at each of the universities and medical schools serve as
resources for each of the sites. ECAETC is particularly proud of its
association with the Medical Center Information and Communications (MCIC)
at the University of Cincinnati. MCIC offers an array of products and
services including free access to an on-line bibliographic database and a
variety of searching services, an automated on-line public catalog, an
updated HIV/AIDS related collection of films, texts, articles, and teaching
tools as well as a computer compact disc AIDS library. MCIC has
consolidated information and communications to support patient care,
research, and education. Through this center, ECAETC is able to collect,
update, disseminate and track AIDS-related clinical articles of interest to
community practitioners. This on-line clinical database includes 3-4 key
articles on a number of HIV/AIDS topics.
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A formal Resource Center has been established at ECAETC's  Kentucky
site which is staffed by a resource specialist and is equipped to serve a
clearinghouse function as well as to do literature searches. The most
visible project of the Resource Center is its Instructional Materials
Database. More than 90 AIDS resource materials, primarily audiovisuals,
have been identified, obtained, reviewed for their educational relevance,
catalogued and entered into the database. The citations, along with their
evaluations, have been published in hard copy, in a format that can be
updated. This document is indexed by title, author and media. The database
will soon be expanded to include textbooks as well.

The Tennessee ECAETC site, in collaboration with Nashville CARES and
Vanderbilt AIDS Project, have published the booklet, Nashville Responds to
AIDS : A Community Resource Guide which identifies organizations in
Tennessee and Nashville that provide information/education on AIDS, and
emergency and financial assistance, health services, legal assistance and
social services to people with HIV/AIDS.

ECAETC, through its Kentucky site, is a co-coordinator with the
University of California/Davis ETC of the ETC AIDS Resources Network
WARN)  l EARN is collaborative effort among the ETCs nationwide to make
efficient and effective use of existing AIDS resources. In addition to
coordinating initial organizational efforts, the Kentucky site will conduct
bi-monthly searches and organize mailings on specific topics of interest on
an ongoing basis.

VI. Summary and Challenges for the Future

ECAETC is a regional “center” consisting of five implementation sites,
managed by a project staff in consort with the directors of each of the
sites. .Sites  are responsible for providing and promoting information,
education and training activities, and for developing curricula and
materials to support these activities. Responsibility for the development
of curricula and materials has been apportioned among the sites, according
to their respective areas of expertise, with the intent that the programs
and product collectively would form “the ECAETC program.”

As an organization, ECAETC began as a confederation of competitors.
Through the efforts of ECAETC’s  individual sites, sustained by the
leadership of the project director, disparate organizations have come
together to form a solid organizational base poised to address professional
AIDS related training needs of the region. The organizational structure
supports the expertise present at individual sites, enabling sites to focus
on those particular activities that draw on their unique strengths and
serve local needs. There is, within each site, a strong regional
identification and, at the same time , a good deal of respect evidenced for
the central administrative efforts.

Several innovative and well developed products have emerged from this
organization. A dental curriculum and other curricula currently underway
follow a strong model for curricula designed to meet specified behavioral
objectives. Programs delivered through computer assisted instruction offer
an innovative approach to training the health care professional.
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Telecommunication programs provide opportunities to reduce geographic
distances and reach dispersed professional audiences. Media products
complement live training events. Information services and library
facilities at various institutions enable ECAETC to serve health
professional students and health care practitioners regarding HIV/AIDS
information.

The organization, the systems and the expertise are clearly in place,
not only to reap the benefits, but to achieve real synergy from the
collaboration among the ECAETC components. Many outstanding contributions
have been made.

In spite of the attention paid to communications, occasional gaps
still appear. However, this has been recognized and all agree that
communications between the project staff and the sites, as well as among
the sites themselves need improvement. Now that a strong regional
organization has been established, there is the feeling that this can be
attended to.

ECAETC’s  strategy of providing its sites with an organizational
structure which encourages independent development of programs and products
presents several challenges for the future. Organizational flexibility
that allows for diversity of approach among the ECAETC sites has, at once,
spurred creativity but has delayed progress as well. The ECAETC program is
replete with examples of the former. One example of the latter can be
found in the curriculum development/train-the-trainers area where one site
must build on the work of another. The lack of consensus as to what
constitutes a curriculum and degree of materials development necessary to
form the core of a train-the-trainers experience has resulted in the
production of some materials that cannot readily be converted into a
“program. ” Some degree of common direction is necessary to make
collaborative efforts productive and efficient. ECAETC’s  challenge for the
future is to recognize when independent direction has the potential of
being counterproductive and to find a mechanism for achieving a common
ground.

In a number of instances, sites share the same interests, but have had
limited opportunity to work collaboratively. During the first two years of
project activity, the Kentucky site was developing the dental curriculum
materials while the OSU site also moved ahead with materials development
for dentists and the Meharry  site, designated as the focal point for
minority activities, was only tangentially involved in the planning for the
teleconference addressing minority issues. By enhancing its mechanisms for
collaboration, ECAETC can minimize the potential for duplication of effort
and maintain the harmonious spirit it has worked so hard to build.

Increasing opportunities for collaboration on program and product
development has implications for the long term, as well. Sharing of
products, once developed , enhances the knowledge base of those who adopt
them, but it does not increase the recipient sites’ ability to replicate
the development process. At various sites there is a great depth of
technical expertise in such areas as curriculum development, media
production, evaluation and the like. Through collaboration, not only will
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product and program development be expedited, but these skills can be
transferred as well, thus building longer term regional competence. Some
of these collaborative efforts are underway already at ECAETC--for
instance, Tennessee has requested the assistance of Kentucky to capitalize
on the latter’s expertise in curriculum development--and these efforts are
greatly applauded.

Curricula for core and discipline-specific training programs are
targeted for development in order that training programs in these areas can
be standardized and utilized throughout the region as identifiable ECAETC
products. As should be expected, this type of development takes time. In
the meanwhile and contemporaneous with this effort, individual sites are
conducting general educational activities geared to local needs. When the
core and discipline-specific curricula are finally in place, ECAETC sites
will face the challenge of switching gears somewhat after two years of
functioning autonomously and primarily co-sponsoring training events with
outside agencies under the ECAETC umbrella, to marketing these ECAETC
training products among their collaborating agencies and their professional
constituents.

ECAETC has “reached” a large number and variety of health care
professionals with its programs and has been prolific in its production of
education and training materials. However, many of the numbers come from
telecommunications efforts for which only estimates are available.
Reaching targets is a short term objective; changing behavior and the way
care is provided to AIDS patients is the ultimate objective of the national
ETC program. To date, ECAETC has limited its evaluation activities to
subjective feedback from experts and recipients. In order to document its
contribution to the impact of the ETC program nationwide, it will be
necessary for ECAETC to begin to capture data on changes in knowledge,
attitudes, intentions, skills, and professional behaviors brought about as
a direct result of their education and training efforts.

Building on the expertise of ECAETC’s  component sites was an excellent
way to launch a new organization and a new program. Organizationally, this
strategy recognized the value of each of the sites and minimized the chance
that turf issues would interfere with the building of the new and cohesive
entity. Programmatically, of course, the strategy enabled the ETC to build
on a technically solid foundation. The challenge for ECAETC, now that it
has passed through the most critical phase of organizational development,
is to create an “ECAETC program” which is more than simply the sum of its
parts. At this time, more program direction from the project level would
not be inappropriate: an assessment of whether the training needs around
the region have changed; development of a comprehensive training plan; and
identification of resources both within the current ECAETC structure, or
outside it if necessary, needed to implement the training plan.
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Goals and Objectives

Project Goal I - Organizational Function: Promote and assist in the
establishment of organizational arrangements within or among state and
local agencies, health care professions schools and programs, and health
professions associations which will improve the development and
dissemination of educational materials and the multifaceted delivery of
AIDS education and training.

Major Project Objective 1.A: Establish and maintain the East
Central Region AIDS Education and Training Center for Health
Professionals (ECAETC) at the Ohio State University in collaboration
with the University of Kentucky, Meharry  Medical College, University
of Michigan , and Cincinnati Board of Health.

Major Project Objective 1.B: Align the respective Scopes of Work
such that the appropriate personnel can undertake the task of
facilitating the exchange of AIDS information and expertise and by
providing training to those for whom AIDS educational programs can
make a difference in the prevention, diagnosis, counseling and
management of patients and their families.

Project Goal II - Materials Development Function: Research, design and
develop AIDS training materials for use with health care professionals.

Major Project Objective 1I.A: Determine baseline knowledge related
to diagnosis and treatment and awareness of community resources
related to counseling and management.

Major Project Objective 1I.B: Determine the extent to which AIDS
training materials already exist , assess their availability and
cost, assess their potential usefulness and/or applicability to
ECAETC training efforts, and include in data bank for dissemination.

Major Project Objective 1I.C: Research, design and develop written
and mediated AIDS training materials as necessary to address
deficits in existing training materials.

Major Project Objective 1I.D: Research, design and develop
train-the-trainer experiences and programs developed with the
express purpose of preparing key individuals to replicate AIDS
training experiences and to do so in an effective manner.

Project Goal III - Education and Training Function: Disseminate AIDS
training programs for health care professionals.

Major Project Objective 1II.A: Disseminate ECAETC-developed AIDS
training programs on local, state, and regional levels.

Major Project Objective 1II.B: Disseminate ECAETC-developed
train-the-trainer programs on local, state, and regional levels.

Major Project Objective 1II.C: Provide technical assistance in the
design and implementation of appropriate AIDS in-service and
continuing education programs for health care providers.



Project Goal IV - Information Collection and Dissemination Function:
Collect and disseminate to the health care community information on AIDS
research, clinical care, educational programs and instructional resources.

Major Project Objective 1V.A: To disseminate updated information
regarding HIV to the various health care communities served by the
ECAETC .

Major Project Objective 1V.B: To disseminate information regarding
AIDS education and training resources, curricular materials, and
courses.

Major Project Objective 1V.C: Provide advice, assistance and
educational services in support of AIDS training in ECAETC region
hospitals, agencies, associations, colleges and universities, and
other organizations/entities.

Project Goal V - Undergraduate and Graduate Curriculum Development and
Infusion Function: Assist health professions schools in the selection and
implementation, and evaluation of AIDS education course materials and
curriculum improvements.

Major Project Objective V.A: Determine status of health professions
educational programs regarding AIDS components of current didactic
and clinical curricula, including resource personnel and materials
both used and needed.

Major Project Objective V.B: Adapt recognized curriculum
development guidelines, processes and criteria to a format which can
be used by institutions in the analyses and development of AIDS
didactic and clinical curricula in their health profession programs.
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ETHICAL DELIMMAS SURROUNDING THE AIDS PATIENT
AIDS UPDATE AND OVERVIEW
PHYSICIANS AND HIV
MANAGEMENT OF HIV POSITIVITY THROUGH THE SPECTRUM
AIDS: PROGRESS AND PROBLEMS
AN OVERVIEW OF THE AIDS EPIDEMIC
INFECTIOUS DISEASE CONSIDERATIONS - DENTISTRY SYMP
AIDS AND SOCIAL WORK
AIDS
THE MEDICAL ASPECTS OF AIDS
CRITERIA FOR BLOOD TRANSFUSIONS
MIDWINTER FAMILY PRACTICE
A1D.S
INFECTIr3US  DISEASES
THE EPlDEMIOLOGY  OF AIDS
AIDS AND THE LAW ENFORCEMENT OFFICER
OVERVIEW OF AIDS
AIDS UPDATE
SEXUALLY TRANSMITTED DISEASES - SECTION OF AIDS
LOCAL ASPECTS OF THE AIDS EPIDEMIC
THE AIDS VIRUS AND ITS TRANSMISSION
HIV INFECTION AND TRANSPLANTATION
AIDS LIFELINE SPECIAL
PUBLIC SERVICE ANNOUNCEMENTS FOR CH 10
MEDICAL STUDENTS SPEAKERS BUREAU FOR AIDS
"CONSIDERING AIDS"
PREVE!'JTING AIDS IN DENTAL LAPORATCRIES



. . .._ .
ALL ECAETC EVENTS 6 ACTIVITIES bY"ii?E-Fibi Pi&kdT  START TO 8/U/90

-.
: ..’ :

:
.’

.-, 3/M/8;
Z/15/88
Z/15/88
3/ 17/88
Z/18/88
.3/25/138
4/5/88
4/7/88
04/08/88
4/9/88
4/15/88
4/l&/88
4/19/88
04/20/88
4/21/88
4/X/88
04/X2/88
04/23/88
04/2.3/88
04/26/88
5/Z/88
5/S/88
5/b/88
5/13/88
5/1.X/88
S/13/88
5113188
5/Z/88
5/17.‘88
5/Z/88
S/25/88
5/27/88
b/4/88
M/18/88
6/20/88
06/28/88
7/l/88
?/l/88
7/9/88
7/12/88
7/X/88
7/15/88
7/15/88
l/15/88
7/15/88
7/19/88
7119188
07/26/88
7/G&/88
7/25/88
a/)2/88
8/Z/88
G/5/88
08/10/88
8/l&/88
8/1&l/88

f-, 8/26/88
a/2sisa
08/51/88
G9/01/88
9/‘2/88
?/Z/88 ’
09/Okf/88
09/09/88

-. ._:

‘: -

AIDS
:; ; .

AIDS: TESTING AND IMPLICATIONS
AIDS: TESTING AND IMPLICATIONS
AIDS: DEVELOPMENT OF VACCINES AND TREATMENT
AIDS: FATHOGENESIS AND NATURAL HISTORY
AIDS
LEARNING TO LIVE & WORK IN A SOCIETY TOUCHED BY AI
HISTORY AND BfiCKGROUND  OF AIDS
INFECTION CONTROL FOR AIDS PATIENTS
AIDS AND INFECTION CONTROL - THE LATEST
OBSTETRICS - GYNECOLOGY
PERSPECTIVES ON AIDS
AIDS
INFECTION CONTROL - PREVENTION OF AIDS
AIDS UPDATE AND NEW THERAPIES
AIDS EDUCATION FOR HEALTH FROFESSIOINALS
TEACHING INFECTION CONTROL TO DENTAL AUXILIARIES
CLINICAL ORAL PATHOLOGY - SECTION "AIDS UPDATE"
REVIElJ OF AIDS
AIDS AND OSHA
AIDS
AIDS
CT-M!?1
AIDS UPDaTE
HIV ANTIVIRAL THERAPY - WHEN TO USE AZT
INTERNAL MEDICINE
AIDS UFDATE
AIDS UPDATE

'AIDS AND YOUR JOB
AIDS
ANTIVIRAL THERAPY FOR HIV
A MEDICAL DESCRIPTION OF AIDS AND ITS EFFECTS ON S
AIDS AND FIRST RESPONDERS
AIDS ECAETC TABLE CLINIC
SUMMER CONFERENCE - FAMILY FHY
PREVENTION OF AIDS FOR DENTISTRY
PEDIATRIC AIDS
PEDIATRIC AIDS
ADVANCED INFECT DISEASES
AIDS IN THE WORKPLACE
AIDS IN THE WORKPLACE
AIDS t EMERGENCY WORKERS
AIDS TESTING
COMMUNITY AGENCIES
AIDS AND EMERGENCY WORKERS
AIDS IN THE WORKPLACE
AIDS IN THE WORKPLACE
DENTAL INFECTION CONTROL
TRAINING THE TRAINERS
TRAINING THE TRAINERS
AIDS if31
AIDS 101
PEDIATRIC BOARD REVIEW
AIDS EDUCATION 4 TRAINING WORKSHOP
SOCIAL SIDE OF AIDS
SOGIAL SIDE OF AIDS
AIDS ECAETC TABLE CLINIC
AIDS IN THE WORKPLACE
CLINICAL ASPECTS OF AIDS
DENTAL INFECTION CONTROL
AIDS AND HEALTH CARE
AIDS AND HEALTH CARE
DENTAL INFECTION CONTROL
OWL PATHOLOGY FOR ORAL SURGERY



ALL ECAETC EVENTS & ACTIVITIES BY DATE FRCM PROJECT START TO S/16/90

..:
r. Q9/10/33

9/12/33
99/12/33
9/12/33
9/12/33
?/14/8%
9/ 14/33
9/i4/83
9/16/38
9/16/33
(X/17/83
9/20/83
9/20/83
9/20/33
09/27/33
9/m/88
U9/29/33
10/l/33
10/01/33
10/4/33
10/5.‘33
10/6/33
iO/O6/88
10/09/33
lO/i7/33
10/i7/38
10/18/38
10/13/38
10/20/33

.,: . . ;.

ORAL PATHOLOGY FOR ORAL SURGERY. :- -..
AIDS 4 MENTAL HEALTH WORKERS
DENTAL INFECTION CONTROL
AIDS AND MENTAL HEALTH WORKERS
AIDS AND MENTAL HEALTH WORKERS
AIDS AND MENTAL HEALTH WORKERS
STD Training class
AIDS AND MENTAL HEALTH WORKERS
GIDS & MENTAL HEALTH WORKERS
AIDS AND MENTAL HEALTH WORKERS
DENTAL INFECTION CONTROL

f--
10/20/38
10/21/38
10/21/38
10/21/38
10/21/88
10/24/38
10/24/33
10/24/88
10/25/38
10/25/38
10/2s/aa
10/26/38
10/29/38
10/29/33
11/04/83
li/9/38
li/9/33
11/11/38
ll/i1133
11/13/88
11/15/88
11/15/38
11/15/33
11/l-5/33
li/17/38
11/17/38
11/18/38
11/18/33
11/zi/aa
11/23/33
11/28/88
11/28/88
11/28/83
11/29/33
11/29/38

GIDS AND DIALYSIS FOR NURSES
UNKNOWN
DENTAL INFECTION CONTROL
DENTAL INFECTION CONTROL
DENTAL INFECTION CONTROL
AIDS AND PRIMARY CARE PROVIDERS
BIDS AND THE PRIMARY CARE PHYSICIAN
HEPATITIS B VACINNATION
HEPATITIS B VACCINATION
INFECTION CONTROL
DENTAL INFECTION CONTROL
"AIDS UPDATE"
GIDS: 2ND NATIONAL NURSING CONF
AIDS: 2ND NATIONAL NURSING CONF.
HEHARRY AIDS SYMPOSIUFl
MEHARRY AIDS SYMPOSIUM
AIDS IN WORKPLACE
AIDS IN THE WORKPLACE
PSYCHOSOCIAL ISSUES
INFECTION CONTROL
DENTAL INFECTION CONTROL
PSYCHOSOCIAL ISSUES
AIDS IN DENTAL PRACTICE
ORAL PATH FOR ORAL SURG
AIDS IN DENTAL PRACTICE
TN ASSOC PRIMCSRY CARE CONFERENCE
ORAL PATH FOR ORAL SURG
TN ASSOC PRIMARY CARE CONFERENCE
HIGHER EDUCATIONS RESPONSE TO AIDS
TNA RESEARCH DAY
TENNESSEE NURSES ASSOCIATION RESEARCH DAY
EARLY CLINICAL MANIFESTATIONS OF AIDS
INFECTION CONTROL
AIDS AND PERSONEL POLICIES
PSYCHOSOCIAL ISSUES
PSYCHOSOCIAL ISSUES
CONFERENCE FOR OENERALISTS IN MEDICAL EDUCATION
EVALUATION OF AIDS EDUCATION 6 TRAINING
LECTURE ON AIDS / PART OF ORAL PATHOLOGY COURSE
AIDS AND YOU
AIDS UPDATE
AIDS
GRAND ROUNDS OSU OB/GYB
AIDS: AN ALLIED HEllLTH PERSPECTIVE
AIDS: AN ALLIED HEALTH PERSPECTIVE
INFECTION CONTROL
INFECTIOUS DISEASE CONTROL
AIDS AND THE CHURCH
AIDS AND THE CHURCH
HEPATITIS t AIDS FOR DENTISTS
DISPELLING THE MYTHS OF AIDS
DISPELLING THE MYTHS OF AIDS

FO



ALL ECAETC EVENTS 4 CICTIVITIES .BY DCITE FROM PROJECT START TO 8/M/90

,. 11/29/88
11/29/88
11/2?/88
11/29/88
11/2?/88
1~./30/88
1Li.30/!38
12/1/aa
12/l/88
12/3/aa
12/0.?/88
12,~05/SS
12:‘6/88
12,‘6/88
12/06/88
12/7/88
~2/07/88
12/7/88
w7/88
12/7/88
12/9/88
s/9/88
12/1.3/88
12/13/88
12/14/88
13 14/88
X2/15/88
l/14/89
01/17/a?
l/18/89
O1/19/89
i/m/a9
01/26/89
01/31/89
02/02/89
02/i7/89
02/20/89
02/21/89
O2/21/89
02/Z/89
02/23/89
Z/25/89
O2/25/89
f>5,‘(>.3/a9
03/06/89
0.3/07/89
0.3/08/89
3/10/89
3/10/89
OZ/11/89
03/14/89
Z/19/89
03/i! 3/89
03/l.7/89
Z/24/89
.3/24/89
.3/24/89
S/25/89
Z/28/89
z/29/89
.5/29/S9
04/02/89
(]4/c).z,‘S9
t-1 P / t-j 4 / 89

.. i :~.-.
NURSES’S ROUNTABLE DISCUSSION

: ‘..’ :. .

GRAND ROUNDS RIVERSIDE
NURSES'S ROUNDTABLE DISCUSSfON
NURSES'S ROUNDTABLE DISCUSSION
DISPELLING THE MYTHS OF AIDS
AIDS AND SOCIAL WORK
AIDS AND SOCIAL WORK
PHYSICIAN'S ROUNTAELE DISCUSSION
PHYSICIAN'S ROUNDTABLE DISCUSSION
ST ANTHONYS GRAND ROUNDS
GRAND ROUNDS ON AIDS
PLASMA EXCHANGE FOR AUTO IMMUNE HEMA - DIS
FAMILY PRACTICE RESIDENTS AIDS EDUCATION
RIVERSIDE FAMILY PRACTICE.
CE/OSU DENTAL HYGIENE FACULTY
AIDS: A CUMMUNITY RESPONSE
PSYCHO SOCIAL ASPECTS OF AIDS
AIDS: A COMMUNITY RESPONSE
AIDS: A COMMUNITY RESPONSE
AIDS: A COMMUNITY RESPONSE
SECOND FAN AMERICAN TELECONFERENCE ON AIDS
SECOND FAN AMERICAN TELECONFERENCE ON AIDS
OHIO DEFT HEALTH ‘HIV
CLINICAL COURSE OF HIV

.

GIDS PHYSICIAN PEER GROUP
HIV MANAGEMENT OF PATIENT
Lousiville Drug Conference
VOLUNTEER TRAINING
GE/MANSFIELD DENTAL SOCIETY
AIDS UPDATE
AIDS - TRAINING
REGULATORY, LEGAL, ETHICAL L CLINICAL PERSPECTIVES
NEW THERAPIES
AIDS & YOUR JOB; A PROGRAM FOR HEALTHCARE WORKERS
AIDS - NURSI’NG  STUDENT COURSE
AIDS AND SEXUALITY
DIAG AND MANAGEMENT OF STD
HIV TO ODH HIV COUNSELOR
AIDS: IDENTIFYING COMMUNITY RESOURCES
AIDS 4 PHYSICAL THERAPY
AIDS L EYE PROFESSIONAL
CLINICAL ORAL PATHOLOGY
AIDS AND VETERINARIANS
ADV IN INFECTIOUS DISEASE
HELPING HIV-INFECTED PATIENTS: NURSING IMPLICATIO
AIDS UPDATE
AIDS UPDATE
CURRICULUM WORKSHOF ON AIDS
CURRICULUM WORKSHOP ON AIDS
GERIATRICS & HEALTH CARE ISSUES
AIDS MORNING REPORTS
AIDS IN THE BLACK CUMMUNITY
AIDS IN THE BLACK COMMUNITY
FAf?ILY PRACTICE - 1989
INFECTION CONTROL DENTAL OFF

INFECTIDN  

CLIN. FRAC 
HIV IN CLINICAL PRACTICE

ION CONTROL IN THE OFFICE
FTH  T ;:I% TS.S:IFS  T N  T H F  CITlW FR&l
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ALL ECAETC EVENTS 4 ACTIVITIES BY DCITE FROM PROJECT START TO 8/16/90

C. 04/04/89
04/09/89

f- Q4/f 2/89
i 04/ 13/89

04/13/89
4/ 14/89
04/14/8?
04/i&/8?
04:‘18/89
4/19/89
04!19/89
04/‘21/89
04/24/89
04/X/89
4/Z/89
4/V/89
04/27/89
04/28/89
05/01/89
M/02/89
M/05/89
05/08/89
Q5/13/89
05/17/89
5/17/89
05/19/89
05/19/89
S/20/89
05/20/89
5/23/89
M/24/89
&/l/89
&/7/89
6/8/89
b/8/89
06/08/89
07/O&/89
07/17/89
T/19/89
7/27/89
8/Z/89
8/3/89
8/4/89
8/S/89
8/S/89
08/L6/89
08/19.‘89
a/25/89
8/27/89
9/l/89
9/b/89
09/11)/89
9/ 12’89
9/ n/a9
9/15/89
9/m/89
9/20/89
9mwa9
09/23/89
9/26/89
09/27/89
1(:>/2/89
10/3/89
LO/?/89

AIDS - MEDICAL STANDPOINT
.i.y-; - rT,...  x.:...,..e,.:

NURSE TO NURSE: HIV EPIDEMIC IN PERSPECTIVE
AIDS & HEALTH COMMISSIONERS
CHANGES IN OD/GYN
EARLY SIGNS OF HIV
PHYSICIAN ASST SEMINAR
AIDS & THE PHYSICIAN ASSISTANT
HEALING WEEKEND
CHIC HIV TESTING COUNSELOR COURSE
AIDS INFCRMATICN RESOURCE
AIDS IN THE PRIMARY CARE SETTING
HIV - ALLIED HEALTH
HIV AND NURSING PRACTICE
HIV AND HEALTH CARE PROFESSIONAL
AIDS AND THE HUMANITARIAN APPROACH
AIDS AT WORK
AIDS AT WORK
CLINZCAL  TRiALS
RENTAL HEALTH - AIDS
AIDS UPDATE
AIDS: CFC
HIV INFECTION: MANAGEMENT AFTER DIAGNOSIS
AZDS TREATMENT WORKSHOP
USE OF GANCICLOVIR IN AIDS
NE!4 PESSFECTIVES  HIV ILLNESS
OPHTHALhZLOGY  SPRING CONFERENCE
SEXUAL TRANSMISSION: ASYMPTOMATIC DIAGNOSIS
SEMINAR FOR PHYSICIANS
AIDS: UPDATE FOR DENTISTS
AIDS AND NUTRITION
MANAGEMENT OF OUTPATIENTS WITH HIV
FIRST RESFONDERS
AFRICAN AMERICAN MINISTERS SUMMIT CONFERENCE ON AI
TELECONFERENCE: MONTREAL INTERNATIONAL AIDS CGNF
INTERNATIONAL CONFERENCE ON AIDS
V INTERNATIONAL CONFERENCE ON AIDS
AIDS IN THE PRIMARY CARE SETTING
EMT'S & AIDS & HEPATITIS
EDUCATION FOR PHYSICIANS
CARE OF PERSONS WITH HIV
HIV AND ENT SURGEON
HIV TREATMENT
HIV AND FAMILY PRACTICE
HIV AND FAMILY PRACTICE
HIV COUNSELING
AIDS IN THE PRIMARY CARE SETTING
AIDS IN THE PRIMARY CARE SETTING
ADV IN INFECTIOUS DISEASE
AIDS
PRIMARY CARE AND HIV
AIDS RISK REDUCTION AND INTERVENTIONS FOR PERSONS
THIRD INTERNATIONAL CONFERENCE ON AIDS EDUCATION
HIV AND LEGAL ISSUES
NUTRITIONAL ASPECTS OF AIDS FOR DIETICIANS
NEWER TREATMENTS FOR HIV
AIDS BEYOND THE BASICS
AIDS:BEYaND BASICS
TREATMENT UPDATE
EFFECTIVE STRATEGIE.5  FOR MANAGING THE EPIDEMIC
AIDS IN OHIO
AIDS TEST UPDATE

_A I Ds UPDATE-RAD I rj TALK SHOW
HIV COUNSELOR-TRAINING
S e m i n a r  f o r  Fhvsicians



# 10/15/89
iopras

P. 10/19/89
10/20/0?
10/21/89
10/211'89
10/21/89
10/26/89
10/27/89
11/01/09
11/2/89
11/0.3/89
11/03/89
11/7/89
11/S/89
11/09/89
11/11/89
11/11/89
11/13/89
11/14/89
11/16/89
11/l&/89
11/17/89
11/21/89
11/21/89
11/27/89
11/29/89
11/29/89
12/01/89
12/l/89
12/04/89
12/O&/89
U/7/89
12/09/89
U/09/89
12/11/89
12/12/89
12/14/89
13!33/89  +. -
12/X/89
12/2&/89
l/25/90
l/215/90
l/.31/90
2/l/90
W/OS/90
"L/6/90
02/1.3/%
z/14/90
02/14/90
f~2/16/90
2/20/90
t>2/25/90
2/28/9Q
.3/2/90
z/4/90

PEDS BOARD REVIEW
AIDS MEDICAL STUDENT LECTURS
STUDENT AMA - AIDS AND MEDICINE
AIDS AND THE SOCIAL SCIENCES
Fhysicians Volunteer Training
AIDS AND THE SOCIAL SCIENCES
ORAL MANIFESTATIONS OF HIV INFECTION
OUR CHURCH HAS AIDS CONF
CARING FQR HIV/AIDS: MICH
AIDS TREATMENT UPDATE
FERINATAL PROBLEMS
AIDS OVERVIEW FOR OB-GYN
HIV MANAGEMENT
EDUCATIQN FOR PHYSICIANS
AIDS AND ASOLESCENTS
HI ‘J
HIV UPDATE / REVIEW COURSE
HIV t HEMOPHILIA
HIV AND DISEASE
SEMINAR FOR NURSING HOMES
AIDS/HIV AND DENTAL HYGIENE
ORAL MANIFESTATIONS OF AIDS
AIDS EDUCATION AND PREV FROG IN KENTUCKY:STATUS RE
MANAGING AIDS IN PRACTICE
MULTIDISC - AIDS UPDATE
AIDS/HIV 4 DENTAL PRACTICE
AIDS - NEWER THERAPIES
OHIO HEALTH CARE ASSOC. FALL CONFERENCE
AIDS THE CONTINUING DILEMMA
AIDS/HIV MICHIGAN
AIDS - LIFE CHOICES
ISSUES IN HIV MANAGEMENT
AIDS BASICS
STRATEGIC ISSUES IN PHARMACY
AIDS - SYMPOSIUM
MEDICAL ETHICS AND HIV
MEDICAL UPDATE
HIV COUNSELORS
AIDS THERAPIES
AIDS AND SURGEONS
AIDS CASE MORNING REPORT
AIDS PREVENTION
IMPACT HIV IN DENTISTRY
HIV IN CLINICAL PRACTICE
DENTAL TRAIN-THE-TRAINER ON HIV/AIDS DISEASE
BLOOD SAFETY: TRANSFUSION TRANSMITTED DISEASES
AIDS RESOURCES
INTRODUCTION TQ AIDS
SUBSTANCE ABUSE ISSUES
HIV/AIDS: SUBSTANCE ABUSE ISSUES
ORAL MANIFESTATIONS OF AIDS
INTRO TO AIDS
HIV UPDATE DIAGNOSIS t TREATMENT
GIDS IN PRIMARY CARE
INTRO TO AIDS
I-NTRUDUCTIQN  TO AIDS
HIV/AIDS IN THE EMERGENCY ROOM
AIDS UPDATE
AIDS UPDATE
ORfiL CANCEROUS MANIF HIV
NUTRITIONAL ASPECTS OF AIDS
NUTRITIONAL ASPECT OF AIDS
ADV IN INFECTIOUS DISEASE
NUTRITIONAL ASPECT OF AIDS



ALL ECAETC EVENTS t ACTIVITIES BY DATE FROM PROJECT START TO S/L6190
. * 1

P 3114190
3114190

p m/14/90
.3/20/?0
3/22/90
0.3/26/?0
05/26/90
3/28/90
3/.31/9t>
04/c32/?t~
tp&/t>.3/9t>
04/tx3/3t~
04/04/90
04/04/90
04/12/90
4/18/90
OY/i8/90
04/24/90
4/28/90
04/28/90
5/l/90
05/02/90
OS/OS/90
s/9/90
tx3/09/90
05/09/90
5/1t3/90
5/10/90
m/12/90
m/14/90
09/14/90
w L5/90
Q5/14/90
s/17/90
z/22/90
s/24/90
s/24/90
5/25/90
5/25/90
S/29/90
05/30/90
05/31/90
611190
6/ 12/90
6/l. s/90
6/20/90
6/21/90
6/22/90
6/23/90
6/23/90
06/25/90
6/26/90
6/29/90
7/l/90
7/10/90
t>7/11/9t>

r‘, 07/ 12./90
07/1.3/90
07/1.3/90

NUTRITIONAL ASPECTS OF AIDS .’

NURSING HOME AND HOME CARE ISSUES
HIV/AIDS NURSING HOME & HOME CARE ISSUES
FMILY PRACTICE UPDkTE
NUTRITIONAL ASFECTS OF AIDS
AIDS & THE HEGLTH PKOFESSIONt?L
AIDS UFDATE - i-lENTAL HEALTH
NUTRITION AND AIDS
AIDS SUMMIT CHRISTIAN EDUCATION
HOHE CARE & HOME THERAPY FOR THE AIDS PATIENT
AIDS EDUCATION - REStlURCES  FOR HOSPITAL PRACTITION
HIV AIDS IN THE LABOR & DELIVERY AREA
NIJRSE  TO NURSE II: MANAGING THE HIV EPIDEHIC
NORTH CQAST SPRING MEETING: CLEVELAND DENTAL SOCI
HIV/AIDS UPDATE DISTRICT OAFP MEETING
LEGAL AND ETHICAL ISSUES
HIV/AIDS: LEGAL & ETHICAL ISSUES
FLACK HEALTH CARE PROVIDERS
ORAL LESIONS ASSOCIATED WITH AIDS
ORAL MANIFESTATIONS OF HIV INFECTION
AIDS EDUCATION
AIDS - SUBSTANCE ABUSE
A IDS UPDATE
AIDS BEYOND THE BASICS
AIDS BEYOND THE BASICS /THE ABOVE DATE
AIDS UPDATE
HIV AND AIDS: LEGAL AND ETHICAL ISSUES
AIDS AND HIV DISEASE: TRAINING FOR NURSE-MIDWIVES
HIV/AIDS: A PRIMARY’CARE DISEASE OF THE 90’S
ORAL MANIFESTATIONS OF HIV INFECTION
ORAL MANIFESTATIONS OF HIV INFECTION
NEW TREATMENTS AND THERAPIES
HIV/AIDS NEW TREATMENTS AND THERAPIES
HIV AND AIDS: LEGAL AND ETHICAL ISSUES
AIDS EDUCATION
HIV AND AIDS: LEGAL AND ETHICAL ISSUES
INTRODUCTION TO AIDS
ORAL LEGAL BARRIER TECH
AIDS-ASSOCIATED ORAL LESIONS
NUTRITION AND H1.V
AIDS: 1?ENTAL  HEALTH
UPDATE - TESTING
AIDS-ASSOCIATED ORAL LESIONS
LEGAL AND MEDICAL ISSUES
AIDS IN THE NURSING HOME
COMP MGMT OF HIV DISEASE
HIGHLIGHTS OF THE VI INTERNATIONAL CONFERENCE ON A
HIGHLIGHTS OF THE VI INTERNATIONAL CONFERENCE ON A
HIGHLIGHTS OF THE VI INTERNATIONAL CONFERENCE OF A
HIGHLIGHTS OF THE VI INTERNATIONAL CONFERENCE ON A

- M E N T A L  H E A L T H
CARING FOR AIDS PATIENTS
INTRODUCTION TO AIDS
INTRODUCTION TO AIDS
ECAETC AHEC: I N F O R M A T I O N
AIDS UFDATAE
AIDS UPDATE
CGhhUN T’f AIDS RESOURCES
cC3hflU1N  I TY a IDS rESOURCES



.I. .,

.’ . ._ .-. ~ .,.. I .;, _ _ : ; ,_ ..,:’ _: ,, : . . ‘_ _ : .=-  ; _



BUORY  AIDS TRAINING 

OVRRVIEV

The Emory AIDS Training

In addition to the Emorylbased

,

c u r r i c u l u m  f o r  n u r s e s  h a s  b e e n
developed, and those for other health care professions are in process.

b e e n  p r o d u c e d .

EATN’s

In terms of AIDS incidence, EATN’s

population ranged from high (Florida-28.8 and Georgia-17.2),
Alabama-
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5.3). Blacks represent a. disproportionately high percentage of AIDS cases in
all five states, from 38 percent of total AIDS cases in Florida to a high of
57 percent of total AIDS cases in South Carolina.

Epidemiologic patterns within the five-state region in terms of
transmission, age, gender and race are similar with several notable
exceptions. Heterosexual contact accounted for 14.2 percent of total AIDS
cases in Florida, the second highest proportion of heterosexually transmitted
AIDS cases in the nation, as well as the highest incidence of Hispanic AIDS
cases in the region.

B. Organizational Background

The Emory University School of Medicine is the grantee for the Emory AIDS
Network. The EATN program is lodged within the Division of Community
Medicine. In addition to capitalizing on the experience within the Division
of Community Medicine and the established networks with community
organizations, the Division provides the organizational base for the EATN’s
strong primary care focus.

Emory University School of Medicine is affiliated with five Atlanta area
hospitals. Of these five, the Crawford W. Long and Grady Memorial Hospital
serve the majority of the city and state’s adult AIDS patients. Grady
Hospital and a non-affiliated hospital share in the care of the state’s
pediatric AIDS patients.

The Centers for Disease Control are located adjacent to EUSM. Emory
University and the CDC have a long history of collaboration in education and
research. Approximately 50 CDC scientists hold faculty appointments with the
School of Medicine. This expertise is also available to the Emory AIDS
Training Network.

Morehouse School of Medicine, one of the EATN’s major subcontractors, is
one of the nation’s most renowned institutions for the education of minority
students, and provides the EATN with a linkage to the region’s health care
providers who serve minority and inner city populations. In addition,
Morehouse is the site of an Area Health Education Center with a local network
of centers that include Atlanta and Dublin, Georgia and Tuskegee, Alabama. The
AHEC is devoted to continuing education for all health professionals,
educational opportunities for health science students and residents, and
consumer health information for community members. Prior to joining the EATN,
Morehouse, through its AHEC program, was already providing AIDS continuing
education for physicians and the allied health professions, and had a contract
with the Georgia Department of Human Resources to do an outreach program to
provide information about minority issues and AIDS to community leaders and
citizens within the Metro-Atlanta area.

Prior to its affiliation with the EATN, the Florida Mental Health
Institute of the University of South Florida had been heavily involved in AIDS
continuing education to community providers, sponsoring colloquia and
participating in conferences sponsored by other organizations. The Institute
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began sponsoring a twice-monthly support group for professional caregivers
working with people affected by AIDS in 1987.

C. BTC Origin and Development

Emory submitted a proposal to establish Emory AIDS Training Network
(EATN) in the first round and was approved but not funded. The EATN received
funding in the second round in April 1988. The EATN’s proposed catchment area
included Florida, Georgia, Alabama, Louisiana, Arkansas and Mississippi. Upon
funding, the region was modified at HRSA’s request. Louisiana, Arkansas and
Mississippi, which were funded as part of the Delta ETC, were excluded; North
and South Carolina were not otherwise covered and were added to EATN’s region.

EATN’s initial strategy was to deliver the bulk of the training
centrally, with a minimum of subcontracting-- Morehouse and the University of
South Florida being the primary subcontractors identified at the outset. The
post-funding annexation of North and South Carolina resulted in a modification.
in the subcontracting strategy, requiring the identification of appropriate
subcontractor organizations in those states. Expansion of subcontracting was
complicated by the limited budgets available; the addition of the Carolinas
was not accompanied by an increase in federal funding and the-EATN felt that
it had to honor its budget commitments to Morehouse and South Florida.

Ultimately, three new subcontractors were integrated into the EATN, but
start-up was a little slow. Initial negotiations in South Carolina were with
the South Carolina Area Health Education Center at the Medical University of
South Carolina who subsequently declined an EATN subcontract. Ultimately, the
University of South Carolina School of Public Health became that state’s
subcontractor eight months into the grant year. The subcontract with the North
Carolina Primary Care Association was affected in 1989. In addition, a new
subcontractor, the University of Alabama at Birmingham, was selected for the
state of Alabama. All began with relatively small budgets which have been
increased significantly over the course of the project.

Originally, the Emory ETC grant was lodged within the Health Education
Track in the Department of Community Health of the Medical School. In
positioning itself to become a separate school of Public Health, the Division
of Public Health was moved out of the Department of Community Health. The ETC
grant remained with the Department of Community Health and the EATN moved up
to divisional status. This has enhanced its status and enables the EATN to
tap University resources more readily and facilitates high level
communication.

In the EATN’s year 02, HRSA funded a new ETC centered at the University
of Miami. This caused confusion both at the regional level as well as within
the State of Florida, especially because the catchment area for the Miami ETC
was not decided upon until several months after the notice of award. The
catchment area for Miami was eventually defined as Dade and Monroe Counties,
in the tip of Florida, and the four medical schools in the state. Al though
the official delineation has helped, there is still some confusion among some
of the collaborating agencies and organizations in Florida as to which ETC is
responsible for what areas and programs.
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III. PROGRAn STRUCTURR

A. Organizational Roles and Relationships

The original plan was that the program headquarters would provide a
training team that would develop and conduct the majority of programs
throughout the region receiving input on other functional areas from the
subcontractors. Except for the State of South Carolina, it was not originally
envisioned that the subcontractors would serve as the lead training
organization in their respective states. Thus, the original plan called for a
centralized program, both administratively centralized as well as
programmatically. However, the subcontractors have evolved quite autonomously
from the central office and consider themselves (with the exception of the
North Carolina subcontract and the Morehouse subcontract) to be the lead
health professional training organization in their states. The structure,
therefore, is not clearly defined. The Emory-based staff are still operating
under a centralized model, while three of the subcontractors are operating
under a decentralized model.

The activities of the central office include the following:

. administering and monitoring the grant;

. gathering and disseminating relevant information
and materials to the subcontractors;

. maintaining an HIV/AIDS training and education
resource library;

. designing a regional evaluation strategy;

. providing a leadership and support role to the
subcontractors; and

. maintaining training databases and analyzing
regionwide data.

Additionally, the central office has a core training staff who design and
conduct training programs throughout the region. A core group of in-house
trainers allows ample opportunity for creative planning, enables a quick
incorporation of new AIDS information into training events and guards against
a biased or one-sided training approach.

EUSM is assisted in the implementation of the grant through key
subcontractors, with subcontracts based on functional areas of expertise. In
several of the cases, the subcontractor’s role has changed over time.

The Morehouse School of Medicine Area Health Education Center (MSM AHEC)
focuses on the planning, design and implementation of training programs for
minority and inner-city populations and on curriculum development. MSM’s
focus, to date, has been on curriculum development. Also through its AHEC
networks in Georgia and Alabama, MSM has assumed the role of educating rural
health care providers in Georgia. The training of non-rural health care
professionals in Georgia is being done by the Emory-based EATN trainers.

Originally, the Florida Mental Health Institute’s Center for AIDS
Education for Health Care Providers had a regional mandate to provide mental
health-related AIDS training throughout the region and to be the primary
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provider of AIDS training in Florida. In practice, the CAEHCP has not played
a regional role. However, in year 03, particularly if Emory is awarded the
NIMH grant for the region, CAEHCP will provide trainings with a mental health
focus throughout the region.

Initially, the role of the South Carolina subcontractor was to afford
access to the allied health training provided by the community college system.
University of South Carolina School of Public Health has evolved into the lead
AIDS training organization in the state.

The University of Alabama at Birmingham was chosen for its clinical
perspective. While that clinical perspective remains, UAB has taken on wider
responsibility for AIDS training in the state.

The North Carolina Primary Health Care Association (NCPHCA) was chosen
based on its primary care focus. It is not directly involved in delivering
training, but rather serves as a training broker and a catalyst for AIDS
training throughout the state.

B. Staffing

All EATN core staff are affiliated with the Emory University School of
Medicine as either full-time employees or adjunct faculty.

Kathleen R. Miner, Ph.D., M.P.H., is the Project Director, responsible
for the management and administration of all the EATN functions. Dr. Miner
has over 11 years of experience training health providers and administering
health education programs in governmental and academic settings. Dr. Miner is
the chairperson of the DeKalb County, Georgia, Task Force on AIDS and is the
Health Promotion and Education Coordinator at EUSM. Dr. Miner serves the
project on a 50 percent basis.

Felicia J. Guest is the Deputy Director for Training. Ms. Guest
coordinates all training delivered by the EATN. She also conducts trainings
and develops instructional materials for EATN programs. Ms. Guest is an
experienced health care provider trainer with over 12 years of training
experience and has been involved for 15 years in the writing of instructional
materials targeted toward health care providers. Ms. Guest supervises the
five core EATN trainers.

Robin Y. Swift, M.P.H., is the Faculty Consul,tant  of the EATN program.
Ms. Swift’s responsibilitiesare to coordinate the research and planning
functions of the EATN. Additionally, Ms. Swift conducts some training
sessions. Ms. Swift has seven years of experience in health teaching and two
years experience as a statewide AIDS education coordinator and planner. Ms.
Swift developed and wrote a comprehensive AIDS five-year plan for the State of
Georgia. Ms. Swift also has extensive experience in managing federal-funded
projects in the areas of family planning, sexuality education and AIDS.

;andra Huckaby! R.N., M.P.H., is the Deputy Director for Program. Ms.
Hucka y’s responsibilities are on the administrative side of the project and
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for the liaison function with the subcontractors. Ms. Huckaby supervises the
support staff.

The EATN includes a cadre of in-house trainers reflecting EATN’s
philosophy that only top-notch, in-house trainers can assure a consistently
excellent training operation. They include Cameron Coltharp; Debra Morris,
Kimberly Sessions, and Dennis Jarvis. Ivory Kimbrough serves as the Education
Coordinator. The Project Director, the Deputy Director for Training, the
Deputy Director for Program and the Faculty Consultant also serve as the key
faculty of the EATN. To complement the areas of expertise of the in-house
trainers, the EATN draws from a roster of per diem training consultants.

Project support is provided by a fulltime  administrative assistant and a
fulltime secretary. The total regional office EATN staff is 12.5 full-time
equivalents.

Four active consultants also support project activities: Sumner
Medical Consultant, an infectious disease specialistwho works

Z$YZ%$%spi  tal; Richard Levinson, Ph.D., Evaluation Consultant, an
associate professor in EUSM’s Division of Community Health and Acting Branch
Chief for Research and Evaluation at the Center for Health Promotion and
Education, U.S. Centers for Disease Control; Candace Coffe?,  R.N., Nursing
Consultant; and Frederick Kennedy, Ph.D., Management Consu tant

Appendix II includes an organizational chart of the EATN.

c. Approaches to Collaboration, Integration and Regionalization

1. Approaches to Collaboration

EATN core staff sit on the boards of a number of AIDS-related
organizations in the Atlanta area and make use of their extensive informal
networks. Subcontractors were selected, in part, because of their formal and
informal relationships with other agencies and organizations involved with the
care of patients with AIDS, which have expanded the collaborative efforts to
other states in the region.

o Collaboration with Other Federally-Funded Projects

AID Atlanta is the holder of a HRSA Services Demonstration Grant focusing
on case management . By virtue of the fact that the EATN’s project director
sits on the board of directors of AID Atlanta, there is open communication
between the two organizations.

Similar collaborative potential exists between the EATN and the HRSA
Pediatric Demonstration Project. The pediatric case management project, a
collaborative effort between Grady Hospital and the state Department of Human
Resources, was conceptualized and funded with assistance from EATN staff.

./----..

The only formal ATEU is based at the University of Miami. While it is
not lodged directly within the Comprehensive AIDS Program, the same players
are involved, thus limiting the collaborative potential between the EATN and
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the ATEU. While not formally an ATEU, the Alabama subcontractor is also the
recipient of federal AIDS drug research funds, through which the EATN is
networked at the cutting edge of AIDS research.

Currently, the only NIMH grant in the region is held by the Comprehensive
AIDS Program of the University of Miami. The collaboration between the NIMH
grantee and the EATN is somewhat constrained by the competitive situation
between the two parent organizations over ETC funding. In spite of this
competition, EATN and its subcontractor in Florida have developed good working
relationships between clinicians/trainers involved in the NIMH project, and
used them as trainers in the EATN program. In April 1990, the EATN itself
submitted a proposal to be an NIMH grantee

Informal collegial relationships are the basis of extensive
collaboration between the EATN and CDC. CDC staff often serve as faculty for
ETC programs and, reciprocally, EATN staff are invited to participate in AIDS
conferences sponsored by CDC. The University of Alabama subcontractor
provides all HIV-related training for the CDC-supported STD Training Center in
Birmingham.

o Collaboration with the AEJJC Program

There has been considerable collaboration with AHECs regionwide,
predominately at the subcontractor level. The Morehouse subcontract is lodged
within the AHEC program of the School of Medicine and, through this structure,
three local AHEC centers have been drawn into the EATN programs (Atlanta,
Georgia; Dublin, Georgia; Tuskegee, Alabama). Morehouse has provided
education and training programs to rural based providers that have been
facilitated based on this prior association.

In South Carolina, SCATN has developed a collaborative relationship with
the statewide South Carolina Area Health Education Centers and together have
provided training at seven sites to nearly 300 participants. AHEC
representatives sit on the advisory board to the program.

As part of its role as catalyst and broker, the North Carolina Primary
Health Care Association works closely with the statewide AHEC system, one of
the strongest in the country. For instance, it has facilitated AIDS training
programs sponsored by the AHECs by paying for trainer travel.

The University of Miami Comprehensive AIDS Program is also the seat of an
AHEC program in Florida. Because of the competitiveness between the two
organizations, collaboration is limited.

o Collaboration with Other AIDS Resources in the Community

The EATN Deputy Director for Training and the Faculty Consultant spend
one afternoon each week at the Grady AIDS clinic counseling AIDS patients,
providing a needed,service while at the same time keeping current on relevant
training issues and reaffirming their credibility as AIDS caregivers.
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2. Approach to Regionalization

In terms of regional structure, the Emory AIDS Training Network is a
highly centralized training program upon which is superimposed a patchwork of
autonomous subcontractors, one in each state in the catchment area. In
theory, each of the subcontractors was chosen because of a unique area of
expertise to contribute to the regional effort as well as having stature and
credibility as an AIDS resource within its own state.

D. Organizational Qualities

Prior to the establishment of the EATN, there were not many agencies or
organizations involved in training health care professionals in the region.
Based on its professional connections and the strong reputation that the EATN’
staff had in conducting high quality trainings, EATN has been able to become
the premier AIDS/HIV training program in the region.

The strength of the Emory AIDS Training Network lies in its clarity of
focus, first on its primary care/public health target and second on what
constitutes “training. *’ EATN has a solid primary care and public health focus :
that is consistent with the strong tradition in the region of.county  health
departments serving the health care needs of low income people. The backbone
of this focus comes from locating the EATN in the Public Health program in
the Department of Community Health, School of Medicine. The
operationalization of this focus was greatly facilitated by a key staff
member’s 10 years of experience in family planning training for the region’s
primary health care/public health community. As a result of this prior
experience, the EATN was able to “hit the ground running” with a wide network
of primary care providers in place as well as a reputation for quality
training.

The EATN is ever-cognizant that “training” is a behavior-oriented
undertaking. An undertaking in which absorption of information and attitude
change are intermediate steps toward this end and an undertaking in which
content and process must be tailored to the job requirements and the degree of
receptivity of the group being trained. The ETC is also mindful that
effective learning of tasks and skills is not facilitated by mass instruction
but rather takes place in smaller, homogeneous groups and an interactive
environment. Most of the training done by Emory staff has focused on
information-giving and skill-building, with an average program length of a
half day. These programs serve 20 to 100 participants, with the average
being 40 participants per offering. Initially, about 80 percent of the EATN’s
offerings were designed according to what the program staff felt was needed in
the region and then widely marketed to see who would respond. Over time, that
pattern has shifted significantly; currently, 90 percent of the trainings done
are custom designed in response to specific requests.

EATN’s challenge for the future lies in better defining its regional
concept and then managing to optimize the expertise and resources available to
i t . The regional concept, both in terms of structure and function, of the
Emory AIDS Training Network has become somewhat muddied. The program is
managed as one core regional program side by side with five autonomous
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programs. As previously noted, the Emory-based staff provide training
throughout the region, the rationale for this approach being to maintain
quality control. Subcontracts were let in each state on the premise that the
contractors had areas of expertise or a perspective that would supplement that
of the Emory group, a strategy designed with synergy in mind. Unique areas of
expertise have manifested themselves in a number of cases--mental health in
Florida, community health centers in North Carolina, curriculum development at
Morehouse, clinical management at Alabama--but the synergy has yet to
materialize. The challenge remains for EATN to find mechanisms for
extracting the best each contractor has to offer and put it to use for the
benefit of the entire region. This applies not only to the expertise of
subcontractors but that of the Emory staff as well.

The organizational structure, under which the central EATN provides
training in the same catchment area as its autonomous subcontractors, has been
reported as a potential source of problems. Subcontractors have expressed
concern that independently scheduled and presented events under the same
general aegis cause confusion among their target groups.

The autonomy of the subcontractors also calls into question the ability
of the EATN to control the quality of all trainings sponsored under its
auspices. While the quality of most of the subcontractors’ training appears
to be good, it is simply unknown. By working more closely with its
subcontractors, the EATN could gain control over trainings beyond those it
provides directly. But managing .quality outside Emory’s immediate purview
takes resources away from other things, namely the provision of direct
training. Herein lies the trade-off and another challenge for EATN for the
future.

All of this perhaps speaks to the need for a more coordinated regional
effort. If this is to be accomplished, EATN will have to re-examine its
organizational structure. As currently constituted, the management structure
of the EATN consists of a Project Director, a Deputy Director for Training and
a Deputy Director for Program. The Project Director appropriately deals on a
policy level and provides the interface with both HRSA, the university and
other ETCs; the Deputy Director for Training coordinates and directs the
central training, as well as acting as a trainer; and the Deputy Director for
Program is responsible for contractual matters and coordination. In spite of
the fact that each of these three managers is enthusiastically pursuing her
assigned role, structurally a management gap still exists. The task of
defining, organizing and managing a fully integrated regional effort requires
someone whose designated job it is to work closely with subcontractors,
programmatically rather than administratively, and from a strategy point of
view rather than from a day-to-day operational perspective.

IV. EDUCATION AND TRAINING PROGRAH

A. Needs Assessment Activities

A defined role for the central EATN staff is to closely monitor
epidemiologic trends, new technologic advances, and legislation that has
health care implications for AIDS patients with an eye toward incorporating
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this state-of-the-art knowledge into EATN training programs. This information
is gathered through formal literature searches as well as establishing
informal intelligence-gathering networks, CDC and the North Carolina Primary
Care Association figuring prominently into the latter.

In terms of formal assessments, the EATN focus regionally is on demands
assessment rather than needs assessment. It has developed demands assessment
forms for region-wide use entitled “Your Training Needs: For AIDS and all HIV
Infection Issues.” Using this form, health care providers are asked to assess
their own need for training in a number of subject areas on a five-point scale
ranging from “don’t  need training at all” to “urgent need for training.” One
survey was targeted toward clinicians and one was targeted toward other health
care professionals. The results of the latter assessment indicated the
following areas in which training is needed most urgently:

. Ethical/Confidentiality/Discrimination Issues

. Issues Working with the Chemically Dependent (IVDUs)

. Women and Children with HIV Infection

. Minority Issues

. Neuropsychiatric Manifestations of HIV Infection

. SSI, Medicaid, General Assistance and Economics

. Coping with Anxiety and Burnout

In 1988 prior to participation in the EATN, the Florida Mental Health
Institute conducted a formal needs assessment which it subsequently drew on to
guide the strategic planning for its ETC activities. This assessment involved
a survey of attitudes and knowledge about HIV/AIDS among the staff of
community mental health centers and publicly-funded drug abuse treatment
programs throughout the State of Florida. The State of Florida also mandated
three-hours of HIV/AIDS training for all licensed health professionals. This
served as a de facto needs assessment for the University of South Florida
subcontractor.

B. Training Activities

1. Target Trainees

EATN’s target groups include physicians, dentists, nurses, nurse
practitioners and other allied health professionals, mental health
professionals, chaplains, and social workers. Professionals targeted for
EATN work in primary care settings, including community health centers,
private physicians’ offices, dentists’ offices, public health clinics and
prison clinics, as well as in hospital settings.

2. Training Activities, Objectives and Methods

The EATN distinguishes between education and training opportunities, and
offers both. Education is defined by the EATN to be the acquisition of
cognitive information and skills , and training is defined as the acquisition
of communicative or technical skills that can be used for improved work
performance.
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technology known as the “Q S y s t e m ,  I’

The EATN’s approach to organizing its training activities has shifted
significantly over the course of the first two grant years. Initially, the
EATN developed major courses it felt were needed and then marketed them to the
health care providers in the region. In several cases, the response was
disappointing. As the response to the AIDS epidemic matures and more health
care providers become involved, the emphasis of central EATN has shifted away
from AIDS 101, general AIDS update, and training on counseling for HIV testing
which it feels is now best left to the individual states to pursue. The
subcontractors rather than the central EATN are now more likely to sponsor
major conferences, with assistance from the EATN in the form of co-
sponsorship, specialty presenters, and planning and evaluation assistance.

The EATN central training staff now more often responds to requests with
customized trainings that are more “clinical” in nature and are designed for
the specific trainee audience. Current EATN training focus is on topics such
as clinical assessment and management , psychological and neurological
assessment, s k i l l s  f o r  m e n t a l  h e a l t h  p r o f e s s i o n a l s ,  a n d  b e h a v i o r  c h a n g e
methodologies for HIV-infected substances abusers. Accompanying the shift in
direction has been a shift in intensity. The average training event in year
02 lasted more than 4 hours, with 37 events (excluding clinical tutorials)
lasting six hours or more.

Ongoing programs and initiatives conducted by the EATN and its
subcontractors are described below. See Appendix III for a more comprehensive
description of each of the subcontractor’s programs.

o Faculty Development/Training of Trainers

The focal point of the EATN’s train-the-trainers activities was its
planned annual one-week summer internship program for 15 interns who would
serve as AIDS trainers and resources in their own communities, training both
health providers and community groups. This program met with logistical snags
and has never been implemented.

Several train-the-trainers events have been held. In September 1989,
EATN held a one-week train-the-trainers program for nurses and health
educators. The event, held in Atlanta, attracted 12 participants from
Georgia, Alabama, and South Carolina, all but one of whom was directly
responsible for in-service training or nursing education.
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In October 1989, the CHEP/AHEC  in Dublin, Georgia, affiliated with
Morehouse, presented “Teaching AIDS: Methods and Concepts” for over 40 health
educators, nurses, mental health workers and other health providers. The
workshop included a review of AIDS statistics,prevention, and transmission and
most current strategies for teaching about AIDS, in addition to instruction on
how to remain up-to-date on AIDS information and resources.

The Atlanta AHEC which had previously planned train-the-trainers
activities identified other pressing priorities and has deferred
implementation of its train-the-trainer event. The train-the-trainer program
of the PALSS (Palmetto AIDS Life Support Services of South Carolina) outreach
worker to be offered by SCATN has also been postponed.

o Generic AIDS Education Programs

In the spring of 1988, the Florida legislature mandated three hours of
HIV/AIDS training for all licensed individuals. EATN’s CAEHCP responded by
offering an “HIV Update for Health Care Providers.” The update program is for
physicians, dentists, dental hygienists, psychologists, school psychologists,
mental health counselors, marriage counselors, family therapists, social
workers, nurses and nursing.home  administrators. The program has been
approved to meet the requirements set forth by the applicable professional
licensing board. The HIV Update Program consists of the following components:

. Epidemiology

. Clinical Manifestations and Treatment of AIDS

. HIV in the Workplace

. Legal Issues

. Cultural Considerations in Prevention, Treatment and Counseling

. Neuropsychological and Mental Health Issues

Initially, there was a heavy emphasis on large AIDS update conferences
and generic “AIDS 101.” As the epidemic progressed and providers became more
AIDS-aware, EATN regional staff focused more heavily on practice-oriented
training. The development of “AIDS 102, )) which included current practice in
HIV screening and testing, management of infected asymptomatic  patients,
current treatment directions and indications, current legal and policy issues,
and current assessment of care delivery, was a product of this progression.
AIDS 102 has been offered in North and South Carolina and Alabama and will
continue to be offered in year 03 for a total of 15 events regionwide.

Individual subcontractors also saw the need for moving beyond the
introductory level in their generic course offerings. Based on discussions
with the AHEC’s  Council for Allied Health Professionals, the South Carolina
AIDS Training Network designed a one-day program for allied health
professionals entitled “Beyond AIDS 101.” The AHEC Council approved of the
training plan, and it is now being conducted for health care professionals
recruited through the seven AHECs. The program is mostly didactic and
includes a question and answer session near the end of the day. Each training
has between 30 and 75 participants from several disciplines including
administrative workers, clergy, therapists, social workers and emergency
medical technicians.
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o Clinical Training

. a clinical tutorial for physicians and nurses
held at Grady Memorial Hospital, (affiliated
with Emory University), Atlanta, GA

. a clinical tutorial for primary care residents,
also open to community physicians and nurses,
offered through the Infectious Disease
Department of the Medical School at the
University of Alabama at Birmingham;

. a mental health clinical tutorial in Florida
offered through the Florida Mental Health
Institute at the University of South Florida;
and,

. a clinical training opportunity for nurses
organized by Morehouse in collaboration with the
Georgia Nurses Association and Grady Memorial
Hospital.

The Grady Memorial tutorial is described below; the clinical experiences
offered by the Florida and Alabama subcontractors are described in Appendix
III under the program activities of the respective subcontractors.

The tutorial at Grady Memorial Hospital, which the EATN central office
staff were instrumental in establishing, is conducted in the Immunodeficiency
Clinic. The tutorial operates under the direction of the medical consultant
to the EATN, Dr. Sumner Thompson.

The clinical tutorial is two days long. Each session has four
participants and has been repeated, to date, four times for a total of 16
people trained. Each participant is assigned a clinical preceptor who usually
has similar training as the participant. The clinic schedule is not changed.
There is no stacking of the clinic with “interesting” cases and the pace of
the clinic is not slowed to accommodate the participant. They aim for a
“real-life” experience. From 9:00 to 3:00 on both days, the attendees are in
the clinic. From 3:00 to 5:00 on both days, there are didactic sessions.
These didactic sections cover the following issues: Clinical Manifestations
and Management of HIV Disease; Diagnosis and Management of Opportunistic
Infections; Epidemiology of HIV/AIDS; and The Personal Experience of Treating
HIV Infected Patients.

The majority (60 percent) of participants have been doctors and nurses
from the public health system. The physicians who work in public health in
Georgia are usually involved to some degree in a part-time private practice as
well. The.rest  of the participants have been varied. For instance, a nurse
practitioner involved with hemophiliacs attended as well as a nurse from a
large infectious disease division. Eighty percent of the participants have
been from Georgia, with the rest from of South Carolina.
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The cost for these sessions is $150, which does not include housing or
travel. The price is high because the participants are provided with several
handouts, including three books and many journal articles.

o Initiatives to Impact on Professional School Curricula

Impacting on curriculum in health professional schools has been difficult
for all of the ETCs. Morehouse, however, seems to have developed a successful
process for.getting its nursing curriculum (described in the next section)
implemented into nursing school programs. The collaboration among the nursing
schools-in the state and their representation on the advisory board has been
instrumental in getting the curriculum implemented into nursing schools. Mary
Davis, a full-time staff member on the Morehouse subcontract, is responsible
for facilitating the implementation process. The Morris Brown College School
of Nursing has approved the integration of the nursing curriculum into its
course structure and will serve as a pilot site. Mary Davis, through her
professional associations, also managed to secure a spot on the agenda of the
quarterly meeting of the Georgia Board of Nursing. She presented the
curriculum and then asked for feedback and interest. Those expressing
interest in integrating the nursing curriculum into their undergraduate
nursing programs were Emory University, Clark/Atlanta University, Georgia
Southern University, Georgia State University and the University of Hawaii.
Mary Davis is currently following up with these nursing schools. The same
implementation process will be used for the other three curricula being
developed by Morehouse (physicians, social workers, and allied health
professionals).

3. Curricula and Materials Developed or Used

The bulk of the formal curriculum development activities are proceeding
under the Morehouse subcontract. Morehouse is working simultaneously on
developing curricula for nursing professionals, social workers, physicians and
allied health professionals. Separate committees have been established to
develop each curriculum comprised of faculty members from the advisory board
as well as consultants.

The nursing curriculum, entitled “Nursing Throughout the Spectrum of HIV
Disease, I’ was completed in early 1990. The draft, compiled by the curriculum
committee, underwent a wide external review, including members of the EATN
training staff. The task of managing and integrating input from individuals
and groups from a number of different institutions was a difficult one.
However, the comprehensiveness and the richness of the final product is
attributed to the incorporation ideas from these different perspectives. The
curriculum contains the following modules:

. Introduction to AIDS

. HIV-Related Concepts: Attitudes, Assessment and
Infection Control

. HIV Disease and Maternal Health

. Child Health and Adolescent Nursing Pertaining
to HIV/AIDS

. Psychosocial Aspects of AIDS
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. HIV Disease and Community Health Nursing

. HIV Disease and its Implications for Nursing
Management

. Inpatient Care of the Adult with HIV Disease
(Medical - Surgical)

. Cultural Aspects of AIDS

Each module includes: a unit pre/post test; a basic unit overview; objectives
for the unit; sub-unit overviews ; sub-unit objectives; pre-unit, in class,
post-unit learning activities; references; and supplementary audio visual
materials. The curriculum will be used both for incorporation into nursing
school programs and for nursing continuing education units.

Three other curricula are being developed, under the Morehouse
subcontract, for social workers, physicians, and allied health professionals.
The review and implementation process will be similar to that of the nursing
curriculum. All curricula have a minority focus. The physician curriculum
has been completed, but there is an issue over copyright. The curriculum will
not be circulated until this problem has been resolved.

A variety of training materials have been developed by both the EATN
training staff and the subcontractors.

. lecture outlines and slides have been developed by the
Emory-based staff on the topics Women and AIDS,
Psychosocial Support with Persons with HIV.AIDS, and
Ambulatory Care for Persons with HIV/AIDS. These packages
have been customized for specific groups and used by EATN
staff and consultants for presentations; they have been
made available to instructors throughout Emory University
as well.

. several dozen handouts that can be drawn upon to support a wide
variety of training activities have been developed by the Emory-
based staff. These include one-page epidemiological and technical
fact sheets, clinical guidelines and protocols, “how to” posters,
planning tools, teaching/training guidelines, self-tests, values
clarification exercises, informational flyers for patients and loved
ones, and reference lists.

. a set of over 100 slides was developed by the Emory-based staff for
use in clinical training. The slides cover the basic epidemiology
of HIV, clinical presentations of persons with HIV, the spectrum of
opportunistic infections , and the course of the disease. EATN staff
and consultants make use of the slides at conferences and individual
presentations as well.

. the EATN arranged for the production of two 15-minute slide
presentations on the emotional impact of AIDS diagnosis, called
“Remembering Tom” and “Self Por trai ts. ”

. the Morehouse AHEC has produced two clinical slide sets on virology
and one slide set on transmission, epidemiology and prevention.
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. Because SCATN has had continuing difficulty in getting primary care
physicians, many of whom have yet to see their first HIV+ patient,
to attend training, the subcontractors are designing an information
and education packet for primary care physicians to be distributed
throughout the state. The packet includes clinical, referral and
support information, and is intended to give physicians, especially
primary care physicians in the rural area , a source to turn to when
they see their first patient. This project is planned for year 03.
Dr. Harry Struthers, who currently sees HIV positive patients and
who does work in rural areas will provide consultation on this
project.

A dental packet, following a similar format, will also be completed
in year 03 of the project under the direction of a dentist who
serves as an advisory board member to SCATN.

4. outputs

In year 01 of the grant, the EATN reached a total of 7,116 health care
professionals through its central training activities and those of its
subcontractors; in year 02, the total was 12,114.

Demographic information is available on 62 percent of the trainees
reached in year 02. Of those trainees for which information is available, 21
percent were physicians, 21 percent were nurses, 8 percent were dentists, and
25 percent were other health care professionals. The remaining 26 percent
were administrators and other professionals. By work setting, 16 percent were
from private practice settings, 15 percent from hospital settings, 11 percent
from student training settings, and 9 percent from health department settings.

c. Efforts to Reach Minorities

Morehouse’s participation in the EATN provides the ETC with a strong
minority perspective. All curricula being developed by Morehouse have a
minority focus, as do the most of the trainings Morehouse has conducted.
Continuing education training sessions are being done for the Georgia Black
Nurses’ Association and Chi Eta Phi, a nursing sorority. In October 1989, it
offered a program entitled “AIDS in the Black Community” in two locations in
metropolitan Atlanta. A conference conducted by jointly by Morehouse and the
Emory-based staff, “HIV  Infection and AIDS in the Minority Community,” drew a
regional audience from South Carolina, Georgia, Florida, and Alabama.

EATN has analyzed data based on the largest ethnic group served by the
training participant. In year 02 of the grant, out of approximately 5,000
trainees for which data was available, 20 percent those trained served a
majority of black patients/clients, 3 percent served a majority of
Hispanic/Latin0  patients/clients, and 5 percent served a majority of other
minority patients/clients.



EATN
Case Study
Page - 17

D. Training Issues and Successes

. The EATN, which targets health care professionals of all disciplines,
uses professional trainers primarily from the public health discipline.
Whenever a program targeting medical professionals is run by non-medical
personnel, there is a potential problem with credibility, yet no such problem
has materialized at the EATN,  This is due, in part, to the reputation of the
staff and the public health tradition in the region. Further, the EATN has
been careful to pair a physician and a trainer together to make all medically-
oriented presentations, and has expanded the staff participation of its part-
time physician/trainer to three days a week. The fact that, to date, more
than 21 percent of EATN’s overall participants and 14 percent of the
participants at Emory-sponsored events have been physicians, indicates that
the ETC does not have a credibility problem with the medical community.

One of EATN’s major strengths is the skill and talent of its central
training staff. For the most part, the training staff members are
professional trainers and health educators with expertise in curriculum
design, educational materials development, application of appropriate
instructional strategies as well as having demonstrated communication skills.
In addition, each trainer has had “clinical” experience as an AIDS caregiver:
HIV counselor, case manager, support group organizer, volunteer “buddy,”
hotline volunteer, etc. and keeps up on the latest scientific information on
HIV/AIDS. These trainers provide AIDS training not only in Georgia but
throughout the region.

Another strength of EATN’s training program is the systematic way in
which the central staff keeps current on AIDS information and disseminates it
throughout the network. This not only ensures state-of-the-art training, but
consistency of message.

As the EATN program was originally envisioned, each subcontractor was to
offer expertise in a particular functional area to the regional program.
While the functional areas have been developed (for example, Morehouse -
curricula development and minority focus; University of South Florida - mental
health; NCPHCA - primary care focus), these strengths have only infrequently
been.extended  beyond their local constituency. Developing and implementing a
strategy that will capitalize on the strengths of the subcontractors to the
benefit of the entire region will be a future challenge for the EATN central
office staff.

The issue of what role the central office staff should play in the
actual delivery of training outside of Emory’s immediate catchment area is one
that is receiving continuing attention. As noted, there has been some
confusion generated when training events have been conducted by the central
staff independent of the other EATN subcontractor in that state. In Georgia,
Morehouse, through its AHEC system, is recognized as the appropriate
institution to reach rural providers, whereas the EATN staff sees itself as
covering the rest of the state. It would serve the EATN well to have its
training markets and those of its subcontractors in the other states more
clearly defined in order to maintain positive collaborative relationships with
its subcontractors as well as to present a more integrated set of training
opportunities to the target trainees in the local catchment areas.
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By its own assessment, EATN has good quality control over the training
managed out of the EATN headquarters, but little or no quality control over
the training of its subcontractors. Recognizing this weakness, EATN is trying
to do better. In the future, one of the Emory training staff will be assigned
to attend the trainings of the subcontractors, and to work with the deputy for
program to develop strategies to enhance the overall training quality as well
as specific skills.

V. PROGRAH ALMINISTRATION

A. Administrative Systems

1. Program bnagement and Control Systems

Day-to-day management of the EATN program is the responsibility of the
Deputy Director for Administration. She is responsible for overseeing all
subcontract activities: subcontract negotiation, workplan  review, invoice
approval, and review of monthly reports. To date, at least one site visit has
been made to each subcontractor.

o Annual Workplan

The ETC’s  broad statement of goals and objectives serves as a framework
for its annual workplan. Annually, the activities that are to be conducted in
the subsequent year in conjunction with each project objective are specified
along with timeframes for their completion. This provides not only direction
for the coming year but provide indicators against which performance and
progress can be measured.

0 Contracts Management

The system for handling contracts with subcontractors operates relatively
smoothly. The EATN has developed a good working relationship with the Office
of Sponsored Programs, which is the university arm responsible for contract
management. It is the responsibility of the Office of Sponsored Programs to
make sure that the terms of the contract are consistent with the invoice
processing system.

In the first program year, it took approximately six weeks to finalize
the EATN subcontracts, much of which was due to problems on the
subcontractors’ end. The Office of Sponsored Programs assisted the EATN in
structuring its budget for its grant submission. Turn around time for
subsequent contract renewals has been about three days.

0 Financial bnagement

Most subcontractors invoice monthly; North Carolina invoices quarterly.
The invoices are submitted directly to the university, forwarded to EATN for
approval, and returned to the university for payment. Checks are generally
cut within a week.
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In addition to the official accounts for the grant kept by the
universi,ty, the EATN keeps a parallel set of accounts. The chart of accounts
in the university’s system is not set up to facilitate management decision-
making. EATN’s accounts, kept on an accrual basis, allow the EATN to track
its funds for planning and management purposes. The system has also enabled
the ETC to identify errors made by the university accounting department,
mainly charges billed to the wrong account, so that they can be corrected.
Subcontractors informally report accrued expenditures in relation to their
budgets on a monthly basis.

The EATN has established a separate income account apart from its regular
grant account to provide some flexibility. The account revenue comes
primarily from registration fees and from honoraria paid to EATN for speaking
engagements. This income is used for refreshments and may, in the future, be
used for discretionary equipment. This income account is not subject to the
university’s indirect costs.

2. Hanagement  Information Systems

EATN has designed an extensive database. Reports from this database are
generated whenever needed. Specific reports include:

. number of trainees by state

. number of trainees by profession

. number of trainees. by work setting

. number of trainees by number of HIV-infected
persons served in last six months

. number of trainees by largest ethnic group in
patient/client population

. number of trainees by ethnic group

. number of trainees by zip code

. event title, location of event, date of event,
intended audience, sponsor, event duration,
CEUs,  number of registrations completed.

EATN typically generates many of these reports in graphic format to
highlight the data presented.

3. Communication aird Coordination

The primary mechanism for coordination within EATN is the quarterly
meetings that are held for all subcontractors.

One method the EATN uses to communicate to its regional constituency,
including but not limited to subcontractors, is a monthly letter to each of
them. This letter summarizes AIDS activities in the state for the coming
month. This approach to coordination has been generally well-received by most
subcontractors, but the South Carolina subcontractor, who prefers that it be
the focal point of AIDS training in the state, has requested that EATN
discontinue the letter to their state.

While CompuServe is available as a communication mechanism within the
Network, it is used primarily by the Florida subcontractor.
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4. Marketing the ETC

1

two posters (‘Information About AIDS” a n d  “ P a i n  C a n  B e
Shared”) and a button (‘Latex: The Moral Fiber of America”). The EATN
regularly displays at national conferences.

Two of the subcontractors have established a name unique to the grant:
South Carolina AIDS Training Network; and the Center for AIDS Education for
Health Care Providers at the University of South Florida. In the case of the
latter, several press releases have been issued and all faculty make a point
of referencing the Center in interviews and statements. The brochures
marketing the various trainings are professionally produced. This strong
marketing effort adds credibility and a sense of identity to the Center.

5. Coordination

cross-
f e r t i l i z a t i o n  a n d  f e e d b a c k  t a k e  p l a c e  t o  o b v i a t e  t h e  n e e d  t o  c o n v e n e
additional advisory groups to guide the EATN program in Georgia. On the
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B. Systems for Ranaging Training Events/Programs

1. Barketing  Training Events

Study
- 21

The EATN produces a regionwide training calendar approximately every six
months which lists upcoming training events. The calendar is disseminated to
a mailing list of over 4000 health care agencies and providers.

In addition, the Emory-based training staff and each subcontractor do
their own marketing of individual training events, via a more detailed
brochure and more targeted mailing lists.

2. Trainee Recruitment/Selection

Initially, about 80 percent of the EATN’s offerings were designed
according to what the program staff felt was needed in the region and then
widely marketed to see who would respond. Over time, that pattern has shifted
significantly; currently, 90 percent of the trainings done are custom designed
in response to specific requests.

3. Registration Fees

Nominal registration fees are charged for EATN offerings to cover the
cost of the training rooms and refreshments. Fees are set at a level just
high enough to minimize the number of “no-shows,” $15-20 for the typical
offering and $50-150 for clinical tutorials.

4. Quality Control

By its own assessment, EATN has good quality control over the training
managed out of the EATN headquarters, but little or no quality control over
the training of its subcontractors. Recognizing this weakness, EATN is trying
to do better. In the future, one of the Emory training staff will be assigned
to attend the trainings of the subcontractors, and to work with the deputy for
program to develop strategies to enhance the overall training quality as well
as specific skills.

5. Output/Outcome Reports

At each training conducted by the EATN training staff or by a
subcontractor, participants are asked to complete a form entitled “How Did We
Do.” These forms are forwarded to the EATN office for input into the regional
database mentioned above.

C. Training Sites

Classrooms and auditoria in the medical, dental, nursing and theology
schools of Emory University are available for EATN events. Additionally,
Grady Memorial, an EUSM affiliated hospital, is the sites for clinical
tutorials. Other university centers in the Atlanta area, including the
Atlanta University Complex, Georgia Institute of Technology and Georgia State
University are willing to make arrangements for the use of their facilities
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for EATN events. The Emory AIDS Training Network also has access to the large
number of hotels and conference centers in the Atlanta area. Finally the
primary subcontractors facilitate site arrangements through their respective
organizational connections.’ Training sites were not mentioned as a problem by
either the subcontractors or the central office staff.

D. Cost Sharing

As a private university, Emory has not provided a great deal in the way
of in-kind contribution to the ETC. Its major contribution to cost sharing is
the office space and its maintenance supplied to the EATN free of charge.
From its point of view, the University also provides in-kind contribution in
the form of a discount on its indirect cost rate. Emory’s usual indirect rate
is 52 percent with the minimum being 10 percent, but for the EATN grant, the
HRSA-required rate of 8 percent is charged on all expenditures from the
central grant except equipment. In addition, the 8 percent indirect rate is
only charged on the first $25,000 of a subcontract, to a maximum of $2000.
Subcontractors are held to charging 8 percent even though they are not
technically required to do so.

Fees are charged for many of the EATN offerings; although the philosophy
is to avoid levying fees that would serve as a barrier to participation.

B. CBUS

nurses and nurse practitioners need CEUs; i n  F l o r i d a ,
all health professionals are required to have continuing education with regard
to BIV/AIDS. It is generally felt that having CEUs

EATN tries to offer CEUs
For the most part, CEUs

Through reciprocal agreements, CEUs
CEUs

CEUs.

The costs of providing CEUs

CEUs.
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P. Library/Information Services

EATN operates a warmline, designed to assist callers to access
information about EATN training events, clinical referrals and AIDS education
materials. The log kept of these calls indicates that most calls were for
information on EATN training offerings and for technical assistance or
training planning assistance.

Information and materials from the National AIDS Information
Clearinghouse (NAIC) have been assembled for distribution to trainees and
warmline callers throughout the region. All subcontractors have access to
NAIC.

EATN does not currently produce a newsletter. The ETC appreciates the
value of this type of communication tool and is currently considering
undertaking such an activity.

‘EATN maintains a small reference library at its headquarters, but feels
that it is inappropriate to build a large AIDS library when there is such
ready access to nearby university libraries. Additionally, training materials
developed by EATN and those developed elsewhere but used routinely in EATN
trainings are well-organized and readily accessible at the EATN headquarters.
In Florida, the CAEHCP maintains a comprehensive library specifically related
to AIDS and mental health issues/interventions.

G . Other Services

In addition to its primary role as a provider and a coordinator of AIDS
education and training, EATN staff do limited consulting on AIDS policy
issues with a potential for changing the health care system.

II. Sustainability

At the center of its strategy for sustainability, EATN counts on the
durability of Emory University itself. By building a strong network onto this
base, it hopes to sustain AIDS training efforts beyond the institutional and
geographical boundaries of Emory.

More specifically, the EATN strives to establish itself as a credible
and professional entity for AIDS training. Disseminating its regional
training calendar to a large mailing list has been part of the implementation
of this strategy. It has strongly targeted the public sector health provider
market during the grant period in order to establish a permanent market niche.

VI. slJnHmYANDFuTuRBPLANs

The Emory AIDS Training Network is centered at in the Department of
Community Medicine of the Emory University School of Medicine. For the most
part, affiliation with Emory University has been facilitative. However, the
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university bureaucracy with regard to staffing has posed a impediment during
the start-up phase and more recently with regard to EATN salary increases.
As a private university, Emory’s ability to provide in-kind contribution to
the ETC program has been limited.

The Emory AIDS Training Network is a highly centralized regional training
program overlaid with one independent subcontract in each of the five states
of its region. Initially, the Emory-based staff and its subcontractors
operated much like separate entities. There was little evidence of a
regional strategy or little in the way of coordination between EATN and
subcontractor training activities. This shortcoming has been recognized by
the ETC and efforts are underway to achieve a more integrated program.

The roles of the subcontractor within their respective states differ
from state to state: several subcontractors are the primary training providers
in their state; others provide specialized training to a more limited group of
target trainees; one does not provide training at all but serves as a catalyst
for the other training resources in the state. In addition to their role
within the state, each of the subcontractors was identified as having an area
of expertise to contribute to the regionwide effort. To date, however,
subcontractors have done little on a regional basis. Developing a strategy to
capitalize on the strengths of the subcontractors for the benefit of the
wider region will be a challenge for the EATN as it proceeds with program
development.

In spite of organizational shortcomings, the EATN has definitely filled a
void. Before the establishment of the EATN, there were only a few
organizations involved in AIDS training of health care professionals, Florida
and to some extent North Carolina being notable exceptions. Based on prior
reputations, professional connections, and the quick organization of the EATN
program, the Network has become recognized as the premier AIDS training entity
in the region.

The EATN underscores the importance of being able to change and adapt
along with the course of the epidemic. Changes in program emphasis as well as
organizational approaches have helped to make the EATN more and more
responsive to the training needs of the region. In the future, the Emory-
based staff will expand the clinical training opportunities and broaden
outreach to institutions providing training to health professions students.
The University of South Florida will expand its current efforts as well as
provide regional assistance to other EATN members in the development and
delivery of mental health training in the area of AIDS. Morehouse will
continue its trainings focusing on minority issues as well as trainings
focusing on rural health settings. Additionally, it will finish the
development of its curricula and begin the implementation into health
professional schools. The University of Alabama at Birmingham will expand its
community-based training, conducting regional HIV seminars for physicians,
nurses, and social workers across the state and will expand its clinical
tutorial program and collaborate with the CDC-funded STD Training Center in
Birmingham to offer HIV education to its students. The University of South
Carolina AIDS Training Network plans to implement graduate level public
health preservice training courses at the University of South Carolina, and
will develop two self-instructional packets for physicians and dentists and an
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HIV/AIDS education program for correctional health workers. The North
Carolina Primary Health Care Association will develop bilingual programs and
materials for training migrant/community health center providers. NCPHCA will
also coordinate Emory’s participation in training programs sponsored by the
AHECs and the AIDS Control Branch of the Department of Environment in North
Carolina. Regionally, NCPHCA will offer assistance in the development and
implementation of migrant and community health center AIDS training.
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GOALS  AND OBJECTIVES

GOAL I (Organizational):

Establish a regional center for the delivery of high-quality AIDS education
and training to health professionals in public and private practice,
government and voluntary agencies, professional associations and health
professions schools/training programs in the states of Florida, Georgia,
Alabama, North Carolina and South Carolina.

Objectives:

1. Establish and equip an AIDS Education and Training Center within the
Department of Community Health, Emory University School of Medicine, to
provide clinical and didactic AIDS education and training to a broad
range of health and ancillary care providers within the six-state
southern region.

2. Identify and contract a regional network of target audiences/individuals
who will be the recipients of project training, education and materials.

3. Execute a plan to continue operation in the absence of federal funds.

GOAL II (Needs Assessment):

Assure that the content of training and education material represents the best
clinical, epidemiological and health resource management information currently
available about AIDS; that it meets the needs of target audiences; that it
sensitive to cultural differences and to changing trends in the epidemic.

Objectives:

1. Analyze demographic and epidemiologic information about AIDS in order. . . _ _ _ to
anticipate changes in training content, disease management and prevention
strategies.

is

2. Conduct needs assessment activities to assess current level of AIDS
knowledge of target training audiences, trainees’ perceptions of current
training needs and trainees’ assessment of projected training needs.

GOAL III (Training Delivery):

Design and conduct AIDS training and education programs for health and helping
professionals in both the public and private care sectors.

Objectives:

1. Design training workshops and curricula to address the AIDS
training/education needs of target audiences of health professionals.



2. Conduct training for target audiences
counseling of HIV-infected persons.

in the diagnosis, management and

3 . Design and implement a train-the-trainer program to certify educators for
around the region as qualified AIDS trainers.

4. Introduce AIDS into preservice education programs for health professions
students.

GOAL IV (Materials Development/Distribution):

The ETC will research, design, develop, distribute and evaluate educational
materials, clinical care manuals and audiovisuals that are designed to target
selected care providers and training audiences with current, practical
information about the diagnosis, management and counseling of HIV-infected
persons in ambulatory care/private practice settings. The emphasis will be on
high quality materials that can be easily replicated and quickly disseminated
to target audiences, and on materials that are culturally sensitive to the
needs of a variety of audiences.

Objectives:

1. Research the current availability and cost of existing AIDS education
materials, analyze their content and usefulness and create a training
resource library.

2. Evaluate the usefulness and effectiveness of its developed AIDS education
and training materials.

GOAL V (Education):

Using formative, impact, process and outcome evaluation measures, the Emory
AIDS Training Network will evaluate the effectiveness of its training and
education programs and materials.

Objectives:

1. Involve members of ETC’s target training audiences in the development of
training programming, curriculum and materials (formative evaluation).

2. Apply impact and process evaluation methods to the conferences, multi-
subject regional conferences, workshops and preservice/inservice
education programs conducted by the ETC or its subcontractors.

3. Evaluate the performance of summer training interns.
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CRNTRR FOR AIDS EDUCATION

A* Organizational Background

SOUTE FLORIDA

FOR RRALTR CARR PROVIDERS

The EATN subcontract for the state of Florida was given to the Department
of Community Mental Health, Florida Mental Health Institute, a Division of the
University of South Florida (USF), The Department of Community Mental Health
is divided into three areas: Continuing Education; Clinical Services; and
Research.

B. Structure and Staffing

1. Structure

Although involved in AIDS training before the subcontract. with EATN, the
grant monies provided an impetus to establish a Center for AIDS Education for
Health Care Providers (CAEHCP) within the Continuing Education Division. In
establishing the CAEHCP, the ETC program has become institutionalized in the
Department of Community Mental Health.

The goals of the Center are as follows:

1. To provide basic AIDS education to all health care
providers in Florida;

2. To provide specialized AIDS training to mental health
professionals;

3. To serve as a clearinghouse for HIV information and
learning materials for health care professionals; and

4. To provide consultation regarding mental health issues in
HIV disease to requesting public agencies.

The strategic direction of the Center is decided at the site level with
input on regional direction provided by EATN. Although the original scope of
work included the entire state of Florida, this changed somewhat when the
Miami Education and Training Center was funded. The funding of the Miami ETC
has removed Dade and Monroe Counties as well as the Florida four medical
schools from EATN’s catchment area.

2. Staffing

The Director of the Center is Michael D. Knox, Ph.D., Chairperson and
Associate Professor of the Department of Community Mental Health. Dr. Knox,
who is a psychologist by training, serves the project on a 10 percent basis
and is the Center Director. The Center Coordinator is Martha F. Anker, Ph.D.,
serving the project on a 50 percent basis. Dr. Anker, who is also a
psychologist, is the Director of the Continuing Education Division. The
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structure of the Center within the University and other key staff are
indicated in Attachment A-l. There is also a diverse Center faculty,
including a lawyer, a HHS  State AIDS Program Administrator, a Philosophy
instructor and an Infectious Disease specialist.

C. Education and Training Activities

1. Needs Assessment

A formal needs assessment was done by the Florida Mental Health Institute
in October 1988. A survey of attitudes and knowledge about HIV/AIDS was
distributed to randomly selected community mental health centers and all
publicly funded drug abuse treatment programs in Florida. The direction for
the mental health portion of CAEHCP’s program is largely based on this formal
needs assessment.

2. Response to State Handated AIDS Training

In the spring of 1988, ‘the Florida legislature mandated three hours of
HIV/AIDS training for all licensed individuals. This legislation served as a
de facto needs assessment. The Center has fulfilled this role for health care
providers by providing an HIV Update for Health Care Providers. The update
program is for physicians, dentists, dental hygienists, psychologists, school
psychologists, mental health counselors, marriage counselors, family
therapists, social workers, nurses and nursing home administrators. The
program has been approved to meet the requirements set forth by the applicable
licensing board. The HIV Update Program consists of the following components:

. Epidemiology

. Clinical Manifestations and Treatment of AIDS

. HIV in the Workplace

. Legal Issues

. Cultural Considerations in Prevention, Treatment
and Counseling

. Neuropsychological and Mental Health Issues

Trainers selected by the Center staff conduct the program. Generally,
each program features six speakers. The program is evaluated using the
regional “How  Did We DO” form .

3. Hental Health Clinical Tutorial

South Florida’s CAEHCP offers a mental health clinical tutorial
consisting of a three-day intensive program targeted toward mental health
professionals and results in certification as an “HIV Mental Health
Specialist. ‘I The goal of the program is to provide mental health
professionals with the skills necessary to become HIV/AIDS treatment resources
within their own agencies or institutions.

Upon completion of the workshop, which includes both a didactic and an
experiential component, participants are prepared to perform the following
activities:
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. conduct psychological assessment and
intervention that is appropriate to individuals
affected by HIV;

. instruct clients in reducing their risk for HIV
infection;

. train staff members to operate educational
groups for HIV prevention among clients;

. develop and operate HIV/AIDS support groups;

. develop inservice programs on HIV/AIDS and
mental health; and

. access appropriate resources for information, consultation and
referral regarding HIV/AIDS.

To select participants, two priorities have been set: 1)
professionals working within the public mental health system, including
community mental health centers, state psychiatric hospitals, and departments
of mental health services in correctional facilities; and 2) participant
racial/ethnic and geographic diversity. Four to six participants attend at
one time. The participant group is kept small to allow for maximal
discussion, participation and interaction.

The tutorial includes practical training through observation and/or
participation in HIV-related mental health assessment and intervention in the
clinical division of the Department of Community Mental Health. The faculty
involved in the tutorial are six psychologists, two physicians (one of whom is
a psychiatrist), one rehabilitation counselor, one professor of philosophy and
ethics, and one attorney. The topic areas include:

. mental health overview;

. medical, psychiatric, and historical issues;

. neuropsychological assessment (Immunodeficiency
Clinic, Florida Mental Health Institute);

. HIV/AIDS medical update;

. suicide risk assessment;

. depression and cognitive therapy;

. psychoeducational AIDS module for chronically
mentally ill adults;

. prevention and client training;

. issues of chronic and terminal illness; and

. ethical issues.

As part of the tutorial, participants attend a support group sponsored by
the Tampa AIDS network, a panel discussion with one panel member being a
patient living with AIDS, and attending the quarterly network meeting for
health care providers.
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11 sessions were scheduled in year 02. As of April 1990, 49 participants
had been through the tutorial. The majority of the participants was from the
State of Florida; however, four other states have also had a participant.
Most participants, to date, have been psychologists; other participants have
included nurses and social workers. One attendee was from the State of
Wyoming and involved in the Mountain-Plains Regional AIDS ETC. This
participant will be coordinating the NIMH effort in Wyoming. The tutorial
qualifies for 20 continuing education units and participants are asked to pay
$35 plus travel and board to attend.

D. Interagency Coordination

CAEHCP communicates with the
sys tern. Monthly progress reports
EATN .

E. Regional Relationship

EATN through a CompuServe electronic mail
and budget updates are also submitted to

The relationship between CAEHCP and EATN has been a good one. The EATN
has let the subcontract operate fairly autonomously. CAEHCP feel that it is a
significant benefit to have the EATN deal with the federal funder on their
behalf. This facilitates administration for CAEHCP and allows more time to
concentrate on trainings.



A. Organizational Background

The Morehouse School of Medicine (MSM) is a subcontractor to EATN. MSM
was chosen because of its expertise in designing and implementing training
programs for minority and inner-city populations and for providers who care
for minority and inner-city populations. MSM was also included in the EATN
because of its expertise in reaching rural areas through its Area Health e
Education Center (AHEC) Program. MSM is associated with three AHEC sites:
one in Atlanta, Georgia; one in Dublin, Georgia; and one in Tuskegee, Alabama.

B. Staffing

The scope of work under the subcontract is for MSM to both develop and
implement curricula in medical and health professional schools and provide
trainings on HIV/AIDS to health professionals in the State of Georgia. The
key staff involved in the Morehouse effort are: Daniel Blumenthal, M.D.; Mary
Davis, R.N.; Clementine Marrow, M.A.; Meryl McNeal, Ph.D., and William
Alexander, M.D.

c. Interagency Coordination

The MSM works closely with the Morris Brown College Nursing Program,
Emory University/N.H. Woodruff School of Nursing, Clark-Atlanta University
School of Social Work, Clark-Atlanta University Allied Health Program, Georgia
Nurses Association, Black Nurses Association, Auburn University School of
Pharmacy, Auburn University School of Nursing, Georgia State University School
of Nursing, University of Georgia School of Pharmacy and Chi Eta Phi Nursing
Sorority. Representatives from each of these schools and associations and the
Directors of the three AHECs sit on the advisory board for the AIDS Education
and Training Project of the MSM.

D. Education and Training Activities

1. Curriculum Development

Morehouse is working simultaneously on developing curricula for nursing
professionals, social workers, physicians and allied health professionals.
Separate committees have been established to develop each curriculum comprised
of faculty members from the advisory board as well as consultants.

The nursing curriculum, entitled “Nursing Throughout the Spectrum of HIV
Disease,” was completed in early 1990. The draft, compiled by the curriculum
committee, underwent a wide external review, including members of the EATN
training staff. The task of managing and integrating input from individuals
and groups from a number of different institutions was a difficult one.
However, the comprehensiveness and the richness of the final product is
attributed to the incorporation ideas from these different perspectives. The
curriculum contains the following modules:
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. Introduction to AIDS

. HIV-Related Concepts: Attitudes, Assessment and
Infection Control

. HIV Disease and Maternal Health

.

. Psychosocial Aspects of AIDS

. HIV Disease and Community Health Nursing

. HIV Disease and its Implications for Nursing
Management

. Inpatient Care of the Adult with HIV Disease
(Medical - Surgical)

. Cultural Aspects of AIDS

Each module includes: a unit pre/post test; a basic unit overview; objectives
for the unit; sub-unit overviews; sub-unit objectives; pre-unit, in class,
post-unit learning activities; references; and supplementary audio visual
materials. The curriculum will be used both for incorporation into nursing
school programs and for nursing continuing education units.

Three other curricula are being developed, under the Morehouse
subcontract, for social workers, physicians, and allied health professionals.
The review and implementation process will be similar to that of the nursing
curriculum. All curricula have a minority focus. The physician curriculum
has been completed, but there is an issue over copyright. The curriculum will
not be circulated until this problem has been resolved.

2. Community-Based Training

The Morehouse School of Medicine has also conducted several community-
based trainings. These trainings focus, for the most part, on AIDS in the
minority communities and AIDS trainings conducted through the three AHECs,
One conference, “HIV Infection and AIDS in the Minority Community,” drew a
regional audience from South Carolina, Georgia, Florida and Alabama.

Additionally, four continuing education training sessions will be
conducted for the Georgia Black Nurses t Association and Chi Eta Phi, a nursing
sorority, using modules out of the curriculum. Participation in this program
is free of charge.

The year 03 objectives of MSM are to continue with the development,
implementation and dissemination of its curricula. Another program planned is
one to train pastoral care counselors in black communities in counseling and
addressing the mental health needs of people with HIV infection and AIDS.
Pastoral counselors are seen by Morehouse as being in an opportune position to
play an increasing role in AIDS education activities due to their consistent
contact with the black community.

3. Clinical Training

The “Nursing Throughout the Spectrum of HIV Disease” curriculum is being
used for continuing education programs being conducted by Morehouse. One
program was conducted in response to an education and training needs
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assessment done by the Georgia Nurses’ Association. Based on the results of
this needs assessment, a three-day workshop was developed by Morehouse
incorporating both didactic and experiential training. The didactic part of
the training will use the curriculum as a guide. The experiential portion of
the program is carried out at the Grady Infectious Disease Clinic. This part
of the program includes attending case meetings of inpatients as well as going
on rounds with the attending physician. This arrangement was made possible by
Dr. Sumner Thompson who serves as a medical consultant to the EATN. The
training was co-sponsored by the Georgia Nurses’ Association. Participants
were charged $50 to participate in this program plus a $10 continuing
education fee.

4. Impact on Professional School Curricula

The collaboration among the nursing schools in the state and their
representation on the advisory board has been instrumental in getting the
curriculum implemented into nursing schools. Mary Davis, a full-time staff
member on the subcontract, is responsible for facilitating the implementation
process. The Morris Brown College School of Nursing has approved the
integration of the nursing &rriculum  into its course structure and will serve
as a pilot site. Mary Davis, through her professional associations, also
managed to secure a spot on the agenda of the quarterly meeting of the Georgia
Board of Nursing. She presented the curriculum and then asked for feedback
and interest. Those expressing interest in integrating the nursing curriculum
into their undergraduate nursing programs were’ Emory University, Clark/Atlanta
University, Georgia Southern University, Georgia State University and the
University of Hawaii. Mary Davis is currently following up with these nursing
schools.



SOUTH CA.ROLINAAIDSTRAININGNETWORK

A. Organizational Background

who serves as the Principal Investigator (funded at 10 percent time); Herman
Allen who serves as the Administrator of the project at 25 percent time; and
Eva Allen, a graduate student in Public ‘Health, who takes care of the
logistics of the training programs. In year 03, the SCATN plans to hire a
full-time Assistant Project Director.

2. Advisory Committee

The SCATN has an advisory board consisting of members from all over the
state and in a variety of disciplines. The board meets quarterly. Board
members are from several different agencies and organizations, including USC
School of Public Health, Midlands Technical College (largest trainer of allied
health professionals in the State), South Carolina Medical Association,
Richland  Memorial Hospital, Greenville Memorial and the state AHECs.  This has
been a very active board and is instrumental in assisting in the planning the
strategic direction of SCATN.

c . Education and Training Activities

1. Needs Assessment

The SCATN has taken a proactive approach to planning trainings. SCATN
staff found that most health care professionals in the state had participated
in at least one AIDS/HIV class or session and were not really interested in
further training in the area. This is in part due to the low incidence of
AIDS in the state. The SCATN staff, however, decided that this was denial and
the staff contacted organizations which they thought needed the training.
After presenting the SCATN and its training strengths, most organizations
contacted were enthusiastic about the training possibilities. SCATN staff and
the organizations then work together in identifying the particular training
needs and the SCATN staff develop a program to address these needs.

2. Community-Based Training

The SCATN also responds to requests for training. One such request came
from the Adoption Service Division of the Department of Social Services. The
request was to provide AIDS/HIV training to their staff in order that the
staff could then train foster parents in the care of AIDS/HIV children. The
trainees included social workers , nurses and other health professionals. The
trainers included an AIDS/HIV health instructor who works extensively with the
SCATN program who also was a foster parent to a child who had died of AIDS.
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The SCATN is planning on conducting this type of training all over the state.

There are seven AHECs in the State of South Carolina. AHEC programs are
planned by discipline-specific councils, and several representatives from the
AHEC sit on the advisory board. The SCATN approached AHEC’s  Allied Health
Professionals Council to discuss possibilities for training. Based on
discussions with this group, the SCATN designed a one-day program for allied
health professionals entitled “Beyond AIDS 101.” The Council approved of the
training, and it is now being conducted for health care professionals
recruited through the seven AHECs. The program is mostly didactic and
includes a question and answer session near the end of the day. Each training
has between 30 and 75 participants from several disciplines including
administrative workers, clergy, therapists , social workers and emergency
medical technicians.

SCATN has also done several other AIDS/HIV trainings reaching physicians,
dentists, nutritionists, mental health workers, hospice nurses and community
voiunteers, among others. These trainings are conducted by skilled trainers
listed on a training roster maintained by the EATN. The Principal
Investigator chooses the trainers most appropriate for each session. The
evaluation form and registration form developed by the regional office are
used in all of the above mentioned trainings.

The SCATN staff have noted that it is difficult to get primary care
physicians to attend trainings. Many physicians have yet to see their first
patient who is HIV positive; and, thus, do not see the need for further
training. To reach these physicians, SCATN is going to design an information
and education packet for primary care physicians to be distributed throughout
the state. The packet will include clinical, referral and support
information. The objective in designing and distributing this packet is to
give physicians a source to turn to when they see their first patient. The
packet is especially intended for primary care physicians in the rural areas.
This project is planned for year 03. A physician, Dr. Harry Struthers, who
currently sees HIV positive patients and who does work in rural areas will be
hired to consult on this project.

An advisory board member, who is a dentist,
a good idea for dentists also.

thought this packet would be
This project will also be completed in year

03, with this same advisory board member most likely to lead the effort.

Other plans for year 03 are to develop a curriculum for use in Allied
Health Professional Schools. The goals of this curriculum are to enable
health students to incorporate universal infection control precautions into
their practice setting and to enhance the interpersonal skills of allied
health students in dealing with seropositive individuals in their practice
settings. The curriculum will address the practice needs of students in
nursing, practical nursing, medical technology, radiologic technology, nuclear
medicine technology, surgical technology, dental hygiene, dental
assistantship, respiratory therapy, pharmaceutical technology, medical
laboratory, medical assistantship and medical records technology programs.
The curriculum will be developed jointly by the University of South Carolina
School of Public Health, the Midlands Technical College and the AHEC Allied
Health Council.
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3. Training for Correctional System Health Care Staff

SCATN in planning a program for the health care staff of the South
Carolina Correctional System. The program will be a day and a half long and
include a didactic component, small group sessions and role playing.
Approximately 100 participants are expected, including physicians, nurses,
counselors and prison chaplains. The program will provide preservice and
inservice HIV/AIDS education and training, including special focus workshops
on cultural sensitivity and HIV, substance abuse issues, social service
support needs of inmates, special needs of female inmates and pre-release
counseling about HIV/AIDS.

D. Regional Relationship

The SCATN approach to its subcontract with the Emory AIDS Training
Network (EATN) is that SCATN will have a statewide focus. This has proved
difficult to implement. EATN has its own training program that it carries out
in all states throughout the southeast region, independent of the programs of
the particular subcontractor located in each state. SCATN would prefer that
instead of working independently on trainings in South Carolina, EATN would
work in collaboration with the SCATN program. This collaboration does not
necessarily mean conducting the program jointly, but rather collaborating on
the planning of trainings jointly. This opinion was expressed to the EATN
staff, and they were very responsive to the issue. The Principal Investigator
of SCATN feels comfortable with the resolution of the problem.

Communication between the South Carolina AIDS Network and the Emory AIDS
Network is quite good. As mentioned previously, EATN was very responsive in
dealing with SCATN’s  earlier concern about regional versus state trainings.
The Principal Investigator suggested that the region could further facilitate
the sharing of resources throughout the region. Two methods suggested for
doing this are to establish a regional newsletter and to distribute to each
state ETC materials that have been developed in other states within the
region.



A. Organizational Background

The subcontract with the University of Alabama at Birmingham (UAB) is
lodged in the Infectious Disease Department of the Medical School. The
subcontractor has established an identity as the UAB/AIDS Training Center, but
in recognition of its ETC funding, also refers to its participation in the
Emory AIDS Training Network. Capitalizing on the resources and expertise of
the Infectious Disease Department, the subcontractor is exploring strategies
to expand the pool of AIDS resources to the primary care and public health
sectors, especially those in less urban areas.

B. Staffing

The activities of the UAB subcontractor are coordinated by Peter Pappas,
M.D. Dr. Pappas devoted 20 percent time to the project. He is supported by
Rebecca Langner, R.N. who provides 40 percent time to the project, Susan
Wilder, M.S.W., who provides 20 percent time to the project, and William
Weaver, Ph.D., who provides 10 percent time to the project.

C. Education and Training Activities

1. Community-Based Training

The subcontractor has also cosponsored two conferences on clinical AIDS
issues for primary care physicians, with some nurses in attendance. The
conferences, in Mobile and Decateur  (the former cosponsored with the
University of Southern Alabama), targeted high incidence urban areas. The
subcontractor also sponsored a two-day nursing/social work seminar for 100
participants in Birmingham.

To extend its programs outside of the urban areas, the subcontractor has
begun to market itself to local medical societies and to piggyback on the
structure of the Centers for Disease Control-funded STD clinic run by the
Public Health Department in JeffersonCounty. The subcontractor is beginning
to capitalize on the linkages between rural referring physicians and the 1917
Clinic, accepting speaking engagements organized by the local referring
physician using the management of the patient’s specific conditions as the
focal point and drawing card of the training.

2. Clinical Training

At the heart of the physician training program is a clinical experience
held in conjunction with the Department’s weekly multidisciplinary AIDS
research and teaching clinic, known as the 1917 Clinic (named after the
clinic’s street address). The clinic, which operates one afternoon per week,
is staffed by residents and attending physicians, medical social workers,
dietitians,  a dermatologist, a dentist/oral pathologist, and a registered
nurse. A psychologist is also available for consultation. The clinical
experience includes an orientation to the clinic, an opportunity to observe
initial physician interviews, and involvement in the examination process and
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subsequent case discussions. The clinical experience is structured so that
participants are involved in four to six consecutive clinic sessions,
supplemented by weekly “chalk talks. I1

The clinical experience was originally organized to train general
internal medicine and primary care residents in the university system. It has
recently been opened up to community physicians and nurses. Marketing has
been mainly through word of mouth but is being expanded to take advantage
of the resources of the STD Training Center. Community caregivers have
expressed interest, but participation has been limited. To date, six nurses
from community hospitals and one or two community physicians have taken
advantage of the clinical experience. Their participation has been limited to
attendance at only one clinical session due to factors of distance and limited
time away from their practice. A physician at one of the prisons has
recently made a commitment to participate in the clinical experience for as
long as it takes for him to become comfortable in treating HIV positive
patients.

D. Regional Relationship ,

The UAB views its participation in the EATN quite positively. It
appreciates the expansion of its training efforts that have been made possible
through EATN funding. While it markets its training as emanating from the UAB
AIDS Training Center, it always acknowledges its EATN support.

The subcontractor has expressed concern over the independent planning and
marketing trainings simultaneously and collaterally by the EATN and the UAB,
primarily because of the potential to induce competition for trainees and for
the confusion that might be caused among prospective trainees. The
subcontractor acknowledges that coordination has improved significantly.

The UAB subcontractor’s major contribution to the regionwide program is
its pilot testing of a technology known as the “Q System.” The “0 System” is
a portable computer with 32 response pads, much like those used on TV game
shows. A set of questions and multiple choice answers are programmed into the
computer to correspond with the content flow of the presentation. During the
course of the presentation, the presenter triggers the computer to flash the
appropriate question and answer choices on a large monitor for the trainees to
see. Those seated at the response pad stations key in their answer. The
responses are immediately tabulated by the computer and presented on the
monitor. This immediate feedback enables the presenter to ascertain whether
his/her points are being grasped before moving on to a new area. In addition,
the responses are automatically stored in the computer for subsequent use in
evaluation studies. The subcontractor pilot tested the “Q System’ at a
resident research conference and found the technology to be very engaging,
keeping the trainees alert and lightening up the session. The technology may
be particularly motivating for the laggards in the group as it enables
trainees to position their own comprehension and attitudes, anonymously, among

their peers.
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The EATN subcontractor in North Carolina is the North Carolina Primary
Care Association (NCPHCA). The EATN activities of the NCPHCA are coordinated
by its executive director, Steven Shore. The organization’s Migrant Health
Specialist and its Communications Director contribute 12 days and 15 days per
year respectively to the EATN effort.

The North Carolina Primary Care Association (NCPHCA) has three defined
roles within the EATN’s program:

0 to broker the existing training resources within the state of North -
Carolina;

0 to provide the primary health care focus to the regional program;
and

0 to give the regional program national visibility.

In North Carolina, there are many established players in the AIDS
training arena: four medical schools; an AHEC system, which is one of the
strongest in the country; and a state Red Cross chapter devoted to AIDS
education. With its small subcontract, it would not have been appropriate for
the NCPHCA to try to position itself as a training provider, even among its
constituency of community and rural health centers. The first two years have
been spent primarily making contacts on both the provider and recipient side,
concentrating on its role as a broker of training services. During this time
period, a state advisory board was also formed. In Year 03, the subcontractor
will expand its role, serving as a catalyst. It will co-sponsor events,
providing honoraria and travel through its budget, and speakers and materials
from elsewhere in the Network. Without these additional resources, its
cosponsoring partner would not otherwise be able to put on the event. As a
cosponsor, NCPHCA will be able to hold its cosponsoring partners accountable
to EATN standards of training and require EATN evaluation. NCPHCA also serves
as a conduit for disseminating resources developed in other parts of the
Network. For instance, the AHECs have been made aware of the curriculum being
developed at Morehouse and are anxious to have it when it is completed.

The NCPHCA helped to give EATN access to the publicly funded primary care
market by getting EATN-sponsored programs onto the agenda of the annual Region
IV Primary Care Conference for the past two years. In the 1989 conference in
Atlanta, the EATN presented a medical care update. In 1990, it made a
presentation on case management in rural areas. This presentation was very
useful in recruiting trainees into the EATN clinical training program at Grady
Memorial Hospital.

NCPHCA, as a representative of HRSA 330-funded primary care providers in
North Carolina, provides a linkage to another branch of HRSA. This is a
unique relationship within the national ETC network. Through NCPHCA’s
national primary care network of 600 health centers serving 6 million people,
EATN has the opportunity for national visibility with regard to primary care
and AIDS.
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CASE STUDY

I. PROG.RAx0vERvIEw

The Mid-Atlantic AIDS Regional Education and Training Center (MAARETC)
has its headquarters at the University of Maryland at Baltimore (UMAB). As
funded, MAARETC’s region covers the states of Maryland, Delaware, Virginia,
West Virginia and the District of Columbia--modified from an earlier proposed
southeastern U.S. region which also included Alabama, Florida, Georgia, North
Carolina/and South Carolina.

MAARETC’s  stated goal is to provide a framework through which
institutions and organizations within the region can collaborate effectively
and benefit from each other’s expertise. In each state in MAARETC’s  region
and in the District of Columbia, MAARETC has established an Area Resource
Center (ARC) through a subcontract agreement. The subcontracts are with the
following organizations:

0 Delaware Area Resource Center - Delaware Medical Center;

0 DC Metro Area Resource Center - Georgetown University
Hospital;

0 Maryland Area Resource Center - University of Maryland
Medical School;

0 Virginia Area Resource Center - Medical College of
Virginia, Virginia Commonwealth University;

0 West Virginia Area Resource Center - West Virginia
University; and

0 Public Health Area Resource Center - Johns Hopkins
University, School of Hygiene and Public Health.

The state ARCS are responsible for implementing the mission of MAARETC in
their respective states. The Public Health Area Resource Center at Johns
Hopkins is different from the other ARCS in that it has a regional mandate to
provide AIDS education and training to health care professionals in the public
sector. MAARETC operates under a decentralized program structure; each ARC is
responsible for identification of training needs, network building, and the’
design and delivery of its own training programs in response the needs of the
area.

The goals and objectives, as stated in the original proposal, are listed
in Appendix I.
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II. PROGRAM RISTORY

A. Regional Rb Epidemiology

The incidence of AIDS cases varies throughout the Mid-Atlantic region,
and the epidemiologic patterns resemble those seen in other mixed urban/rural
regions across the U.S. While gay men still constitute the highest prevalence
of AIDS cases, the incidence among IV drug users, minorities (especially
blacks and Hispanics), women and children constitute a large and growing
proportion of the cases. The increase in incidence among ethnic minorities
underscores the need for cultural sensitivity to this changing case mix.

B. Organizational Background

The University of Maryland at Baltimore, the locus of professional
education within the University of Maryland system, has a history of providing
patient care services, research and legal services for patients with AIDS.
In addition to its academic departments, UMAB has a strong continuing
education program. The UMAB schools of pharmacy, dentistry, medicine,
nursing, law and social work have each conducted continuing education training
courses, short workshops or topical seminars on AIDS. UMAB’s  resource base,
coupled with its continuing commitment, facilitates the AIDS education and
training activities of MAARETC and MARC within the University as well as
providing a pool of AIDS experts to the ETC.

The MAARETC program is placed within the Division of Interprofessional
Programs in the Office of the President along with two other professional
education programs with a community focus: a state-funded geriatric program;
and a drug and alcohol program. The position within the President’s Office
facilitates the coordination of resources campus-wide and communication among
the six professional schools comprising UMAB, as well as providing the general
leverage and influence associated with the Office of the President.

Six Area Resource Centers have been established as subcontractors to
respond to the training and educational needs on a more local level. These
six ARCS are described briefly below:

0 Initially, Maryland state activities were coordinated by
the MAARETC headquarters. The Maryland Area Resource
Center was organized as a separate entity in April 1989,
and is located in the AIDS Unit of the Infectious Disease
Division, School of Medicine, at UMAB with Dr. Jonathan
Cohn as principal coordinator. MARC works in
collaboration with the AIDS Administration of the
Department of Mental Health and Mental Hygiene. MARC is
one of many AIDS players in Maryland and attempts to take
a coordinating role.

0 The Virginia Area Resource Center is located at the
Medical College of Virginia at Richmond which was heavily
involved in AIDS education and training before the
inception of the regional ETC program. Dr. Lisa Kaplowitz
of the Department of Medicine, Division of Infectious
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Diseases, a recognized AIDS authority in the state, heads
the Virginia Area Resource Center effort. The Virginia
ARC, which was in full operation by September 1988, is the
primary AIDS training resource in the state.

0 Wilmington Hospital serves as the Delaware Area Resource
Center. Dr. Dean Winslow, Chief of Infectious Disease is
the coordinator for this ARC. The Delaware ARC was fully
operable by September of 1988, and although the
subcontractor did not have a lot of previous AIDS
experience, the ARC is now viewed as the primary AIDS
training resource in the state.

0 The West Virginia University at Morgantown is the location
of the ARC in that state. The center is physically
located in Morgantown, West Virginia, but activities are
coordinated through the School of Medicine’s Charleston
Continuing Medical Education Office. Beginning in
February of 1989, Drs. Rashida  Khakoo and Melanie Fisher
took over the coordinating function, serving as co-
principal investigators. By September 1988, the West
Virginia ARC was in full operation and, like the Delaware
ARC, has come to be viewed as the primary AIDS training
resource in the state.

0 The Johns Hopkins Public Health Area Resource Center was
established in April 1989 to address the regional training
needs of health care providers practicing in public health
settings. This ARC is located within the Johns Hopkins
University School of Hygiene and Public Health. It has
been relocated from its original home in the MCH division
to the Preventive Medicine Residency program. Dr. Andrew
Sorensen, the School’s Associate Dean, is the principal
coordinator for this area resource center.

0 The District of Columbia Metro Area Resource Center is
located in ,Georgetown  University. The principal
coordinator for this center left in December 1988. As a
result, the activities of this ARC have been slow to
develop. Drs. Stephen Peters and Vijay Melnick have since
taken on the role of Associate Principal Coordinators with
Ed Cowen as the fulltime  Program Coordinator and
activities,have picked up in year 02 of the grant.

c. ETC Origin and Development

UMAB submitted a proposal for ETC funding in HRSA’s first application
round and was approved but not funded. MAARETC was funded in the second
round. The original intent was that the ETC would cover nine states in the
southeast Atlantic region and the District of Columbia. In post-approval
negotiations with HRSA, the geographic region was limited to the Mid-Atlantic
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states: Maryland; Virginia; West Virginia; Delaware; and the District of
Columbia.

Dr. Brandt who, at the time, was Chancellor of the University of
Maryland,at  Baltimore and former Assistant Secretary of Health and Human
Services was the original Principal Investigator of MAARETC. Dr. Brandt was
responsible for the development of the ETC proposal. Dr. Brandt’s approach
was to build partnerships among institutions with demonstrated capabilities
for treatment, education, service, and prevention.

Year 01 of the grant was spent developing the subcontracts with the
partnership institutions identified in the pre-grant stage by Dr. Brandt.
This turned out to be a slower process than originally anticipated due to
changes in key personnel and difficulties in negotiating subcontracts. For
example, although Johns Hopkins University and the School of Medicine at UMAB
had been identified as key institutions, it took nine months to hammer out
roles that suited both of these institutions as well as suiting the regional
aims of MAARETC. In the State of West Virginia, the Principal Coordinator of
the ARC was changed. This staffing change also resulted in a change in the
contractual arrangements from the Continuing Education Division of West
Virginia University to the University Research Foundation. Staffing problems
also impeded the progress of the District of Columbia ARC; the full-time ARC
staff person resigned in year 01 and the Principal Coordinator was on
sabbatical for six months.

In addition to staffing changes at the Area Resource Center level, the
project staff at the headquarters changed as well. Dr. Brandt resigned in
April 1989. Dr. Moses Pounds, formerly the Education Coordinator of MAARETC,
took over the position of Principal Investigator. The new Education
Coordinator, Dr. John Bonnage,  was hired in July 1989. Further, the highly
centralized program model originally developed proved inappropriate as several
of the ARCS were far more experienced in the AIDS field than the headquarters
MAARETC staff, and there was a shift to a more decentralized model. Although
the MAARETC headquarters staff appear to have been able to do this
successfully, the transition was not an easy one and continues to present
challenges to the administration of the regional program. As a consequence of
all of these staffing changes, the MAARETC program was relatively slow in
getting off the ground.

III. PROGRAn sTRucTuRB

A. Organizational Roles and Relationships

The responsibilities of the headquarters staff are to manage and
administer the grant, to provide support to the Area Resource Centers, to
gather and disseminate materials and resources, to produce the bi-monthly
newsletter, and to develop an evaluation plan. The headquarters staff is also
involved in some curriculum development and has taken on the leadership role
in planning the dental program and the home health program, both supplemental
funding initiatives.
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The Area Resource Centers are responsible for responding to the education
and training needs of health professionals in their catchment areas. This
includes defining the nature and scope of the epidemic in their’regions,
defining the educational and training needs of health professionals in their
region, enhancing existing and cultivating new relationships with key
clinical, academic, and service organizations,
that respond to the needs of their region.

and developing training plans

The Area Resource Centers concentrate their efforts in the geographic
region in which they are located, the Johns Hopkins ARC being the exception.
As the only public health school in the region, the JHU ARC has a mandate to
plan and implement programs targeted toward health professionals in public
health settings throughout the entire region.

The development of a regional strategy for MAARETC is the responsibility
of the headquarters staff with participation and input from all of the ARCS
and, it was hoped, the National Advisory Board. Organizations with
representatives on the advisory board include the Public Health Foundation,
the Coalition of Hispanic Health and Human Services Organizations, the
National Medical Association, the Veteran’s Administration, the Institute of
Medicine, and the American Psychiatric Association. Subcontractor meetings,
held twice a year, serve as a forum for strategic planning of the MAARETC
program, information and resource sharing among the ARCS, networking, and
problem solving.

Development of MAARETC curriculum outlines and materials is the
responsibility of the Curriculum and Evaluation Council. This council is
comprised of representatives from each of the Area Resource Centers. The
Education Director serves as Chairperson of this Council. ARC staff are
responsible for developing program content and materials tailored to their
local needs.

B. Staffing

Edward N. Brandt, MAARETC’s  original Principal Investigator, was
succeeded by Dr. Moses B. Pounds in April of 1988 who, from September 1987 to
April 1988, served as the Education Director of MAARETC. Dr. Pounds is
currently the ETC’s  full-time director. Prior to joining the ETC, Dr. Pounds
was an Assistant Professor in the Division of Behavioral Sciences and Health
Education, Department of Health Policy and Management, at the Johns Hopkins
University. Dr. Pounds has a Ph.D. in medical anthropology and a strong
interest in AIDS in minority ethnic communities. Dr. Pounds has been
appointed to the Baltimore Mayor’s AIDS Coordinating Council and serves as a
representative on the AIDS Educational Review Committee for Baltimore City
Health Department.

John Bonnage,  Ph.D., was appointed in year 02 to be the Education
Director, succeeding Dr. Pounds in this position. As the full-time Education
Director, Dr. Bonnage is responsible for curriculum development, curriculum
revisions, and evaluation. Dr. Bonnage’s previous experience was as a Project
Director for the NIMH AIDS Education contract in Washington D.C. In the NIMH
project, in addition to his management responsibilities, Dr. Bonnage developed
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educational materials,
visual materials.

including an AIDS Primer, training modules, and audio-
As Education Director, Dr. Bonnage also serves as the

Chairperson of the Curriculum and Evaluation Council.

Ms. Adriene Dawkins is the Newsletter Editor and Resource Coordinator.
This position is quarter time. Ms. Dawkins maintains the resource center for
the ETC and responds to requests for information from the Area Resource
Centers. Her work also involves research, on a by request basis, for the
headquarters staff and ARCS using the Regional Medical Library (RML) located
on campus. Additionally, Ms. Dawkins has primary responsibility for producing
the quarterly newsletter.

Ms. Charlyn Cassady, M.Ed, R.N., was hired as a Project Assistant. Ms.
Cassady is a Ph.D. candidate. Her dissertation research is a study of home
health care providers working with persons with AIDS. Ms. Cassady was
instrumental in the development of the curriculum outline for home health care
providers, an initiative of the headquarters staff under supplemental funding
monies from HRSA.

Malinda Orlin, Ph.D.,‘M.S.W., is the Acting Executive Assistant to the
President of the University of Maryland at Baltimore. Although not involved
programmatically with the project, Dr. Orlin performs the liaison function
between the Office of the President and the ETC project, as well as between
other university departments and other state agencies and the ETC project.

A full-time Secretary is also assigned to the project.

c. Approaches to Collaboration, Integration and Regionalization

1. Approach to Collaboration

o Collaboration With Other Federally-Funded AIDS Projects

UMAB Dental School has a HRSA Service Demonstration Project to provide
direct dental care to AIDS patients. The “Plus Program,” as it is known, is a
tertiary referral center staffed by attending physicians and serves
approximately 65 patients, most of whom are very ill and have severe dental
problems. The program sees 4-5 new referrals per week. The Plus Program
provides the MAARETC dental program with a wealth of teaching materials,
particularly clinical slides.

The AIDS Administration of the Maryland Department of Hygiene and Mental
Health has a local HRSA AIDS Service Demonstration Project Grant. MAARETC,
through MARC, works with other agencies to recruit and train additional
clinical providers under the terms of that grant.

The Division of Family Medicine of the University of Maryland Medical
School is the recipient of a HRSA/Bureau of Health Professions training grant
for training family medicine residents. Through the ETC, the experience is
enriched. The Family Medicine housestaff receive clinical and didactic
training which includes required rotations through the Infectious Diseases
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clinic and the Primary Care Infectious Diseases clinic as well as supplemental
lectures and interactive workshops on HIV care.

Collaboration with HERO, the NIMH grantee, is primarily carried out
through the Maryland Area Resource Center. Specifically, MARCYMAPEC,  HERO,
Chase-Brexton Clinic and Morgan State University jointly sponsored a program
entitled “PWA Empowerment” which combined an interactive satellite video
conference presentation of the AIDS Satellite Television Network with a
Baltimore-based panel of guests.

Collaboration with other federal programs was further demonstrated in
January 1989. MAARBTC hosted a meeting at the UMAB for east coast (HHS
Regions I, II, and III) ETC representatives and Service Demonstration Project
directors. The two-day meeting allowed these two groups to discuss common
concerns and collaboration strategies between the projects. Four papers were’
prepared by the staff or consultant staff of MAARETC to be presented at this
meeting. The papers included the following:

. Dawkins, Adriene E., “Sex: Beyond Taking a Sexual
History,” MAARETC, University of Maryland at Baltimore,
January 1989.

. Pounds, Moses B., ‘Burnout: Issues for Education and
Policy, ” MAARETC, University of Maryland at Baltimore,
January 1989.

. Williams, Valerie N., “AIDS and Substance Abuse: The
Challenge for Clinicians and Educators,1  MAARETC,
University of Maryland at Baltimore, January 1989.

. Wooten,  Ruth K., ‘Interventions: HIV, AIDS, Counseling
and Testing,” MAARBTC, University of Maryland at
Baltimore, January 1989.

o Collaboration With Other AIDS Resource Groups

The Area Resource Centers are responsible for nurturing and developing
associations with federal programs, state programs, health departments, and
other organizations with missions similar or complementary to the ETC goals.
Most ARCS have established advisory boards of representatives from these key
organizations. The advisory boards serve to define area needs, to establish
collaborative relationships, and to share resources.

The extent of collaboration with these other programs or organizations
depends on the particular ARC. The Johns Hopkins University (JHU) ARC has
found collaboration and coordination with other programs and organizations to
be difficult and to require more resources than their budgets allowed.

The DC ARC also has had some difficulty establishing collaborative
relationships with the community service organizations. This is partly due to
the large number of AIDS “players prior to the DC ARC being established.
The DC ARC is in the process of determining what its training niche will be.
The DC ARC is, however, working collaboratively with the Centers for
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Interdisciplinary Research in Immunologic Disease (CIRID), a federally-funded
program directed toward community health professionals, the Children’s
Hospital’s CHAMP (Children’s HIV and AIDS Model Program), and the Whitman-
Walker Clinic, a community-based organization that provides public education
and some medical professional education about HIV and AIDS.

In some of the other states, where the incidence of AIDS cases is not as
high, determining what role the ARC should play was an easier process. Each
ARC has worked with their local AHECs,  AIDS Service Demonstration Projects
(where operable), NIMH Provider Training and community and migrant health
centers.

o Collaboration at a National Level

Taking advantage of the proximity to Washington, D.C., a National
Advisory Board was created with representatives from national organizations
concerned with the prevention of AIDS. Organizations with representatives on
the advisory board include the Public Health Foundation, the Coalition of
Hispanic Health and Human Services Organizations, the National Medical
Association, the Veteran’s Administration, the Institute of Medicine and the
American Psychiatric Association. The Advisory Board network was intended to
enable MAARETC to remain current on policy issues and avail itself of the
expertise of these organizations. This advisory board was scheduled to meet
approximately every six months but has only met sporadically.

2. Approach to Regionalization

MAARETC takes a rather decentralized approach to regionalization. There
is one subcontractor, known as an Area Resource Center (ARC), in each state
responsible for education and training activities statewide. The ARCS have a
great deal of autonomy as to the nature and content of the programs they
offer under broad ETC guidelines except in two areas--home health and dental-
-where ARCS are responsible for implementation of these MAARETC regional
programs in their state. The MAARETC headquarters’ function is primarily
administrative and consultative.

D. Organizational Qualities

The MAARF,TC  got off to a relatively slow start due primarily to staffing
changes at both the headquarters level and the ARC level. Dr. Brandt, the
original Principal Investigator of the grant, developed the program design of
MAARETC and identified the key players in the region. Any top management
upheaval requires a transition period and, in the case of MAARETC, slowed the
progress of the project. The new Principal Investigator and Education
Coordinator have done a good job during this transition period of taking over
where Dr. Brandt left off, and are to be commended for their efforts to revise
the program’s fundamental structure from a highly centralized one to a more
appropriate decentralized model.

Several of the ARCS were also slow to develop. The West Virginia ARC and
the DC ARC were plagued with staffing changes and, in the case of DC, with the
absence of the Project Coordinator for six months because of medical reasons.
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Politics played a role in Maryland, The politics were partly based on
proposal competition and partly based on the difficulties in differentiating
the role that the University of Maryland Medical School would play versus the
role that Johns Hopkins University would play. As a result of these
difficulties, the Johns Hopkins ARC did not come on board until April 1989.
Difficulties in the contracting process slowed the development of the
Maryland ARC. This ARC was not established under its present structure until
April 1989.

The sentiment was expressed at the headquarters that _a certain amount of
tension between MAARRTC and the ARCS is inherent in the relationship.
However, much of the tension arising at the ARC level may be a result of their
misinterpretation of the regional role. Several of the ARCS expressed concern
about a health professions education and training program being managed by
non-clinical staff. This position does not recognize the fact that program
management does not require possession of clinical skills but rather requires
an ability to appropriately mobilize both the training and the clinical skills
of others within the overall program framework.

Tension has also arisen with regard to the amount of autonomy that the
ARCS are allowed. The concept of a regional ETC is predicated on the fact
that synergy can be produced by working together: the regional ETC has
something to offer the subcontractors; individual subcontractors have
something to contribute to the wider regional effort and to each other as
individual subcontractors. This being the case, rather than exerting too much
control, MAARETC probably has not exerted enough leadership. There does not
seem to have been an active sharing of ideas and resources among the ARCS as
has developed in some of the other ETCs.

The desire for more ARC involvement in MAARETC strategy decisions and in
defining regional project priorities is a legitimate concern. The
headquarters staff is aware of these concerns and the ARCS acknowledge that
they have been increasingly responsive and flexible. The ARCS have also
indicated that there has been more program consistency of late; thus, enabling
the MAARETC project to run more smoothly.

This will be a continuing challenge to the headquarters MAARETC staff to
nurture its relationship with its subcontractors and, perhaps more
importantly, a spirit of regional cooperation and collaboration so that the
project may reach its full potential.

IV. RDUCATIOR  AND TRAINING PROGRAR

A. Needs Assessment Activities

Consistent with MAARETC’s  decentralized program structure, the task of
defining the nature and scope of present and future AIDS education and
training needs is the responsibility of each of the Area Resource Centers.
In most cases, the Area Resource Centers have carried out this task in
collaboration with the wider AIDS provider community. Where recent needs
assessments have been carried out by other organizations, their findings were
utilized rather than duplicating these efforts.
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All ARCS

of the ARCS

HHS  Region III, the same region as the District. Results will be shared with
the University of Pittsburgh AIDS ETC, whose catchment area includes the City
of Philadelphia.) This survey is being done in conjunction with the Federal
Employees Occupational Health Division.

In November 1988, the West Virginia ARC, collaborating with the WVU
School of Medicine, the West Virginia Department of Health, the West Virginia
Hospital Association, the Charleston Area Medical Center and the West Virginia
School of Osteopathic Medicine, was involved in a statewide survey of the AIDS
education needs and attitudes and perceptions of health care workers. The

(1988-89),
c o n d u c t e d  f o r  t h e  V i r g i n i a  D e p a r t m e n t  o f  H e a l t h  w i t h  f u n d i n g  f r o m  t h e  C e n t e r s
for Disease Control (CDC), virtually all categories of health care
professionals were surveyed: physicians, dentists, counselors, social workers,
registered nurses, licensed practical nurses, emergency medical technicians,
funeral directors and embalmers. The survey attempted to ascertain their
experience with AIDS/HIV, their treatment practices, their adherence to
uniform procedures, their willingness to treat, their knowledge about HIV
infection and AIDS, their sources of AIDS information, and their attitudes
toward mandatory testing, services for HIV positive individuals and
underwriting of payment for treatment. Survey results were reported in
detail by profession. From the detailed data, Dr. Bradford prepared a special
overview expressly for the Central Virginia ARC, which relies on the document,
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B. Training Activities

1. Target Trainees

MAARETC’s  t a r g e t  p o p u l a t i o n  e n c o m p a s s e s  t h e  b r o a d  s p e c t r u m  o f  h e a l t h
social service professionals and students in the caregiving professions.

and

. health professionals in practice, including physicians,
nurses, dentists, pharmacists, social workers, and allied
health care workers;

. students preparing for careers in these professions; and

. provider staff of public service agencies.

Each ARC more specifically targets trainees based on the results of both
formal and informal needs assessments, paying particular attention to_ _
providers who are already involved in AIDS care to some extent and those who
are about to be thrust into the fray.

are
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2. Training Activities, Objectives and Hethods

MAARHTC’s  training activities fall into two categories:

1. enhancement of professional expertise for those entities
and organizations who have current expertise with HIV and
AIDS; and

2. training a cadre of professionals who can serve as
“trainers” for their own professional organizations and
workplaces.

The Area Resource Centers design their own training programs to meet
local needs, while at the same time keeping the aims of the regional program
in mind. The content of programs offered varies throughout the region and is’
generally dependent on the baseline knowledge of health care providers with
respect to HIV/AIDS. However, the general approach to training begins with
the provision of information on an AIDS 101 level for all health care
providers. This is combined with additional content focusing on skills and
procedures that participants need to practice more effectively in their
specific professional settings. To support the ARCS in providing this type of
training, the headquarters staff, working with the Curriculum’Evaluation
Committee, developed two curriculum outlines for distribution to all ARC S:
“Clinical Manifestations and Treatment of HIV Infection” and “Epidemiology,
Transmission, and Prevention of AIDS and HIV Infection.” The ARCS use these
modules in varying degrees.

To a large extent, the trainings that have been offered are primarily
didactic, although the Virginia and Maryland ARCS in particular have a more
experiential focus. MAARETC subscribes to the principle of peer education;.i . e . , physicians train other physicians and nurses train other nurses. For
ancillary care providers, discipline-specific trainers are used as well as
physicians and nurses. MAARETC believes this approach gives the trainer more
credibility in front of his/her peers. Although peer education is not a
formal ETC policy, the ARCS, for the most part, are applying the concept in
their trainings.

Examples highlighting some of the training and education programs
offered by the ETC are listed below. Further training activities of each of
the subcontractors are included under the descriptions of the ARCS in Appendix
II.

o Regionwide Programs

The MAARETC received supplemental funding from HRSA to design programs
targeting home health care professionals and dental professionals. These two
programs will be implemented regionally. While implementation will be the
responsibility of the ARC, the design and strategy was developed centrally.

Regional Home Health Care Training. For the home health initiative, a
Project Assistant, Ms. Charlyn Cassady, was hired. Ms. Cassady is an R.N.
with a master’s degree in education. She is also a Ph.D. candidate with
dissertation research in the area of home health care providers working with
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persons with AIDS. All of the ARCS identified home health care nurses to work
with the headquarters staff on the development of the curriculum. These state
representatives, the Project Assistant , and the Education Director locked
themselves in a conference room and hammered out an outline to provide
training to home health care providers. The headquarters staff then took the
responsibility of fleshing out this outline. The ARCS have begun to offer
programs under this initiative. A follow-up meeting of the group will be held
based on the feedback from these initial programs. The modules developed are
described in the next section.

Regional Dental Training Program. The MAARETC regional dental program is
coordinated by Louis DePaola, D.D.S., at the University of Maryland Dental
School. The program targets the gamut of dental practitioners and dental
health students in the region, making use of a train-the-trainers based
diffusion model. Dr. DePaola works with a dental coordinator located in or
near a MAARETC-affiliated  ARC in each state--the representatives of the
dental programs at the West Virginia University (Dr. William McCutcheon),  the
Medical College of Virginia (Dr. Richard Friedman), and Howard University (Dr.
John Boyd), as well as a representative of the Delaware Department of Health
and Social Services (Dr. Donald Cowan). The dental coordinator at the AIDS
Administration of the Maryland State Health Department (Michael Ward) has been
an active participant in the regional working group. The state coordinator is
responsible for training a small cadre of master trainers, primarily dental
school faculty. These master trainers then go on to train other trainers, as
well as doing direct training of the target population. Through the structure
of the diffusion model, in-service faculty development is built into the
program (dental school dean to key dental school faculty to the larger dental
school faculty).

The program aims to change some fundamental practices among dental
practitioners. The first objective of the program is to stimulate the use of
infection control procedures by raising awareness of who is and is not
infected (i.e. its hard to know because the disease affects a wide spectrum of
people). The second objective is to induce dental providers to treat
diagnosed cases by providing them with information on simple clinical
management techniques.

The content for the program was arrived at through a meeting of the state
dental coordinators in February, 1990, with the curriculum used at the
University of Maryland Dental School serving as the core of the program. The
content of this curriculum parallels that of other dental curricula used in
the region (one prepared by the Maryland Dental Society; another developed by
Dr. Friedman at the Medical College of Virginia and funded by the Virginia
Department of Health) as well as the soon-to-be released curriculum of the
American Association of Dental Schools. A highlight of the dental module is
the extensive set of slides that accompanies it, thanks to the University of
Maryland Dental School’s involvement in a dental HRSA Services Demonstration
Project.

Train-the-trainers sessions, “AIDS Education and Training for Dental
Health Care Workers,” are being held in each of the states, beginning with
West Virginia in April 1990 and scheduled for completion with a July session
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in Virginia. These sessions were designed to bring the master trainers up to
speed on AIDS information and issues.

“AIDS: A Challenge for Dental Professionals,” the program presented to
community practitioners by MAAEETC’s  cadre of trainers, is a full-day offering
which includes such topics as HIV risk assessment by the dental professional,
state and federal regulations affecting the dental practice, oral
manifestations and clinical management, as well as infection control
procedures. A discussion of the psychosocial implications generally involves
a discussion by a PWA. This program is currently being implemented by all of
the ARCS except Virginia, which is still relying primarily on the “study  club”
approach--a l-2 hour evening presentation.

As an incentive to attend training, continuing education credit is
available in each state except Virginia (West Virginia through West Virginia
University at Morgantown, Washington through Howard University, and Naryland
and Delaware through the University of Maryland at Baltimore).

o Train-the-Trainers Activities

For the most part, MAAEETC  train-the-trainers activities are content-
oriented, with the exception of those being carried out in West Virginia which
focus on teaching skills. In addition to the train-the-trainers activities
carried out in conjunction with the regionwide dental program described above,
a number of the ABC’s have undertaken train-the-trainers activities as well.

The Virginia ABC, in collaboration with the Virginia Department of
Health, conducts a week long HIV train-the-trainers program. Participants are
recruited from public and private institutions by the local health
departments. Potential participants must send in applications signed by
supervisors to confirm that participants will have the opportunity to fulfill
their teaching responsibilities as part of their regular work following the
training. Providers serving minority populations have been encouraged to
participate. As of April 1990, five sessions have been held reaching a total
of 180 trainees. Although most are health care or social service providers,
participants include professionals outside of the health field as well. The
Virginia ABC has been serving as faculty on all of the sessions. A
comprehensive resource guide has been developed to assist the participants in
their training efforts.

The Delaware ABC’s strategy to reach primary care providers is to train a
cadre of master trainers, who will serve as resources and trainers in their
own communities. Master trainers include a pharmacist, a nurse, an x-ray
technician and a paramedic. The training of master trainers consists of an
HIV/AIDS core, participation in a clinical program, instruction in adult
training methods and observing trainings. The training ultimately provided
to other health care professionals by the master trainers is targeted at an
AIDS 101 level.

The West Virginia ABC’s approach to training of trainers is to train
medical students. A majority of the medical students trained in West Virginia
end up staying in the state. Students interested in doing training are given
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a three-hour training-of-trainers session, focusing on educational methods and
techniques.

o Clinical Training

The Virginia ARC o f f e r s  a  c l i n i c a l  p r e c e p t o r s h i p  p r o g r a m  t h r o u g h  t h e
Infectious Disease Clinic of the Medical College of Virginia. The program
consists of a half day of didactic training and a half day of participation
the daily routine of the HIV clinic. The VAEC is planning to expand the
program to two days.

in

MARC  currently provides enriched clinical training to the UMAB primary
care housestaff to supplement the AIDS clinical training that they receive as
a normal part of their residency experience and training provided through a
special training grant for family medicine residents. The Maryland ARC is
currently developing a broad set of clinical experiences for primary care
providers in community practice. MARC’s clinical training activities are
described in more detail in Appendix II.

The DAK uses an “orientation model” for providing clinical experience.
Physicians practicing in the Infectious Disease Clinic serve as peer-to-peer
trainers for physicians and preceptors for medical students in the medical
management of HIV patients. Participants in this program include medical
residents, family practice residents and dental residents. This program was
opered up in year 02 to include nurses and social workers.

If ETC funding continues after the current grant period, it is
anticipated that a clinical training component will be added to the MAAEETC
dental program.

o kltidisciplinary  Training

The West Virginia AECAdeveloped  a four-hour multidisciplinary session to
be presented to all second-year medical, dental, pharmacy and nursing
students. This session was developed in response to the mandate that requires
all health science students to take four hours of AIDS training. The session
focuses on the legal, medical, social and ethical issues in AIDS.

o Continuing Education in au Academic Setting

The DC ARC sponsors a colloquium series for physicians twice a month.
Various speakers are arranged by the ARC. Faculty from Georgetown
participate as well as physicians from a variety of other settings, such as
private practitioners and medical group practitioners from all over the DC
area. The DC ARC is planning a nurses’ colloquium based on the same format.

o Activities to Impact Professional School Curricula

The cross-fertilization between the dental schools in the region, under
the aegis of the MAAEETC dental program, is felt to have had a significant
impact the HIV/AIDS curricula of the respective dental schools, placing the
region on the cutting edge of HIV training. Taking the University of Maryland
as an example, first year students receive 2 hours of didactic AIDS
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information as well a preclinical simulation in the use of universal
precautions. Second year students receive AIDS 101 instruction, as well as
training in AIDS work-ups, diagnosis, and treatment planning as well
reinforcement in infection control. In the third and fourth years, students
clinical training includes routine care of AIDS patients, beginning with low-
risk procedures such as doing radiographs and taking dental impressions and
progressing to emergency treatment and dental surgery. It is felt that within
a year or two, care of AIDS patients will be a considered by dental graduates
as a normal part of their practices.

In all other areas, however, the efforts to incorporate AIDS content into
professional school curricula have been largely unsuccessful. The ARCS have
encountered a variety of barriers including limited available time to add
other topic areas and the belief that current content is sufficient. T h e  ARCS
have chosen alternative strategies of targeting health professions students
such as encouraging student participation in AIDS/infectious disease clinics,
the clinical preceptor program (as in Virginia), the training of trainers
program for medical students (West Virginia), and by encouraging student
participation in lectures and workshops. The focus of these efforts; thus
far, has been mainly on medical students and, to a lesser degree, nursing
students.

3. Curricula and Haterials  Developed or Used

Originally, it was planned that a full-scale curriculum would be
developed for use regionwide. Two preliminary modules were developed:
“Clinical Manifestations and Treatment of HIV Infection;” and “Epidemiology,
Transmission, and Prevention of AIDS and HIV Infection.” The intensity of
effort to develop these two modules made it clear to MAARETC that developing a
full-scale curriculum would be impractical. The ARCS as well felt that
developing a full-scale curriculum and updating a full-scale curriculum would
take too much time away from other training activities.

The two modules contain an introduction, training objectives, and an
outline of training content. Suggested educational techniques that pertain
to a particular topic are printed in the margins. The modules include
overheads and slides. Portions of both modules were adapted from the
Mountain-Plains Regional AIDS ETC Curriculum for Trainers, The ARCS are using
these two modules to varying degrees in conducting their trainings.

The curriculum for the regional dental program contains an extensive list
of learning objectives, a five-page content outline, and supporting materials
including charts, graphs and a rich set of clinical slides that is
periodically updated.

The core curriculum for home health care providers is more an outline of
issues to be covered rather than a curriculum. The underlying assumption in
its development is that those using the outline will be knowledgeable trainers
and able to fill in the substance under each topic heading. The last page of
the outline is on tips and techniques for conducting trainings.

The HIV counselor training, an important part of the MARC program, is
guided by an extensive standard curriculum , prepared initially by the AIDS
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Administration of the Maryland DHMH and enhanced by MABWMAPEC.  The module
includes instructional goals and objectives,
reference manual.

a workshop agenda and trainee’s

In addition, MAIWMAPEC produced a program syllabus, a collection of
reference materials published in conjunction with its October 1989 symposium
“AIDS: A Challenge to Primary Care.”

4. outputs

The original aim was to train a
each grant year. At the end of year
care professionals. Of this 13,773,

minimum of 1000 health professionals in
one, MAABETC had trained 13,773 health
22 percent were physicians, 14 percent

were nurses, 12 percent were dentists, and 52 percent were other health care .
professionals (this category includes pharmacists, social workers, lawyers,
allied health professionals and a miscellaneous category of health
professionals). Sixty-five percent of the participants were trained through
the Maryland ABC.

C.

care

Efforts to Reach Minorities

The Maryland ABC cosponsored a two-part training program for black health
providers entitled Vonfronting  AIDS in the Black Community.” The

cosponsors of the program were the Baltimore Urban League and Chi Delta Mu.
The working relationship established with these two organizations is
anticipated to assist the ABC in future training efforts targeted at
minorities.

Most of the minority trainees have been reached through the
organizations and programs in which they work, such as community and migrant
health centers, hospitals, and public health clinics.

D. Training Issues and Successes

Several of the ARCS have conducted extensive, formal needs assessments,
or have access to formal needs assessments conducted by other organizations.
This data should assist them in targeting their trainings more effectively.
The documentation of the needs should also serve as a good source of baseline
information from which to judge the impact of future training programs.

Although output data have not been specifically analyzed with regard to
trainee subspecialty or practice setting, descriptions of the training efforts
suggest that the ETC has not only targeted primary care providers but has been
successful in reaching them:

. The regionwide home health care and the dental
initiatives, as implemented by the individual ARCS,  have a
strong primary care focus.

. The Maryland ARC programs cater almost exclusively to the needs of
primary care and frontline providers. Their clinical training
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opportunities for family practice and other primary care residents,
their annual AIDS symposia, their local “grand rounds” programs are
examples of their primary care-oriented initiatives.

. The Virginia ARC has reached primary care providers
through its training of trainers program being conducted
in collaboration with the Virginia Department of Health.
Virginia is also actively recruiting primary care
physicians for other training programs by enticing them
with CMEs  and by finding prestigious sponsors.

. The DC ARC, in coordination with another federally-funded
program (Centers for Interdisciplinary Research in
Immunologic Disease - CIRID), is cosponsoring an AIDS
program targeted for community health professionals, as
well as having primary care participation in its
colloquium program for physicians.

. The Delaware ARC attempts to reach primary care providers
through its master trainers program. The future
collaboration between the ARC and the CPCRA (Community
Programs for Clinical Research) program, with a mission to
provide research protocols in community settings where
patients with HIV infection receive their primary care, is
expected to result in increased clinical training for
primary care providers in Delaware.

. After the results of the needs assessments are completed,
the. Johns Hopkins ARC’s programs will target exclusively
primary care providers.

Another of MAARETC’s  training successes has been its emphasis on
practice-oriented rather than merely information-oriented programs, in both
its regionwide programs and programs developed by the local ARCS. Appendix II
contains many examples of such programs.

A number of creative, innovative and successful training programs,
developed by the individual ARCS, hold potential for replication across the
MAARETC system, yet the ETC has not yet fulfilled its potential in this
regard. MAARRTC’s  challenge for the future i s to develop mechanisms for
sharing successes and working more collaboratively across ARC S.

v. PROGRAM ADHINISTRATION

A. Administrative Systems

1. Program Management and Control Mechanisms

Management control of the regional program takes a rather loose form,
relying primarily on coordination, encouragement and technical assistance from
the headquarters staff.



MAARETC
Case Study
Page - 19

Scopes of work are established for the subcontractors, but these scopes
of work are broad and do not obligate the subcontractor to complete any
particular number of programs or to reach a set number of trainees;

Other coordination activities include the submission of progress reports
that are required quarterly from the subcontractors, the regional meetings
that are held twice a year, the newsletters that will eventually be produced
every two months. The Principal Investigator also initiates a conference call
to all subcontractors every two months. An agenda including the date and time
of the call is sent out prior to allow the subcontractors advance notice of
what the discussion issues are.

Site visits to the ARCS by the headquarters staff are becoming the
important coordination mechanism, and are one of the primary functions of the
Education Coordinator. His collaborative approach to providing technical
assistance to the ARCS has gone a long way toward instilling a spirit of
cooperation between the headquarters administration and the ARCS.

2. Hanageeent Information Systems

No training regionwide database exists. The MAARETC is waiting for
direction from HRSA on this issue.

The payment of bills is handled through the Grants and Contract Office of
the University, although they-are tracked on a Lotus spreadsheet by the
secretary at MAARETC headquarters.

B. Systems for bnaging Training Events/Programs

1. Marketing

There is no formal regional marketing plan; for the most part, marketing
of individual programs is left up to the ARCS. Marketing efforts have
included newspaper articles, event-based brochures, use of MAARETC
letterhead, word of mouth, and the MAARETC newsletter.

2. Trainee Recruitment/Selection

The ARCS are responsible for trainee recruitment and selection. Many
programs are offered on a by-request basis; in these instances, participants
self select. The train-the-trainers programs in Virginia and Delaware have
actively recruited participants who have a willingness to be trainers as well
as the opportunity in their work settings to provide trainings. The ARCS have
also used the captive audience tactic; i.e., taking trainings to professional
medical association meetings, and in the case of West Virginia, to medical
students who are required to have four hours of AIDS training. Overall the
ARCS have taken a more passive rather than active approach in trainee
recruitment and selection.
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3. Output/Outcome Reports

The subcontractors are required to submit quarterly progress reports.
The headquarters administration aggregates this information and compiles
tables. MAARETC does not, to date, maintain a regional training database.

c. Training Sites

The subcontractors of MAARETCare all located in university settings,
except for the Delaware ARC. Thus, university auditoria, conference rooms,
and classrooms are available for conducting education and training programs.
Several ETC programs are cosponsored with partner organizations, with the
partner trainer frequently providing or arranging for the training site. The
clinical facilities at the Medical College of Virginia, UMAB and the Medical
Center of Delaware have been used to conduct clinical training sessions.
Identification of training sites was not indicated as a problem by any of the
ARCS or by the headquarters staff.

D. Cost Sharing

The institutions that subcontract to the MAARETC share in the costs of
the ETC program. The subsidization is in the area of overhead costs, such as
office space, utility costs, phone costs, subcontract administration costs,
and supply and equipment costs. Some institutions provide salary support in
that ARC staff time is, in some cases, donated to the project.

Collaborative trainings have reduced costs also because the other agency
often pays for space rental, speaker honoraria, etc. Participants are charged
fees to attend certain trainings. These fees can be waived if they prove a
barrier to participation.

E. CEUS

Several programs offered by the ARCS offer CEU credit. As all of the
subcontracts are with universities, except Delaware, arranging CEU
accreditation has been facilitated.

P. Library/Information Services

The headquarters staff and the Maryland ARC have direct access to the
University of Maryland Health Sciences Library, which serves as a Regional
Medical Library (RML). The purpose of the RML program is to provide health
science practitioners, investigators, educators and administrators in the U.S.
with timely, convenient access to health care and biomedical information
resources. The RML at the University of Maryland is one of seven regional
libraries coordinated by the National Library of Medicine. The resources
available through the RML network can be accessed by the other ARCS through
research requests submitted to the MAARETC Resource Coordinator.

The headquarters staff produces a newsletter, the “Mid-Atlantic Forum.”
Eventually, this will be produced every two months. Originally the newsletter
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/ focused on clinical articles and/or education and training articles. Feedback
at the regional meeting of the ARCS indicated that the interest was more in
MAARETC news and HRSA news. These suggestions were adopted. The February
1990 newsletter included the following: an article on the home health care
initiative; an article on the dental initiative; a graph showing cumulative
AIDS cases by state; HRSA news; and a calendar of regional events.’ A mailing
list of approximately 400 is kept at MAARETC headquarters. Additional copies
of the newsletter are bulk-mailed to the ARCS for their distribution.

A MAARETC library is maintained at headquarters. The library includes
newsletters from other organizations active in the AIDS epidemic, curricula
and materials from other ETCs,  and relevant videos from all over. The
Resource Coordinator is responsible for maintaining the library and for
responding to requests for information. The headquarters also has a slide
projector, a video machine, and an overhead projector.

G . Other Services

Both the MAARETC headquarters and the ARCS also provide referral
services. Through the networks established by the MAARETC project,
individuals and organizations can be referred to the agencies and services
they require. Referral requests can also be satisfied for educational media,
including books, journals, specific articles, and audio/visual materials.

The headquarters staff and the ARCS also serve as advocates for persons
with AIDS and health, social service and legal professionals who deal with the
epidemic. Advocacy is done through the provision of background information
for policy formation, for research, and for briefings of legislative
committees. The MAARETC also responds publicly via the radio, television, and
newspaper to various issues related to AIDS.

H. Sustainability

MAARETC's  plan for sustainability calls for the accumulation of the fees
charged to attend training events over the grant period as well as soliciting
both public and private funds for support of future ETC activities. To date,
the fees collected have been minimal and have mostly been used to defray costs
that are not allowed under the ETC contract, such as meal costs when trainings
are offered around meal times. MARC, in particular, has been successful in
obtaining outside funding for its programs from pharmaceutical firms and
private foundations. If funds were cut in the near future, it is the general
consensus among the headquarters administration and ARC staff that the MAARETC
would cease to exist as an organization.

VI. suHHARYAIwFuTuREPLANs

The MAARETC program got off to a slow start. This was primarily due to
the staffing changes at both the regional level and at certain ARCS. There
has been some tension in the relationships between the MAARETC headquarters
and some of the subcontractors. However, the headquarters staff is aware of
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the issues and has begun to address these issues. The program has had more
consistency and direction of late. This will no doubt, become increasingly
the case as the new management team at the headquarters becomes more
comfortable in its role.

Despite the slow start, most of the ARCS have been very active in
conducting education and training programs.
has been a success of the MAARETC program.

Reaching primary care providers
The dental initiative and the

home health care initiative will draw on and augment this success.

The future plans are to have the ARCS further augment their training
activities. The results of the needs assessments being done by JHU will soon
be completed, enabling that ARC to undertake training programs targeted toward
health professionals in public settings. The Virginia ARC has plans to expand
its clinical program. Also, the potential increased clinical training for
primary care providers through the collaboration of-the Delaware ARC and the
CPCRA program is exciting.

Managing the six subcontracts in a cooperative and collaborative manner
is a complex process. There have been some rough spots along the way for the
MAARETC program. However, with the headquarters staff now stabilized and the
subcontracts fully established, the MAARETC project is beginning to come
together.
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GOALS AND OBJECTIVES

The goal of the AIDS Regional Education and Training Center is to provide
a framework through which institutions and organizations within the South East
Atlantic region can collaborate effectively and benefit from the expertise of
each other.

The aim of the project is two-fold: 1) enhancement of professional
expertise for those entities and organizations who have current experience
with HIV and AIDS, and 2) training a cadre of professionals who can serve as
“trainers” for their own professional organizations and workplaces. The
project

1.

2.

3.

4.

5.

objectives are to:

raise awareness and build skills of providers in both ambulatory
care settings and community hospitals so that they will recognize,
diagnose and appropriately manage the entire spectrum of HIV
infection, including medical, psychiatric and psychosocial
ramifications.

provide in-depth training for individuals already actively providing
care for patients with HIV infection, AIDS or ARC.

recruit and train health care providers to serve as trainers for
other health professionals throughout the region.

quickly disseminate new or updated
and management of HIV infection.

information about the diagnosis

incorporate curricula developed by the Center into the regular
education and training programs of health professionals.
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VIRGINIAAREARESOURCE CENTER

A. Organizational Background

The Medical College of Virginia has since the beginning of the AIDS
epidemic been the major referral hospital in Central Virginia for the care of
HIV and AIDS patients as well as being an HIV Test Site funded by the
Virginia Department of Health. As the epidemic has progressed the efforts in
dealing with AIDS have become increasingly decentralized.

In April of 1986 the Medical College of Virginia (MCV) in Richmond
contracted with the Virginia Department of Health to establish a program to
educate health care providers and members of state agencies about HIV. At the
same time an ambulatory Infectious Disease Clinic serving primarily patients
with HIV disease was started. The educational program was expanded in April
of 1988 when the Division of Infectious Diseases at MCV contracted with
MAARETC to become the Virginia Area Resource Center (VARC).

In 1989 the General Assembly of the State of Virginia decided to allocate
funds to establish Regional Resource Centers (RRC) in other parts of the State
of Virginia. Each of the RRCs were to provide HIV education, training and
consultation to health care providers in the designated areas. At present
three RRCs have been established in the North, Eastern, and Central regions
(the central region located within the Medical College of Virginia). The
Virginia Area Resource Center subcontracts with each of the RRCs.  A fourth
RRC in the Western region is planned to start in the Summer of 1990. The RRCs
all have toll-free resource hotlines for health care providers.

AIDS cases have been reported from all parts of Virginia. As of March 1,
1990, over 1,500 cases of AIDS were reported. The risk-transmission
categories correspond with the national averages, with the majority of cases
occurring among gay men and a growing proportion among intravenous drug
abusers.

B. Structure

1. Staffing

Dr. Lisa Kaplowitz, the Director of the HIV clinic, is the Director of
the VARC as well. In addition to Dr. Kaplowitz, the VARC can avail itself of
a multi-disciplinary team of health professionals including other faculty
from the Division of Infectious Diseases, the Department of Nursing and the
Department of Social Work. These faculty have all been involved in statewide
trainings of physicians, nurses, mental health workers, social service
providers, government officials , and members of the business community. The
VARC faculty was expanded to involve the Department of Dentistry, a pastoral
counselor and representatives from a substance abuse program.

The core program staff for the Central Area Resource Center include the
following:
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Lisa Kaplowitz, M.D., Project Director. MAARETC provides
10 percent of Dr. Kaplowitz’ salary.

Linda Lesniak, B.S.N., R. N.,C., AIDS Education
Coordinator. Ms. Lesniak’s full-time salary is supported
approximately 50 percent by MAARETC funds.

Charlotte Syran, M.S.W., Coordinator, Community Outreach
and Support Services. This is a 25 percent position
funded by MAARETC.

Gail Connors, Program Support Technician, 50 percent
provided by MAARETC.

Judy Bradford, Ph.D., Evaluator. Dr. Bradford is the
Director of the Survey Research Laboratory, Virginia
Commonwealth University. Less than 5 percent of Dr.
Bradford’s salary is provided by MAARETC.

Recently Fay Parpart,  M.S., R.N., was hired to assist Ms.
Lesniak in her AIDS education coordination activities.

Robert Higginson, P.A., was also recently hired by,
Virginia Area Resource Center to conduct some of the
clinical training of health professionals and to provide
direct clinical services.

Sara Monroe, M.D., serves as clinical faculty to the
project.

Advisory Committee

A statewide advisory committee meets on a quarterly basis to discuss
policy and program issues. The committee members include representatives from
the Virginia Department of Health and local health departments, health
professional organizations, health professional schools, AIDS Services
Organizations, the American Red Cross, other voluntary organizations, the
three Regional Resource Centers. The committee meeting has proved to be a
valuable forum not just for providing advice to the ARC but also for
coalition building and exchange of ideas.

c . Interagency Coordination

The Virginia ARC is tied in with the comprehensive AIDS services network
and is represented on a multitude of AIDS policy development groups, including
the newly developed Richmond AIDS Consortium. The purpose of the consortium
is to access investigational treatment for HIV patients who would otherwise
not obtain treatment. The consortium meets monthly to discuss clinical
research protocols and medical management of complications of HIV infection.
The consortium currently consists of 16 physicians; although there is a
concerted effort to recruit others, especially physicians serving minority
populations.
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D. Education and Training Activities

1. Needs Assessment

A comprehensive statewide needs assessment was conducted by the Evaluator
of the VARC, Dr. Judy Bradford. This needs assessment was supported by CDC
funds provided via the Virginia State Department of Health. MAARETC provided
funds to extend the needs assessment to involve correctional facilities.
Needs of many different population groups have been documented. The purpose
was to generate data to enhance and monitor the effectiveness of AIDS
educational programs. The current task is to provide technical assistance on
needs assessment and evaluation to all organizations who are involved in the
various aspects of the AIDS epidemic and educate the institutions about how
they can collect and utilize their own data.

Questionnaires were used to gather data from college students and
physicians, dentists, counselors, social workers, registered nurses, licensed
practical nurses, emergency medical technicians, funeral directors and
embalmers. Additionally, a team of substance abusers and prostitutes were
recruited and trained to conduct personal interviews of other substance
abusers and prostitutes to obtain their view of educational needs. As a
follow up to this needs assessment, a questionnaire was sent to correctional
system personnel in the Central Region of Virginia.

Comprehensive individual survey results were reported in detail. A
brief summary was published to review the major findings from each of the
surveys and give recommendations for AIDS education and outreach to each of
the groups studied.

The findings from the needs assessment were not surprising to the people
who are involved in AIDS education and training. However, the needs
assessment provided documentation to convince opinion leaders and policy
makers that training is necessary, and supported the trainers’ intuition as to
the needs for AIDS training.

The needs assessment instruments have been shared with other ETCs.

2. Regional AIDS Trainer (RAT) Program

In collaboration with the Virginia Department of Health, a week long HIV
train-the-trainers program has been developed. Participants are recruited
from public and private institutions by the local health departments.
Potential participants must send in applications signed by supervisors to
confirm that participants will have the opportunity to fulfill their teaching
responsibilities as part of their regular work following the training.
Providers serving minority populations have been encouraged to participate.
As of April 1990, five sessions have been held reaching a total of 180
trainees. Although most are health care or social service providers,
participants include professionals outside of the health field as well. The
Virginia ARC has been serving as faculty on all of the sessions. A
comprehensive resource guide has been developed to assist the participants in
their training efforts.
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3. Clinical preceptorship program

A clinical training program is held in the Infectious Disease Clinic of
MCV  . The program consists of a half day of didactic training and a half day
of participation in the daily routine of the HIV clinic. The program is open
to health care providers from all parts of Virginia. One participant was
from North Carolina. The VARC is planning to expand the program to two days.

4. Other training activities

Most of the other training activities are provided in response to
requests. Some groups are actively recruited for training, especially
primary care physicians. As an incentive to get physicians to attend
programs, The VARC attempts to find sponsors that are likely to attract
physicians and to offer CMEs  for participation. Programs are also developed
for medical staff meetings and other meetings where there is a captive
audience.

Several home health educational programs have taken place in the last few
months in the three RRCs. The Virginia ARC has found interactive teaching
methods to be helpful in general and in the home health program in particular.
Rather than relying on didactic teaching, one of the methods used in teaching
home health workers was to ask them to solve a series of different nursing
problems for AIDS patients. This was used as a way
solving problems with AIDS patients does not differ
patients.

Future groups to be targeted include emergency
providers in community and migrant health centers.

B. Other Services

of illustrating how -
from that of other

medical technicians and

An AIDS resource library funded by the Virginia Department of Health
offers the following three AIDS related services:

0 On-line services for accessing bibliographies;

0 Copies of articles and backup references to inform
providers from which sources the desired information can
be accessed; and

0 Current awareness services for providing a daily summary
of articles that have appeared in journals and newspapers
about AIDS. This summary is distributed through
electronic mail via the RRCs.

The availability of this,extensive  library service is quite unique and
extremely useful since a major problem with AIDS services and education is
keeping up to date with the latest developments in policy and treatment.

The Virginia ARC is also developing a demographic database of patients
and resources in the local counties to be utilized by providers.
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F. Regional Relationship

It is not possible to distinguish exactly which functions are supported
as part of the MAARETC and which are primarily supported by state, CDC or
other funding sources/programs. This is partly due to a highly integrated
network of public and private programs and institutions that collaborate very
well; but also to the fact that AIDS educational programs were already in
existence when MAARETC linked up with MCV in 1988. Thus in Virginia, MAARETC
has primarily served as an expansion of already established programs.

The main initiatives that the MAARETC has allowed the Virginia ARC to do
that would not otherwise have happened include:

0 The establishment of a statewide advisory committee,
required by MAARETC, that proved to be an effective means
of expanding collaboration throughout the state and
providing cohesiveness to the network of programs.

0 The educational program targeted for home health workers
was initiated and funded by MAARETC. This has been a well
received and successful program.

0 The dental educational program has become somewhat more
comprehensive as a result of MAARETC funds.

Overall, more educational programs have been implemented than would
otherwise have been possible and MAARETC funds have enabled the Virginia ARC
to develop more comprehensive training programs and to implement these
programs in more remote rural areas.

Concern was expressed by the VARC staff about the lack of state
involvement in the regional MAARETC decision making process. Considering the
decentralized nature of the program , staff felt that too much control was
exerted by the headquarters staff. As is the case with several of the other
ETCs, it will be a future challenge to maintain the delicate balance between
state autonomy and a regional program.



MARYLAND AREA RESOURCE  CENTER

A. Organizational Baclcgrknd

Initially, Maryland state activities were coordinated by ,the headquarters
MAARETC staff. In October 1989, the Maryland ARC (MARC) began operation as an
entity as part of the AIDS activities of the Infectious Disease Division of
School of Medicine of the University of Maryland (UMAB) under the direction of
Dr. Jonathan Cohn. Taking on responsibility for operating the MARC represents
an extension of the University’s ongoing commitment to AIDS professional
education which first became manifest as a program under a grant to the
University Hospital from the AIDS Administration of the Maryland State Health
Department. This ultimately resulted in the hiring of Dr. Cohn as joint
clinical and education coordinator for the UMAB AIDS activities.

B. Structure and Staffing

1. Structure

The direction and coordination of MARC is provided by a small
administrative &ore. Members of the clinical staff of the AIDS patient care
program in the Schools of Medicine and Dentistry serve as the core faculty

‘which participates in program development and implementation. The extended
faculty, representing the six professional schools and the University Hospital
link MARC activities with those of their respective faculties. Trainers and
consultants from outside the University are also recruited to participate in
specific offerings.

2. Staffing

Currently, the administrative core staff for MARC includes:

. Jonathan Cohn, M.D., Project Coordinator. His time is
contributed by UMAB.

. Sylvia Scherr, R.N., Education Coordinator. 50% of her
time is covered by MAARETC.

. Secretarial support

In the prior year, MAARETC provided support for a Resource Coordinator and an
administrative assistant.

By far, the greatest amount of MAARETC support goes for consultants and
training teams.

c. Interagency Coordination

Maryland is a relatively small state with a wealth of potentially
competing AIDS training resources. In response to the environment in which it
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operates, the Maryland ARC has entered into a unique form of collaboration
with other AIDS training resources in the state. The Maryland ARC, together
with the School of Medicine, the University Hospital and the Maryland State
Health Department, formed a formal AIDS training coalition known as the
Maryland AIDS Professional Education Center (MAPEC). Almost all professional
training provided by one of the four participating organizations is offered
under the auspices of MAPEC with collaboration from the remaining agencies.
MARC  sees itself in a leadership role in the continuing effort to bring
together the several agencies providing AIDS education to professionals in the
state.

D. Education and Training Activities

Because of the highly collaborative training efforts under
of MAPEC, it tends to be difficult to sort out the MAECVMAAEETC_ __ .

the auspices
contribution.

For its part within the MAPEC network, MARC has targeted clinically-oriented
training for primary caregivers , principally physicians and mid-level
practitioners. In addition, MARC is involved in the education and training of
other health care providers. Wherever possible, training emphasizes the
multidisciplinary nature of AIDS care.

MARC  has taken the leadership role or acted as a major partner in a
significant number of training opportunities for health care providers, not
only within the university but also community-based programs provided around
the state.

1. On-Campus Programs

MARC's university-based activities tend to build on and enhance existing
clinical training within UMAB. As part of the UMAB residency program, first
year housestaff rotate through the high-volume Adult AIDS Clinic and an
infectious disease clinic which offers care to symptomatic patients. MARC
enhances this experience by providing one-to-one training and supervision by
the clinical coordinator and other AIDS clinical faculty, and supplements it
with presentations and discussions of pertinent journal articles.

Second and third year housestaff attend Family Medicine Clinic once a
week for a month, where they care for primarily asymptomatic AIDS patients.
During the second month, the weekly session focuses on family therapy. House
officers provide one-to-one counseling to AIDS clients, their partners and
their families, closely supervised (via a one-way mirror) and &ached

, supports two distinct weekly talk series on
AIDS topics of clinical interest,to  house officers, nurse practitioners and
family medicine faculty. These are marketed widely throughout the University
through the MAPEC monthly calendar of AIDS educational activities.
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2. Off-Campus Programs

MARC has a two-pronged objective in its training of community-based
providers. First, MARC aims to bring new providers into AIDS/HIV care by
teaching the fundamentals of casefinding and management of early HIV
infections, and by addressing the fears and biases which prevent some
practitioners from undertaking the care of HIV infected persons. The second
area of focus is to advance the skill level of primary care providers already
involved in AIDS patient care by enhancing their technical knowledge about
management of opportunistic infections and other complications, and by
addressing issues such as the care of terminally ill patients and staff
burnout.

MARC’s annual AIDS symposium is illustrative of the operationalization of
the two-pronged approach. The first of these, held in October 1989 was an
introductory two-day conference, entitled “AIDS: A Challenge to Primary Care,‘,
aimed at stimulating interest in entering the arena of AIDS care. (It was
attended by 400 participants, approximately half physicians and half nurses.)
The second, scheduled for November 1990, is being designed to expand the AIDS
care competence of both new providers and current providers. The design
includes topics of general interest to both the neophyte and the experienced
AIDS provider in the morning of both days. The afternoon sessions will
feature two tracks: identification and management of the asymptomatic and
early symptomatic patient for the less experienced providers; and management
of severe HIV disease and AIDS for the AIDS care veterans.

Strategically, each of the offerings is crafted with a specific outcome
in mind, and once designed, the offerings are proactively marketed as a
“program” to ,the target audience around the state. An example of this
approach has been MARC’s successful HIV Counselor Training. This 4-day
program is offered every six weeks and is attended by an average of 20
participants. The program , which began targeting counselors at the state
counseling and testing sites located in the county health departments, has
expanded its focus and is open to others as well. Another example of this
type of program is one designed to help community physicians to “get their
feet wet,, in AIDS care In 1990, MARC, together with the AIDS Administration,
began a program of outieach to the private practitioner in the form of local
“grand rounds. I’ This series of trainings focuses on office management of HIV
disease and is being coordinated through county health departments, local
hospitals and medical societies. Parallel with this “program,, approach, MARC
emphasizes responsiveness to requests for customized, agency-specific
training.

In the near future, MARC plans to offer a new series of clinical training
opportunities for community providers. It will begin by opening the weekly
infectious disease clinic, at which symptomatic AIDS patients are seen, to
non-University providers for clinical observation by 2-3 community based
health care professionals at a time. It is hoped that this type of
experience will be expanded to include other outpatient settings such as
community health centers, and will include clinical observations and case
presentations on a variety of different patients as well as practical
information on legal issues and ways of managing AIDS care within the larger
private practice.
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3 . MARC’s  Implementation of Regionwide Programs

In addition to the programs of its own design, MARC is actively
implementing the MAARETC home health and dental programs in its catchment
area. In addition to the regular regional home health program, MARC offers a
modified, half-day, version of the curriculum for home health aides which is
more experiential and less didactic.

In the first year, the MAARETC dental program operated independently in
the state of Maryland. With the shift in the organizational base of MARC in
the second year, dental training activities in Maryland continue to be
implemented by the Dental School faculty but are coordinated through MARC.
The principle component of the MAARETC dental program, “AIDS: A Challenge for
Dental Professionals” is being marketed to community-based providers primarily
through the local dental societies. This broad program is being supplemented
with specific topical programs such as infection control and oral
manifestations. In 1989, six trainings were held, two in Baltimore and four
in the surrounding counties, and attracted nearly 500 dentists, dental
hygienists and assistants. Ten additional offerings are scheduled for the
first nine months of 1990.



JOHNS HOPKINS UNIVEHSITY ARHA HHSOUHCH CHNTEH

A. Organizational Background

Johns Hopkins University (JHU) became a subcontractor of MAARETC in the
Spring of 1989. The ARC program is under the auspices of the School of
Hygiene and Public Health. It took a long time to bring JHU on as a
subcontractor due to lengthy negotiations among JHU and the University of
Maryland at Baltimore with regard to the roles each would play in the region.

The ARC was given a mandate to focus on health care professionals in the
public sector and professionals who work within the realm of public health,
but who may not be directly engaged in caring for persons with HIV/AIDS. This
latter group includes health educators, community health nurses, maternal and
child/adolescent health providers, health care providers in correctional
facilities, occupational and preventive medicine professionals. Chief medical
officers (CMO) and chief executive officers (CEO) of business corporations are
also going to be invited to participate in programs. Getting the
participation of CMOS and CEOs is seen as important in meeting the needs of
employees who return to the work force after recovery from an episode of
illness related to HIV infection. JHU will fulfill this role throughout the
entire region.

B. Structure and Staffing

The key staff at the JHU Area Resource Center (ARC) include Andrew
Sorensen, Ph.D., School of Hygiene and Public Health, who is the Principal
Investigator, and Donna Peterson, M.H.S., Sc.D.,  Department of Maternal
Child Health, School of Hygiene and Public Health, who is the Education
Coordinator. Dr. Ivan Hanson served as Interim Education Coordinator.

and

C. Interagency Coordination

The JHU ARC has found coordination and collaboration with programs
throughout the region to be difficult. Although this is part of the ARC’s
responsibility, the JHU ARC staff feel that there is not enough money in the
subcontract to take on this effort. The ARC staff suggested that this task
might be more effectively done by the headquarters staff.

D. Education and Training Activities

1. Needs Assessment

Before beginning any programs, the JHU ARC is undertaking a formal needs
assessment process. The first step in this process was to meet with public
health officials/commissioners in all states to hear their perceptions of what
the education and training needs were in their respective states.

The second step in the needs assessment process was to send out a survey
to all county health officials in the five-state region. This survey was
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developed in collaboration with the National Association of County Health
Officials. Dr. Hanson has an extensive background in survey research, thus,
facilitating the development of the survey. The survey was also pretested
before being widely distributed. Results from this survey havejust begun to
come back in.

The ARC is also conducting a survey of physicians and nurses who work in
federal settings in the District of Columbia and in Philadelphia.
(Philadelphia is included because it is part of the same HHS region as the
District. The JHU ARC plans to share the results of this survey with the
University of Pittsburgh AIDS ETC, whose catchment area includes the City of
Philadelphia.) This survey is being done in conjunction with the Federal
Employees Occupational Health Division. Dr. Hanson and a student will analyze
the results of both of these surveys. After the results of these two surveys
have been analyzed, JHU will then begin to design and implement programs to
address these identified needs.



DISTRICT OF COLDMBIA ABEA RESOURCE CEWER

A. Organizational Background

The DC ARC was slow in getting started due to several staffing changes.
There is not much collaboration among AIDS groups or other medical schools in
the DC area. One group that the ARC has collaborated with has been the
Whitman-Walker Clinic, a community-based organization that has been successful
in providing eduction to the general public about AIDS/HIV as well as to some
medical professionals. This linkage was facilitated through the Education
Director at the MAARETC headquarters. The ARC has not formed an advisory
committee. Also, a strategy has not been formulated to target programs
directed toward health care providers who serve minority patients. No groups
have been identified in the DC area with this networking ability. One concern
of the ARC is that there may be a glut of AIDS programs being given in the DC
area and that providers are tired of attending them.

B. Structure and Staffing

The District of Columbia Area Resource Center (DC ARC) is located in
Georgetown University Hospital. The key staff of the ARC are Dr. John
Bellanti, Principal Coordinator; Dr. Stephen Peters and Dr. Vijay Melnick,
Associate Program Coordinators; and Mr. Edward Cowen,  Education Coordinator.
Mr. Cowen was contributing to the project in a 50 percent capacity and
recently increased his contribution to 100 percent of his time.

c. Education and Training Activities

1. Needs Assessment

The DC ARC bases its programming decisions on an informal needs
assessment process, depending on the feedback received by key staff from their
colleagues and peers and based on requests for training received from
individuals, groups and organizations in the DC area.

2. AIDS Colloquia

At the suggestion of the Education Director at the MAARETC headquarters,
a colloquium series for physicians is being held twice a month. The program
started in December 1989 and is scheduled to run through May 1990, Various
speakers are arranged by the ARC. Faculty from Georgetown participate as well
as physicians from a variety of other settings , such as private practitioners
and medical group practitioners from all over the DC area. Participants pay a
fee of $120 for the entire series or $20 to attend individual sessions. These
sessions also qualify for CME and are evaluated by the Georgetown CME
committee. Dr. Peters attends each session, thus, ensuring the continuing
quality of the program meets DC ARC standards. The DC ARC is planning a
nurses t colloquium based on the same format.
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3. Co-Sponsored Offerings

In November of 1989, the DC ARC cosponsored, with a drug company, a
program on nutrition for dietitians. Approximately 100 dietitians attended
the program,
dietitians.

both hospital based dietitians as well as private practice
The program was a day long and used a didactic teaching approach.

Dr. Peters was one of the speakers. The program qualified for continuing
medical education (CME) credit and was evaluated by the division at Georgetown
responsible for administering the CME program. These evaluations are passed
back to the ARC, which in turn sends them on to MAARETC.

The DC ARC is also coordinating its efforts with the Centers for
Interdisciplinary Research in Immunologic Disease (CIRID), another federally
funded program. The ARC will cosponsor with CIRID an AIDS program directed
toward community health professionals. The ARC effort in this program will be
to contribute background information as well as to provide speaker
information to CIRID.

The ARC is also going to cosponsor a program with the Children’s
Hospital’s CHAMP (Children’s HIV and AIDS Model Program) program. This will
be a two-day program targeted toward alternate care givers. The ARC’s role
will be to provide background information for the program.

4. DC ARC's Implementation of Regionwide Programs

In April 1990, the ARC held a home health care conference. This program
was based on the curriculum designed by the headquarters staff under the
supplemental funding initiative. This program is the first one directed
toward the home health care audience in the DC area and has been extensively
advertised by the ARC.

5. Impact on Professional School Curricula

To impact on Georgetown medical school curricula, the ARC is forming an
internal education committee that will review all curricula for HIV/AIDS
content. This committee idea has been approved, and the committee will be
formed in the near future.



DELAWARB

A. Organizational Background

AREA RESOURCE  CBNTBR

The Delaware Area Resource Center (DARC) is located at the Medical Center
of Delaware. The Infectious Disease Clinic at the Medical Center is the major
provider of care to patients with HIV/AIDS in Delaware as well as serving
residents of New Jersey, Maryland and Pennsylvania. Patients of the clinic
are served both as inpatients and outpatients;

B. Structure and Staffing

1. Staffing

The key staff at the DARC are Dr. Dean Winslow, Chief of Infectious
Diseases at the Medical Center and Principal Coordinator of the project;
Arlene Bincsik, R.N., M.S., Education Coordinator; and Patricia Lincoln, R.N.,
B.S.N., Education Coordinator.

2. Advisory Board

The DARC team collaborates with an 18 member advisory board that meets
every two months. The advisory board includes the following representatives:
dentist, paramedic , alcohol and drug abuse agency representatives, private
physicians, advocates for persons with AIDS, and a state legislator. The
advisory board takes a very active role in the project.

c. Education and Training Activities

1. Train-the-Trainers

DARC’s strategy to reach primary care providers is to train a cadre of
master trainers, who will serve as resources and trainers in their own
communities. These master trainers will represent a variety of health
professions as well as be geographically dispersed throughout the state.
Master trainers include a pharmacist, a nurse, an x-ray technician and a
paramedic. The training of master trainers consists of an HIV/AIDS core,
participation in the orientation model program (described below), instruction
in adult training methods and observing trainings. The training given by the
master trainers is at an AIDS 101 level.

2. Clinical Training

The DARC also uses an “orientation model” for providing clinical
experience. Physicians practicing in the Infectious Disease Clinic serve as
peer-to-peer trainers for physicians and preceptors for medical students in
the medical management of HIV patients. Participants in this program include
medical residents, family practice residents and dental residents. This
program was opened up in year 02 to include nurses and social workers.



MAARETC
Appendix II - Page 15

3. Other Training

The DARC has also made an effort to reach pharmacists, a discipline they
see as neglected with respect to AIDS education. One of DARC’s master
trainers is a pharmacist who will assist in providing trainings for persons
with this background.

D. Other DARC Activities

The Infectious Disease Clinic at the Medical Center was awarded a CPCRA
(Community Programs for Clinical Research on AIDS) contract by the National
Institute of Allergy and Infectious Diseases. The purpose of the contract is
to provide research protocols in community settings, where patients who are
infected with HIV receive their primary care. The target population includes
women, IV drug users, children and people of color, who are currently under-
represented in the AIDS Clinical Trial Groups. The key staff for this
contract include all of the key staff for the DARC project. The collaboration
between the two projects is expected to enhance the provision of clinical
training for providers.

As a direct result of the CPCRA contract, a clinic will be opened in the
southern part of the state. This is currently an underserved area. The
attitude among providers in this area of the state has been that the AIDS
problem is an upstate problem. The establishment of this clinic will assist
in reaching and training primary care providers in this area as well as
serving as a much-needed facility.

E. Regional Relationship

The DARC sees the regional role as having evolved over time. There is
more consistency in program strategy now than there has been in the past. The
regional role has improved since the hiring of the Education Director. The
DARC feels that the evaluation of ETC programs could be made to be more
standard and that this is a role the regional office can play.



VEST VIRGINIA AREA RESOURCE CENTER

A. Organizational Background

The contract with the West Virginia Area Resource Center (WVARC) was
initiated in April 1989. Originally the contract was with Dr. Morgan in the
Continuing Education Division of West Virginia University (WVU). The contract
is now with the West Virginia University Research Foundation.

B. Structure and Staffing

1. Staffing

Dr. Rashida  Khakoo and Dr. Melanie Fisher serve as Co-directors of the
WVARC . Ms. Kathy Boetchal is the Coordinator of the WVARC.

2. Advisory Committee

The WVARC works with an advisory committee comprised of members from
throughout the state, including the Osteopathy School, the Charleston Medical
Center, the Community Health Department, the Huntington AIDS task force and
the Morgantown Hospice, among others. Members of the advisory committee
represent various health disciplines, including physicians, a dentist, a
physician’s assistant, and health educators. The advisory board was
established in year 02 of the grant and meets quarterly.

c. Interagency Coordination

The WVARC, collaborating with the WVU School of Medicine, the West
Virginia Department of Health, the West Virginia Hospital Association, the
Charleston Area Medical Center and the West Virginia School of Osteopathic
Medicine, conducted a statewide survey of the AIDS education needs and
attitudes and perceptions of health care workers. The greatest need areas for
education were identified as the legal and patient management aspects of
treating AIDS patients. As a result of this survey, all training sessions
conducted by the WVARC contain a legal component.

D. Rducation and Training Programs

1. Train-the-Trainers Activities

The WARC’s approach to training of trainers is to train medical
students. A majority of the medical students trained in West Virginia end up
staying in the state. Students interested in doing training are given a
three-hour training-of-trainers session, focusing on educational methods and
techniques.
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2. WVARC Offerings

Dr. Khakoo, in conjunction with another medical doctor, developed a four-
hour multidisciplinary session to be presented to all second-year medical,
dental, pharmacy and nursing students. This session was developed in response
to the mandate that requires all health science students to take four hours of
AIDS training. The session focuses on the legal, medical, social and ethical
issues in AIDS.

In year 03 of the grant, WVARC is planning on hitting the southern part
of the state with a program for first responders (police, firefighters, prison
workers) adopting a curriculum developed by the Centers for Disease Control.

3. Co-Sponsored Offerings

The WVAKC  has also conducted several seminars on HIV/AIDS throughout the
state in conjunction with the AIDS Division of the State Department of Health.

4. WVARVs Implementation of Regionwide Programs

In year 03, WVARC will also continue to do its home health program. This
program was being conducted prior to the regional initiative’by the WVARC. To
date, WVAKC has trained over 70 staff of home health agencies. WVARC also
conducts a training of trainers for registered nurses who want to do home
health care.

E. Regional Relationship

The relationship between WVARC and the headquarters is satisfactory. The
headquarters staff is seen as very responsive to issues arising in the field.
The headquarters staff is also seen as a good resource for AIDS related
materials, and the subcontractor meetings have proved a valuable vehicle for
sharing information. During the telephone interview to West Virginia, it was
stressed that the headquarters staff should remain ffflexibleU as to what is
going on in each of the states. Although this point was not fully elaborated
upon, it appeared that the West Virginia office thought that each state acting
fairly autonomously was the best strategy for the region to follow.
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CASE STUDY

I. PROGRAHOVRRVIRU

The Midwest AIDS Training and Education Center (MATEC) was funded in
April 1988 to serve the six-state region consisting of Illinois, Indiana,
Iowa, Minnesota, Missouri and Wisconsin. MATEC headquarters is located at
the University of Illinois at Chicago and is lodged within the Department of
Medical Social Work of the College of Associated Health Professions in
collaboration with the Colleges of Nursing and Medicine. This office
coordinates seven regional education and training sites in the six states.
The Missouri site is operated collaboratively by two subcontractors.
Participating institutions include:

. University of Illinois at Chicago, Department of
Medical Social Work (Northern Illinois);

. Southern Illinois University at Springfield,
School of Medicine (Southern Illinois);

. Indiana University’ at Indianapolis, School of
Medicine;

. University of Iowa at Iowa City, College of
Medicine;

. University of Minnesota at Minneapolis, School
of Public Health;

. Missouri Department of Health Bureau of AIDS
Prevention at Jefferson City;

. University of Missouri School of Medicine at
Columbia; and

. the State Medical Society of Wisconsin at
Madison.

MATEC training and education activities are targeted to physicians,
dentists, nurses, social workers, pharmacists, psychologists, counselors,
health administrators, laboratory workers and staff from community-based AIDS
organizations and city and state agencies. Programmatically, MATEC pursues
two basic types of activities: training of trainers, and direct training of
health care professionals. Moreover, MATEC offers organizational development
services and maintains a centralized resource center.
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The goals of MATEC relate to organizational development, the provision of
education and training, the development of a health professions support
system, and the provision of evaluative data. The specific goals and
objectives are listed in Appendix I.

II. PROGRAM HISTORY

A. Regional HIV Epidemiology

The incidence and prevalence of AIDS within the MATEC region is
moderately low in comparison with the coastal regions, but growing rapidly.
As of December 1987, the number of cases in the five states in MATEC’s
original region (excluding Missouri) was 2,073. By December 1989, the
cumulative number of cases for those same states had grown to.5,227. With the
addition of Missouri, the MATEC region’s official case total was 6,451 as of
December 1989. The incidence--cases per 100,000 population--in the MATEC
states as of December 1989 was: 9.9 in Illinois; 8.5 in Missouri; 5.7 in
Indiana; 4.3 in Minnesota; 2.8 in Wisconsin; and 2.0 in Iowa. As would be
expected, Chicago reports the bulk of reported cases of AIDS within the region
--representing 2,856 of all 6,451 diagnoses within the region.’ Chicago also
reports the bulk of cases among Black and Hispanic persons, among IV drug
users, and among women and children.

As noted in the grant application, the official incidence statistics
belie the true, larger caseload of HIV spectrum patients--since many
individuals have returned home to the Midwest states following diagnosis of
HIV/AIDS in large coastal cities.

B. Organizational Background

MATEC’s regional headquarters is located within the Department of Medical
Social Work, College of Associated Health Professionals, at the University of
Illinois at Chicago (UIC). UIC has a Health Sciences Campus with Colleges of
Medicine, Dentistry, Pharmacy, Nursing, Associated Health Professionals, and a
School of Public Health. Together with the University of Illinois Hospital,
these institutions educate more than 3,800 health professionals each year.

The Department of Medical Social Work has 47 faculty. The faculty
participate in the education of medical, dental, public health, allied health
students, and graduate social work students. The department is also
responsible for providing clinical social work services in the University
Hospital and Clinics, and thus, has been involved in the psychosocial
treatment of HIV/AIDS patients cared for in these settings. The department
has also been active with programs and policies involving AIDS, such as
assisting in the development of a Policy and Educational Committee on AIDS for
the University Hospital, establishing multiple-family psychoeducational
groups, and assuming leadership roles in developing confidential monitoring
procedures and discharge planning/social work intervention protocols.

Southern Illinois University School of Medicine, MATEC’s Southern
Illinois subcontractor, emphasizes training ethnic minorities, women, and
students interested in rural medicine. Also within the Southern Illinois
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University are Schools of Nursing, Dental Medicine, and Technical Careers and
Allied Health Career Specialists. The medical school is affiliated with four
Family Practice Satellite Centers that have been used as a base for Southern
Illinois MATEC programs. AIDS education and training programs have been
developed by the Infectious Disease Division of the Department of Internal
Medicine, including substantial continuing medical education course work.
Faculty members from the Schools of Medicine and Nursing have been active on
local AIDS task forces.

Indiana University Medical Center, MATEC’s Indiana subcontractor, is
affiliated with the University Hospital, Wishard Memorial Hospital, and a
veterans administration hospital. There is substantial patient care and
biomedical research activity at the University and through other private and
government agencies. Little AIDS education and training was available for
health professionals prior to the MATEC grant.

The University of Iowa, MATEC’s Iowa subcontractor, is the state’s
primary health professions education institution, with Colleges of Medicine,
Dentistry, Nursing and Pharmacy. It operates the nation’s largest university-
owned teaching hospital--University of Iowa Hospitals and Clinics. AIDS
education had been included in all health sciences colleges, and in continuing
education programs sponsored for medicine, dentistry and nursing. A need for
coordinated AIDS education and training programs across the state has been
identified--following the models of the statewide community-based primary care
training program, and the statewide epidemiology education and consultation
program.

Minnesota MATEC activities are provided through a subcontract with the
School of Public Health at the University of Minnesota. Both the School of
Public Health and the University as a whole have provided leadership in the
fight against AIDS. School of Public Health faculty have collaborated with
and participated in AIDS programs and AIDS policy formulation with the
Minnesota AIDS Project, the State AIDS Advisory Committee, the State
Department of Corrections, the State Department of Education, and the State
Department of Human Services. A University Senate Task Force on AIDS was
appointed in 1987 to coordinate a university response to AIDS that could also
serve as a model for a state coordinated response to AIDS. The University’s
Schools of Sociology, Anthropology and Public Health have each developed a
graduate level course on AIDS.

Missouri MATEC’s two subcontractors, the Bureau of AIDS Prevention in the
State Department and the Medical School of the University of Missouri at
Columbia have a history of working collaboratively on AIDS issues. The Bureau
of AIDS Prevention contracted with the Medical School to provide AIDS
education for physicians before MATEC arrived. The Bureau itself has been
engaged in epidemiology, public and professional educations, HIV testing, and
case management programs for some time. This is an activist Health Department
combined with an activist medical school.

The State Medical Society, MATEC’s Wisconsin site, represents 75 percent
of all practicing physicians in the state and has developed relationships with
the University of Wisconsin and the Medical College of Wisconsin. With a
staff of 70, the Medical Society is involved with legislative affairs, law and
legal affairs, communications and public relations, research and policy
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analysis, insurance, public affairs, governmental regulations, health
education, evaluation and continuing medical education. The Society’s Task
Force on AIDS, formed in 1987, maintains a speakers bureau, has developed a
series of policy objectives regarding HIV/AIDS in Wisconsin, and provides
communication to the State Medical Society membership through the Society’s
newsletter.

c. BTC Origin and Development

The Department of Medical Social Work submitted a grant proposal in the
first round of HHSA funding. This initial effort was planned to be a joint
program between Northwestern University and the University of Illinois. The
plan was to get the program up and running in the Chicago area and to extend
it outward over time. This first application was not intended to begin a
regional effort. Northwestern withdrew from the proposal just before the
deadline. This first proposal was not funded.

In the second round of proposals, the program was restructured as a
regional effort. During the proposal development, a substantial amount of
effort was put on coalition-building in order to develop a cohesive regional
approach. These efforts involved community organizing, institutional
development and negotiations with a number of entities including the
universities in each state with health sciences centers; the American Medical
Association (AMA); the state chapters of the various health professional
associations; and existing HIV/AIDS-related task forces, committees, and
community-based organizations. These alliances were considered essential to
establishing an effective region-wide effort. University health sciences
centers were the focal point of coalition building in each state with the
exception of Wisconsin. In Wisconsin, the University of Wisconsin had been
reluctant to participate given the limited funding of the project; instead,
the Medical Society of Wisconsin became the lead agency in that state.

The proposed region included five states: Illinois, Indiana, Iowa,
Minnesota and Wisconsin. When the project was funded by HHSA, an
understanding was reached that the state of Missouri would also be added to
the regional configuration.

The relationships established in the development stage carried over as
implementation was begun. Subcontracts were struck with university health
sciences centers in each state but Wisconsin, and with the Medical Association
of Wisconsin. In Missouri, in addition to the subcontract with the Bureau of
AIDS Prevention; the two were to work collaboratively as the MATEC Missouri
site.

The negotiation and approval of contracts between the MATEC headquarters
in Chicago and the other six regional sites of the ETC took longer than
expected, and resulted in delays in hiring staff and offering programs. Also,
the staff resources that were planned for the Chicago site (for the Northern
Illinois region) needed to be increased significantly--in recognition of the
much higher incidence and prevalence of AIDS in this region, and the
consequent increased complexity of education and training needs.
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The importance placed on coalition-building at the regional level
filtered down to the intrastate level. Each state has developed an advisory
committee (or coordinating council) comprised of representatives from the
state medical associations as well as representatives from organizations
already active in the AIDS epidemic. These advisory committees have proven
helpful as far as identifying education needs in each state and in determining
the direction of the ETC program in each state.

In the second year of the project, MATEC applied and received
supplemental funding to plan and conduct education and training programs
targeted specifically to community and migrant health center (CVMHC)  staff.
This program will also be implemented in a decentralized manner with
direction and support from regional headquarters.

III. PROGRAM STRUCTURE

A. Organizational Roles and Relationships

MATEC is administered by the Department of Medical Social Work at the
University of Illinois at Chicago and is the site of the regional
headquarters. MATEC operates its programs through the coordination of seven
regional sites involving eight organizations. Six of the seven sites operate
under a subcontract from the Chicago headquarters. The seventh site, Northern
Illinois, because it is also located within the Department of Medical Social
Work, is budgeted as a line item in MATEC’s budget. However, the relationship
between regional headquarters and the Northern Illinois site is the same as
the relationships with the other sites.

Illinois is traditionally viewed as two separate regions--“upstate” and
“downstate” --both geographically and politically. For this reason, MATEC
established two regional sites in the state of Illinois. This decision was
further supported by the intensity of the epidemic in the Chicago area, which
clearly needs a focused effort. Northern Illinois MATEC holds responsibility
for programs in Chicago and other areas north of Interstate 80. Given the
proximity of the Northern Illinois site to the regional headquarters, there is
close collaboration between the two. However, they are operated as separate
entities within the department. Southern Illinois MATEC is responsible for
programs south of Interstate 80.

Activities of the Missouri MATEC are supported through a subcontract
with the State Department of Health’s Bureau of AIDS Prevention, which in turn
subcontracts with the University of Missouri at Columbia’s Medical School
Department of Continuing Medical Education. The two work collaboratively as
the Missouri MATEC site. The MATEC site is physically located in the middle
of the state (with the only two large population areas, St. Louis and Kansas
City, located at the east and west edges of the state).

Each of the seven sites has full responsibility for activities in its
catchment area: identifying needs, designing education and training curricula
and programs to respond to these needs, conducting programs, and marketing
programs.
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MATEC has a Coordinating Council composed of the regional staff, the
seven Site Directors, and representatives from the American Medical
Association, American Dental Association, National Association of Social
Workers, American Hospital Association, American Psychological Association,
American Nurses Association and Northwestern University. The responsibility
of the Coordinating Council is to identify each profession’s and region’s
education and training needs, develop a regionwide plan for meeting these
needs, discuss resources and support required to implement programs, and share
information and program successes and barriers.

Each regional site has an Advisory Council composed of representatives
from health professions schools, health professional associations,
governmental agencies, and community-based agencies. The role of the Advisory
Council is similar to that of the Coordinating Council, but on a state level.

Originally, the regional headquarters of MATEC had planned to be more
active in developing curricula and in developing and implementing training and
education programs. However, as a result of discussions with the state
contractors, the regional headquarters’ role shifted to emphasize its support
function. The regional headquarters is responsible for managing the grant,
including budgeting and reports and communications with HRSA, serving as a
resource (administrative and programmatic) to the state offices, producing the
MATEC newsletter, and maintaining a centralized training database. Strategic
planning is the responsibility of all, with implementation left to the state
offices. Decentralization and site autonomy are intended to enable states to
respond more effectively to local needs instead of trying to make a blanket
approach work in different states’with different political structures,
different geographies, and varying natures of the epidemic.

B. Staffing

The Chicago regional headquarters includes a Project Director, an
Associate Project Director, an Administrative Director, a Program Specialist,
and a person recently hired to direct the C/MAC supplemental funding
initiative as a Project Coordinator. The regional headquarters also draws on
the expertise of faculty from the University of Illinois colleges of medicine,
nursing, public health, and dentistry, as well as other faculty within its own
College of Allied Health Professionals.

Each state office is staffed in a different manner. All have at least a
Site Director, not necessarily full-time, and in some cases, a Project
Coordinator as well. With the award of the supplemental funds for the
community and migrant health center initiative, each site has increased its
staff time or added new staff to respond to this initiative.
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1. Regional Staff

Nathan Linsk, Ph.D. is the MATEC Project Director. Dr. Linsk is
Associate Professor and Research Coordinator in the Department of Medical
Social Work, College of Allied Health Professions, University of Illinois at
Chicago. He represents the University at the Chicago AIDS Foundation Service
Provider’s Council, has taught federal probation and parole officers about
services issues for people with AIDS, and has pioneered in the development of
multi-family educational groups for families--including patients with
HIV/AIDS. He has provided leadership in AIDS advocacy and educational program
development and is an active participant in AIDS service development.

Judith Cooksey, M.D., M.P.H. is the Associate Project Director. Dr.
Cooksey is Assistant Professor of Medicine and Associate Vice Chancellor for
Health Services, at the University of Illinois at Chicago. She is chairman of
the AIDS Advisory Committee at the University Hospital, and also chairs the
education subcommittee. Dr. Cooksey played an integral role in the proposal
development stage, particularly in coalition-building. Her current role on
the project is in maintaining these relationships with health professions
associations and community-based agencies as well as serving as an advisor to
the project.

Barbara Schechtman, M.P.H. serves as the Administrative Director. Ms.
Schechtman previously worked at Planned Parenthood of Wisconsin, where she was
Associate Executive Director for Administration and Planning from 1985 to
1988.

Elyse Nowak, R.N., Masters of Theatre, is the Project Coordinator. Ms.
Nowak was recently hired to provide administrative support and coordination to
the community health center supplemental funding initiative. She has several
years of both administrative and- clinical experience. Her past positions have
been with public television and with Rush/Presbyterian/St. Luke’s Hospital.

The Program Specialist resigned in May 1990. MATEC is currently
searching for a person with a strong training background to fill this
position. The responsibilities of the Program Specialist are to maintain the
resource library, distribute relevant 'materials to the states, and assist in
program research at the request of the sites. The MATEC program has begun to
develop an effective distribution system from its resources and publishes a
quarterly newsletter. If the person hired for this position has a strong
training background, this experience should assist in the identification of
relevant materials to be sent to the sites.

2. Site Directors

Joan Dworkin, Ph.D. is the Northern Illinois Site Director. Dr.
Dworkin is Assistant Professor, Department of Medical Social Work, College of
Associated Health Professions, University of Illinois at Chicago. She is a
member of the University Hospital AIDS Advisory Committee, and has taught
Psychosocial Issues in AIDS to hospital staff. She assisted in developing an
AIDS survey for hospital and clinical staff and is currently involved in
research on the knowledge, attitudes and fears of health care workers
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regarding AIDS. She is also a member of the Legislative Advisory Committee of
the Governor’s AIDS Interagency Advisory Council.

Larry Von Behren, M.D. is the Southern Illinois Site Director. Dr. Von
Behren is an Infectious Disease Specialist at Southern Illinois University.
He chairs the Medical Committee of the Springfield Area AIDS Task Force,
helped to develop the Alternative Test Site in southern Illinois, and serves
on the Medical Advisory Committee of the Illinois Speaker of the House’s
Medical Advisory Panel on AIDS.

Judith Johnson, M.D. is the Indiana Site Director. Dr. Johnson is Clinic
Director for the AIDS Clinical Research Group of the Infectious Disease
Division, Indiana University Medical Center. She is also Chief of the AIDS
Section, Chronic and Communicable Disease Division, Indiana State Board of
Health.

Charles Helms, M.D., Ph.D. is the Iowa Site Director. Dr. Helms is
Associate Dean and Associate Professor at the University of Iowa College of
Medicine. He is an infectious disease physician, was a Robert Wood Johnson
Health Policy Fellow working with the US Senate Committee on Labor and Human
Resource during 1985-86, and’has been a consultant on AIDS to the Iowa Medical
Society.

Jim Rothenberger, M.P.H. is the Minnesota Site Director. Mr.
Rothenberger is with the School of Public Health, University of Minnesota and
has a long history of work with sexually transmitted diseases, education and
health behavior change programs. He is involved with many aspects of HIV
programming in Minnesota.

Ted Northup  and Barry Kling are the Missouri Co-Site Directors. Ted
Northup  is Chief, Bureau of AIDS Prevention, Missouri Department of Health
(Jefferson City); Barry Kling is Director of Continuing Medical Education,,
University of Missouri School of Medicine (Columbia). This is a close
professional partnership, with excellent communication between the co-
directors, synergistic sharing of ideas, and a strong mutual commitment to
AIDS efforts.

Mark Adams is the Wisconsin Site Director. Mr. Adams is a lawyer with
the State Medical Society of Wisconsin at Madison.

C. Approaches to Collaboration, Integration, and Regionalization

The MATEC Coordinating Council and the regional Advisory Councils provide
ready access to collaboration with various professional associations, health
professions schools and community-based AIDS organizations. Other formal or
informal linkages have also been established. For instance, Chicago staff
members sit on the AIDS Foundation of Chicago Service Providers Council, the
Howard Brown Memorial Clinic Board, and the Chicago Department of Health AIDS
Advisory Committee and the Minnesota Site Director chairs the AIDS Program
Evaluation Committee for the Minnesota Department of Education. Other
examples include the coordinated efforts of the Continuing Medical Education
Division of the University of Missouri and the Missouri State Health
Department; bimonthly meetings held by the Indiana site with the Marion
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County Health Department and the Damien Center; and frequent telephone contact
between the Wisconsin site and the Milwaukee AIDS Project and Madison AIDS
Support Network.

Collaboration with other federally-funded programs is the responsibility
of each subcontractor. The NIMH AIDS grant in the region is with Northwestern
University. The Co-Director of the NIMH project serves on the MATEC
Coordinating Council and the Northern Illinois site Advisory Council.
Illinois, Indiana, and Minnesota are all sites of NIAID AIDS Treatment
Evaluation Unit and Clinical Studies Groups. In each of these three states a
representative from the program is either on the advisory board of the MATEC
subcontractor or serves as a consultant to the ETC project.

Regionalization of the MATEC program has been facilitated by the
Coordinating Council meetings. These meetings are held three times a year and
are two days in duration. They provide a forum for information sharing,
problem solving and regional strategy development. Time is also spent in work
groups to focus on specific issues that have arisen. Examples of issue areas
for which work groups have been formed include program data collection,
marketing the MATEC, long-term care, research, training of trainers programs,
and centralized curriculum. Most state contractors reported that the
Coordinating Council meetings were beneficial, especially the resource sharing
and network-building opportunities provided.

D. Organizational Qualities

The degree of program centralization/decentralization is often a
sensitive issue in regional programs. In the MATEC region, this issue has
been managed well, allowing for state autonomy, yet not forfeiting a
regionwide strategy. At the time the proposal was written, the regional
headquarters intended to involve itself more in developing curricula and in
planning and conducting trainings. The subcontractors, however, were against
such a centralized program and wanted to be able to respond to local needs in
the manner they saw fit. The regional staff, focusing on getting a strong
commitment to the project from the subcontractors, recognized the need for
flexibility on this issue and opted for more of a support and leadership role
rather than a direct role in developing programs.

Originally, the leadership role of the regional headquarters focused on
consensus building and cultivating the “regional” concept of the program. The
Coordinating Council meetings were the primary vehicle for this focus. Formal
Coordinating Council meetings have developed over time to provide a forum for
a team approach to tackling issues and activities.

The regional headquarters t leadership role has evolved over the years of
the grant. As it has gained credibility with the sites, the staff has been
able to take a more proactive role; this role varies according to its
relationship with the subcontractor. Some sites need and ask for very little
beyond opportunities to meet and share; other sites want assistance with
training goals and materials. The Central Office conducts monthly conference
calls with all sites and conducts site visits at least annually.
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In the beginning, any sort of regional standard applied to program
activities would not have been acceptable. However, as a more collaborative
relationship has been established, there is more openness to sharing and
mutual decision-making and the Coordinating Council has become willing to
discuss possible regional standards. For example, while all sites were
expected to do training-of-trainers (TOT) programs, it was not clear what the
definition of a training of trainers was. A work group was convened to
discuss this issue and develop a regional definition. Another example is the
willingness to tackle the problem of quality assurance. The Council is
currently trying to develop regional quality assurance standards. Initially,
the regional headquarters asked only for reporting information with a focus on
program counts. Now, broader planning and reporting has been established,
with sites presenting work plans, objectives for activities, and progress
toward meeting these objectives.

P

IV. EDUCATION AND TRAINING PROGRAMS

A. Needs Assessment Activities

Neither the regional headquarters nor the ETC subcontractors have
conducted formal needs assessments, although some state subcontractors
(Wisconsin, Indiana, and Missouri) are using the results of formal needs
assessments done by their Departments of Health. The subcontractors generally
rely on an informal needs assessment process based on feedback from their
peers and from representatives on their advisory boards who are actively
involved with the epidemic. Both formal and informal needs assessments are
also done for each client before designing a training program. Most sites
report that they have examined current education and training services, have
identified gaps , and have moved to address these gaps.

Further needs assessment surveys are under consideration. The Minnesota
site plans a survey of health professional schools, the Missouri site is
planning surveys of the educational and training needs of physicians, nurses,
and selected allied health professionals through joint sponsorship with
health professional associations and state departments of health, and the
MATEC regional headquarters is planning a survey of dental professionals.

B. Training Activities

1. Target Trainees

MATEC broadly targets nurses, physicians, dentists, dental technicians,
social workers, family nurse practitioners, emergency technicians,
psychologists, pharmacists, and other allied health workers. Also targeted
were morticians, police, firemen, corrections workers, and state legislators.
Each site is responsible for focusing its efforts on the above professionals
as appropriate based on educational needs.

2. Training Activities, Objectives and Hethods

/?,
The training approach includes a wide variety of formats for a wide

variety of single discipline and multidisciplinary health professional and
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health professions student audiences. The overall purpose of the trainings,
as stated in the original proposal, is ‘*improving and increasing providers’
expertise and comfort in serving patients with or at risk of HIV infection and
AIDS. ” Each MATEC site is responsible for the development and implementation
of its training programs. Programs are categorized as either training of
trainers or direct training for reporting purposes.

o Training of Trainers

Training of trainers has been a major focus of the MATEC program and a
wide variety of train-the-trainers activities have taken place across the
region.

Multi-Disciplinary Training of Trainers. The Northern Illinois site
held a multidisciplinary training of trainers, entitled “Irrational Fear of
AIDS,” for hospital staff. The staff included physicians, nurses, dentists,
counselors, public health clinic staff, and community AIDS educators. Follow
up on this program indicated that 45 staff were trained who, in turn, provided
59 programs to 693 other health care providers.

Training of Trainers in Nursing. The Wisconsin site training of trainers
program for nurses is based on the Mountain-Plains AIDS ETC (MPAETC)
curriculum. Trainers from MPAETC came to Wisconsin to conduct a two-day
training program. The training included didactic sessions, small group break-
out sessions, adult teaching methods, training on how to use the curriculum
and role playing. Fifty nurses attended including practicing nurses, nurse
administrators and nurse faculty.’ Each of the participants was provided with
a full Mountain-Plains curriculum and each participant agreed to conduct two
trainings per year. A six-month follow up done by the Wisconsin MATEC
indicated that approximately 50 percent of the participants had conducted
further trainings. The nursing faculty members indicated that parts of the
curriculum had been incorporated into their classes.

The Iowa site has focused its training of trainers on nurses in infection
control. In Iowa, there are eight nurse trainers, each responsible for a
region of the state. These nurses conduct education and training programs for
health care workers in their regions both at the hospital level and community
level. The Iowa MATEC provides these nurses with an annual AIDS update and
supplies them with resources, tapes, and slides.

In Indiana, the Indiana MATEC conducted three one-day training of
trainers programs for supervisory and/or staff development nurses in the home
health, long-term care, and school settings. The objective of these programs
is to enable participants to teach AIDS at a 101 and 102 level.

Further, the Northern Illinois site conducted a three-hour program for
nurses, called “Techniques for AIDS Education.”

Training of Trainers in Dentistry. The dental training of trainers at
the Wisconsin MATEC, entitled “Transmissible Disease Education,” has trained
60 dentists to be preceptors in their communities. This program is two days
in duration and is offered on a Friday and Saturday to minimize time away from
practice. A curriculum and slides have been developed specifically for this
program. The focus is on Hepatitis B as well as HIV/AIDS. The first day is
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didactic and concentrates on the presentation of clinical information. The
first half of the second.day  is spent on infection control and office
routine. The second half of day two includes a tour of the Transmissible
Disease Clinic and a hour and a half on adult education techniques and how to
use the handouts for training. The program was developed in conjunction with
the Wisconsin Dental Association and Marquette University in Milwaukee.

Training of Trainers in Social Work. The Northern Illinois site also
developed a six-month training series for social workers, with the last
session of which was a training of trainers. The program was designed in
collaboration with the Illinois Chapter of the National Association of Social
Workers. The topic areas covered include case management, psychodynamics,
psybhotherapy  and peer support services, burn-out prevention, and educating
other staff.

Training of Trainers in l4ental Health. The Indiana MATEC, under contract
with the Division of Addiction Services, Indiana Department of Mental Health,
has developed and conducted a train-the-trainers program for drug and alcohol
counselors on HIV infection, HIV and chemical dependency issues, risk
reduction, counseling, and testing. Both a one-day and a three-day program
tailored to, the needs of each clinic have been developed. The Department of
Mental Health is currently sponsoring the site to continue with this program
in order that all drug and alcohol counselors in the state will be reached.
The Indiana MATEC is planning to develop a manual for this training-of-
trainers program and possibly a training videotape for use throughout the
MATEC region and by other ETCs.

Training of Trainers in Correctional Settings. The Indiana MATEC,
sponsored by the Indiana Department of Corrections, is conducting training of
trainers programs in correctional settings. Correctional facilities around
the state identified staff who were willing to become trainers and to attend a
six-hour training. Staff members included correctional officers, prison
counselors, prison teachers , and some health care professionals. In addition,
the Indiana MATEC is conducting training of trainers specifically for nurses
in correctional settings. These are two-day programs focusing on HIV
antibody testing and pre/post test counseling for HIV infection. This program
is based on the Centers for Disease Control Training of Trainers model and
has been modified to be applicable to’this setting. The Indiana MATEC is
planning a follow up letter to these trainees to determine the types and
numbers of programs they have conducted since their training.

o Clinical Training

Clinical training is being developed in the MATEC region. Currently,
there is an introductory clinical experience for dentists included as part of
the Wisconsin MATEC dental train-the-trainers program described above,
involving an afternoon tour of the Transmissible Disease Clinic. The Center
has developed and tested several HIV patient simulation scenarios.

A fairly substantial clinical training experience for medical providers
in community health centers is part of the community and migrant health center
initiative described below. The ongoing first mini-fellowship for physicians
began December 1989.
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o Direct Training

A wide variety of direct training programs have been offered through each
of the MATEC sites. These trainings have ranged from one hour to two days.
From April 1989 through May 1990, the average length of the direct training
programs offered was three and a half hours. Trainings have been both
multidisciplinary and discipline specific and have reached a wide variety of
health professionals. Several trainings have also been conducted for
audiences not traditionally identified as health care providers, such as
clergy, hospital food service, housekeeping and security staff, foster
parents, and city, county and state administrators. Several sites stressed
the importance of using persons with AIDS for panel discussions and for role
plays and provided for this opportunity frequently in the development of
trainings.

o Initiative Impact Curricula in Health Professions Schools

Integrating AIDS into health profession school curriculum has been a
difficult process for all ETCs due to the several levels of review and
approval required, turf issues and belief that current AIDS content of
curricula is adequate. The !4ATEC  site is no exception, although some sites
have been successful in taking advantage of opportunities in elective courses
and seminars.

The regional headquarters is attempting to develop a curriculum for
dentists and dental auxiliary staff. A meeting was convened of all
representatives from all 10 dental schools in the region as well as expert
resources from outside of the region. The curriculum is expected to include
four modules, slide/tape presentations on AIDS epidemiology, oral
manifestations, and infection control, and a videotape on ethics and legal
issues. The curriculum is almost finished, but the project is currently on
hold because the dentist taking the lead role for this project is leaving the
university. The regional headquarters has plans to finish the curriculum.

The Northern Illinois site is planning to develop a social work
curriculum for social work students following the same process as the dental
curriculum.

o Initiatives to Involve Community and Higrant Health Centers

The programs to be offered under the supplemental funding for community
and migrant health centers are in the development stages. To date, the
efforts have concentrated on informing all 62 health centers in the region
that this focus exists, on assessing education and training needs, and on
identifying barriers to program development. Examples of barriers identified
include rural health center issues versus urban health center issues, C/MACs
not wanting to be considered “AIDS clinics”, and differences in levels of
receptivity in each health center.

This effort will be managed similar to other MATEC programs in that the
regional headquarters will provide a leadership and support role and each
MATEC site will be responsible for the planning and implementation of specific
activities.
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Currently, the MATEC sites in HHS Region V are under contract to the
Public Health Service to conduct trainings for the medical staff of C/MHCs.
These trainings include a mini-residency segment which was first offered in
December, 1989. The supplemental funds programs will probably follow this
same type of format and inc’lude  a clinical training segment.

3. Curricula and Materials Developed or Used

As noted, the regional headquarters is completing the development of a
curriculum for dentists to be used in dental schools, and the Northern
Illinois MATEC site is planning to develop a curriculum for use in social work
professional programs.

The Site Director of the Indiana MATEC has compiled a manual entitled
“Outpatient Management of HIV-Infected Adults.” The goal was to produce a
very practical, non-academic manual focusing on early clinical interventions;
i . e . , preliminary assessment, early symptoms, commonly used medications, etc.
The initial audience was medical students, although the regional headquarters
and the Indiana site are discussing wider distribution and marketing of the
manual. The outline of the manual is as follows:

.

.

Evaluation of HIV Positive Adults
Early Interventions
An Approach to Patients with Cough and Fever
Common Gastrointestinal Problems in HIV Positive
Adults
Neurologic Manifestations of HIV Infection
Fever of Cryptic Origin
Common Dermatologic Dental Problems in HIV
Positive Adults
Commonly Used Medications

Each chapter of the manual includes an outline, summary of information, and
reference articles. References will be updated quarterly.

The Minnesota MATEC is developing a manual called “Living with HIV.” It
is targeted toward people who are learning to live with the virus. The
outline of this manual is as follows:

.

Overview of HIV
Nutrition
Alternative Therapies
Psycho-social
Personal Experience
Spiritual Reflections
Insurance
Legal Considerations
Clinical Trials
Health Records
Health Coverage
Resources

The manual also includes appendices for resources and on AIDS classifications.
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4 . outputs

From April 1989 to May 1990, MATEC, as a region, had conducted 40
training of trainers events. Faculty development and medical student peer
education programs are included in this number. These. 40 programs reached
800 participants. Information on occupation was available for 99.5 percent of
these participants. Of this, 48 percent were registered nurses and 8 percent
were physicians. The MATEC regional headquarters also calculates “total
contact time,” defined as participants multiplied by training hours. Total
contact time for TOT programs was 6,786 hours, an average of 8.5 hours of
training per participant.

There were 527 direct trainings during the same time period, reaching
26,233 participants for a total contact time of 89,428 hours, an average of
3.5 hours of training per participant. The occupation category is known for
all but only 12 percent of these participants. Of the 88 percent known,
registered nurses accounted for 25 percent, physicians.for 18 percent, and
social workers/counselors for 10 percent.

C. Efforts to Reach Hinorities

This region has a fairly low
major cities other than Chicago.
programs targeted toward minority

minority population, even in most of the
While there have been some specific
health professionals or health professionals

serving minority populations (“AIDS  in the Black Community, “AIDS in the
Minority Community”), most of the minority trainees have been reached through
the organizations/programs in which they work (drug abuse counseling
programs, hospitals, hospital support staff, public health clinics, health
professions schools).

Race/ethnicity is known for approximately 85 percent of the participants:
13 percent were black, 2 percent Latino, and 2 percent Asian. Approximately
half of the participants (11,000) provided information on their minority
patient loads. Of those reporting, 2,596 participants (24 percent) had a
minority patient load greater than 26 percent.

D. Training Issues and Successes

Although actual numbers are not known,
on primary care providers. A number of the
had this focus. Direct trainings have been

the MATEC program focuses heavily
training of trainers programs have
held for staff in primary care

settings including neighborhood health clinics, community mental health
clinics, long-term care facilities, and community health centers, among
others. The supplemental funding received for community and migrant health
center programs will draw on this strength.

A major strength of the MATEC sites is their responsiveness to
organizational needs. The sites often view themselves as education and
training consultants, offering a wide variety of services to their clients.
For instance, the Northern Illinois site focuses on organizational
development. Their training staff go into an organization and find out what
structure currently exists. They then advise on who needs to be involved, on



what committees need to be formed, and on how trainings can be
institutionalized in the future. Only after these structures are in place do
they begin the needs assessment and training design. MATEC sites are thus
providing a broader service than simply the provision of training.
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v. PROGRAH ADMINISTRATION

A. Administrative Systems

1. Program Management and Control Mechanisms

Scopes of work are developed annually to serve as contracts between the
regional headquarters and the MATEC sites. Attachments to this scope of work
include a site’s work plan that details measurable education and training
objectives, the budget agreement, and the reporting requirements to the
regional headquarters. Quarterly, each site is required to submit progress to
date on its work plan.

The Administrative Director at the regional headquarters has also made an
initial attempt to calculate the cost effectiveness of its programs. To
account for the intensity of trainings, a total contact hours figure is
calculated. Total contact hours is equal to number of participants multiplied
by the length of the training. Total costs are divided by total contact hours
for a cost per training. Cost per training can be compared across sites as
one measure of cost effectiveness.

2. Hanagement  Information Systems

The MATEC regional headquarters has designed systems to manage the
documentation of trainings. The training d,atabase  developed on DBase III+ is
comprehensive and provides quick access to a wide range of descriptive
information of all trainings completed by the sites. The Administrative
Director at the regional headquarters is responsible for maintaining the
database. The compilation began in April 1989.

Several training activity reports can be generated from the regional
headquarters database. Direct training or train-the-trainers reports can be
run detailing MATEC site, program title, total participation, minority
participation, target audience , and participation by occupation. Reports can
also be generated listing minority patient load and service setting of
participants.

3. Marketing the RTC

The first stage in marketing is creation of a strong project image. To
support this, the MATEC has developed its own stationery. This was a
cooperative effort by the Coordinating Council. Each site uses this
stationery that has MATEC’s name spelled out in large letters and the address
of each of the regional sites listed under it. Name recognition is strong in
Chicago and most sites report a growing awareness. In addition, the MATEC
regional headquarters staff produce a newsletter. This is widely distributed
and serves also as a marketing tool.
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B. Systems for bnaging Training Events/Programs

Training programs are organized independently through each of the sites
in the MATEC region. The regional headquarters has suggested that each site
maintain a training activity file for each program conducted. These files
contain the curriculum or training outline used, marketing information,
participant data , other resources used, and the results of any evaluations
conducted. If only to maintain the files, this requirement ensures that
programs are well planned. However, the MATEC sites are all strong in program
development, and the purpose of this requirement was for documentation.

Sites are requested to send at least two copies of brochures, flyers,
outlines, and any other products of the training to the regional
headquarters.

1. Marketing of Training Events

Each site is responsible for marketing its own programs. Marketing in
most cases is through word of mouth through contacts with colleagues in
professional societies, health professions schools, public health departments,
and other organizations and agencies concerned with the AIDS epidemic.
Brochures and flyers are also developed by the sites for marketing purposes.

2. Trainee Recruitment/Selection

The Site Directors are approaching a range of potential audiences through
contacts with health professions schools, professional societies, and health
care organizations. Trainee selection varies by site and by program. When
trainings are being conducted for a specific audience, for example, the
Department of Corrections or the Public Health Service, trainees are selected
by the host institution. For the nurse training of trainers held in
Wisconsin, an effort was made to choose nurses who were in positions that
would allow them the opportunity to train others. In other instances,
specific professionals are targeted or specific occupational settings are
targeted, although participation is open within these parameters. Currently,
most sites operate on a demand basis and are somewhat reluctant to “market”
their programs, fearing that if they generate too many requests, they may not
be able to meet demands.

3. Output/Outcome Reports

Each site must submit to the regional headquarters a Program Data Form
for each training conducted. This form includes occupation, occupational
setting, and race/ethnicity participant information, minority patient load of
participants, content of the program, method of instruction, and media used in
presentation. This data is then entered into a DBase III+ database for a
regional compilation of statistics.

c. Training Sites

A wide range of training sites are being used including hospitals,
clinics, universities, and governmental offices. Arranging for training sites
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was not reported as an issue by the subcontractors or the regional
headquarters staff.

D. Cost Sharing

Often events are co-sponsored, with. . the co-sponsoring organization
sharing the costs. Income generation is a major thrust ot MATEC. MATEC
sites often act as consultants selling their education and training services;
thus, a fee is negotiated to cover the cost of services. Participation fees
are also required for some of the training programs offered. The objective is
to recover costs and to become self-sustaining without erecting barriers to
participation.

E. CEUS

Most sites reported offering CEU and CME credit for various programs.
Since most of the regional sites are located in health professions schools,
the process for obtaining accreditation is well known. The state of Indiana
does not have a CME requirement for physicians.

P. Library/Information Services

The regional headquarters collects, reviews and disseminates materials
for training health care professionals about AIDS. These include videos,
slides, curricula and publications. These materials are made available to all
sites through a listing in the newsletter and by display at the Coordinating
Council meetings. Materials have been requested frequently. Materials
developed by the sites are also collected and disseminated through the
regional headquarters to the other sites. There are plans to assess
additional needed materials and to determine the most effective method of
distribution. Maintaining the resources library and circulating material is
one of the responsibilities of the Program Specialist.

Other than Northern Illinois which has access to the regional
headquarters resource library, the regional sites have varying amounts and
types of information available. This ranges from incidence data to referral
services to training materials and audio/visual resources to bibliographies to
descriptive brochures about the MATEC project.

G. Other Services

The regional headquarters has produced three newsletter issues to date.
The intention is to distribute the newsletter quarterly. Each of the sites
will take a turn producing a lead article with either a clinical or education
and training focus. Each newsletter also includes comments from the MATEC
Director, a resource list, and a three-month detachable calendar of MATEC
events.

Approximately 5500 newsletters are produced. The majority is bulk mailed
to the MATEC sites to cover their mailing lists. The regional headquarters
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also has its own mailing list that includes the other ETCs, universities,
federally-funded projects, and select state legislators.

H. Sustainability

Income generation is MATEC’s sustainability strategy. Many of the
subcontractors view themselves as consultants, selling their training
expertise to community-based agencies, health departments, and other state and
local offices. They usually offer the client a full range of services from
conducting a needs Assessment  to planning the training to conducting the
training. A cost for services is then negotiated. Accommodation is made
organizations that are unable to pay.

The regional headquarters staff has motivated this focus on income
generation and is currently developing a plan to facilitate the reporting
monies generated in this manner.

VI. SunWRY  AND FUTURE PLANS

for

of

This is a complex and geographically large education and training center
that appears to be making steady progress in developing and implementing a
wide range of training programs on AIDS. Some of the states in the region are
obviously further along in their development of AIDS programs than others; the
regional headquarters is working with all sites on continuing to develop their
programs. The MATEC program, to date, has focused successfully on building an
organizational structure that is flexible. In the MATEC program,
subcontractors are allowed their state autonomy, yet a regionwide strategy has
not been forfeited. Overall, the ETC model is based on a supportive regional
headquarters role with training and education activities decentrally located
in the subcontracted sites. The structure and working relationships are in
place for MATEC to continue to move forward in its mission.

One of the primary foci of the MATEC program is the emphasis on
organizational development, both development of MATEC as an organization and
assisting other agencies in developing organizational competence to provide
AIDS education and training.

This emphasis was evident in the proposal development stage, in the
program development stage, and continues to be an emphasis in the
implementation stage. For example, in the proposal development period, the
focus was on coalition-building. The primary authors of the proposal
contacted academic institutions, health professional associations, community-
based organizations involved in HIV/AIDS, and state and local leaders for
their commitment to the project. The majority of these commitments is still
intact; several of these early relationships turned into active participants
on the project, either serving as the primary subcontractor to the MATEC
program or serving in an advisory capacity at either the regional or state
levels.

The regional headquarters staff’s skills in organizational development
were again demonstrated in the early stages of the MATEC program. The focus
was to build a regional program without building a centralized program. State
subcontractors wanted to be able to respond to local needs and not have a
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program W imposed” upon them. Thus, the regional headquarters staff’s
original role was originally limited to playing a support position; i.e.,
providing resources and facilitating communication. As subcontractors came to
know and work with other subcontractors and with the regional headquarters
staff, a regional feeling has evolved. This sense of region has in turn
allowed for a more centralized approach to several issues. As a group, the
subcontractors and regional headquarters staff have devised a training
database and a centralized reporting process. They are currently working on a
regional approach to evaluation and to quality control of its education and
training offerings. Thus, the organizational design has worked well for
MATEC . The sites appreciated the “light hand” during the development stages.
Now that a collaborative effort has been established, there is more openness
to sharing and mutual decision making. As a result, the regional headquarters
predicts greater uniformity and quality assurance for train-the-trainers
programs and the development of a coordinated approach to evaluation.

Organizational development has become an integral part of Northern
Illinois’ training and education strategy. Before conducting a training, the
Northern Illinois staff advise the participating agency on organizational
structure; for example, they advise on who needs to be involved in training
and on what committees need to be formed, with the ultimate goal of
institutionalizing future trainings. Only then do they continue with the
needs assessment and training design. This approach is unique and is worth
documenting to serve as a model for other sites in the MATECregion  as well as
for a strategy that other ETCs may find useful.

A particular training success has been MATEC’s focus on primary care
providers. Primary care settings have included neighborhood health clinics,
community mental health clinics, long-term care facilities, and community
health centers. The community health center supplemental funding initiative
will draw on this strength. Additionally, this initiative will provide for
the opportunity of conducting clinical training within the region.

MATEC’s future plans are to continue offering training of trainers
programs as well as direct training. State sites are being encouraged to
offer more training of trainers as the demand for training is more than can be
handled by the MATEC. Impacting on curricula will be a focus in year 03 as
well; the regional headquarters will continue with the development of the
dental curriculum and the Northern Illinois Site Director will tackle the
development of a social work curriculum. Also, in year 03, the community
health center initiative will finish the development stage and move into the
implementation stage. Two issues that the regional headquarters and
coordinating council will tackle in year 03 are quality assurance and regional
evaluation.
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I.

II.

III.

IV.

v.

Organizational:

Develop a Midwest AIDS Education and Training Center as a
collaborative venture between public academic health care centers,
professional associations, and public health and community
organizations;

Education and Training:

Provide education and training to primary care providers and other
health professionals, as well as health professional students, in
the diagnosis, management, counseling and prevention of HIV
infection. Include in each training program guidelines for the use
of consultants, a multidisciplinary team approach, and methods to
address needs in specific target populations (high risk groups and
minorities);

Continuing Education Dissemination:

Provide updates of new and timely information about HIV infection to
primary and secondary health care providers;

Ongoing Health Professional Support:

Serve as a support system for area health professionals; and

Evaluation:

Evaluate program outcomes and introduce refinements.
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HOUNTAIN-PLAINS REGIONAL AIDS EDUCATION AND TRAINING CENTJ3R

CASE STUDY

I. PROCRAH0vERvIJ3u

The Mountain-Plains Regional AIDS Education and Training Center’s
(MPRAETC) region covers the second largest geographic area of any of the ETCs
and includes some of the most rural and low HIV/AIDS incidence states in the
country. MPRAETC is headquartered at the University of Colorado Health
Sciences Center in Denver with eight statewide AIDS ETCs based at the
following locations:

. University of

. University of

. University of

. University of

. University of

. University of

. University of

. University of

The direction of the MPRAETC

Colorado Health Sciences Center
Kansas Medical Center
Nebraska Medical Center
New Mexico
North Dakota School of Medicine
South Dakota School of Medicine
Utah
Wyoming Family Practice Program

program is determined by the Project Management
Team comprised of regional office and state ETC staff.

MPRAETC’s  stated goal is to establish a permanent multidisciplinary cadre
of local health professionals who are dispersed throughout both urban and
rural areas to serve as resources in their communities for the care of HIV
positive individuals. To achieve this goal, MPRAETC developed a two-tiered
training-of-trainers approach. The training-of-trainers programs draw on the
MPRAETC curriculum, developed collaboratively by all eight state ETCs. This
curriculum is the heart of the MPRAETC program. The intensive effort mounted
to develop the curriculum proved to be a great team-building exercise, thus
instilling the sense of a truly “regional” program.

Two programs, the first generation train-the-trainers program and the “mini-
sabbatical” program are coordinated from the regional office. The
implementation of all other programs is decentralized. Each state ETC is
responsible for conducting second generation train-the-trainers activities,
but beyond that, the state ETC decides the direction and scope of its
programs.

The goals and objectives of MPRAETC have been included as Appendix I.

During the spring, numerous meetings were held with Robert (Chip)
Schooley, M.D., the new chief of infectious diseases at UCHSC as of July 1990.
The goal is to integrate his service and research (ACTG) activities with the
regional ETC effort. His clinics are now part of our mini-sabbatical and he
is co-director of the Colorado AIDS ETC as of August 1990
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II. PROGRAU HISTORY

A. Regional HIV Epidemiology

The eight state region of the MPRAETC accounts for approximately 2
percent of the AIDS cases nationwide. Fifty-six percent of the region’s AIDS
cases are found in the State of Colorado. In the year ending May 1990, the
AIDS incidence per 100,000 population in the region ranged from 0.7/100,000 in
South Dakota to 10.3/100,000  in Colorado, all states having rates lower than
the U.S. rate of 13.2/100,000  for the same time period. There have been 23
pediatric AIDS cases (under 13 years of age) recorded in the region since the
epidemic began.

. .

B. Organizational Background

The regional office of the Mountain-Plains ETC comes under the umbrella
of the SEARCWAHEC program of University of Colorado Health Sciences Center
(UCHSC)  . The Health Sciences Center encompasses the Schools of Medicine,
Dentistry, Nursing, Pharmacy, allied health programs (dental hygiene, medical
technology, physical therapy and child health association), the graduate
school, as well as four teaching hospitals.

UCHSC has also been a major provider of educational services to
practicing health professionals throughout the state, particularly through its
SEARCH/AHEC  program. The SEARCH (Statewide Educational Activities for Rural
Colorado’s Health) program was started in 1979 to provide regionalization and
decentralization of the educational activities of the UCHSC. Four Colorado
Area Health Education Centers (AHEC) were funded through the SEARCH program of
the UCHSC.

UCHSC has institutional experience with AIDS at the clinical level
through the AIDS clinic at the University Hospital and its affiliated
facilities which collectively treat approximately 80 percent of the HIV
infected people in Colorado.

The statewide ETCs are based at public institutions that have health
professional education, public health and clinical service missions related to
AIDS :

. The Colorado State ETC is also located in the
SEARCH office of the UCHSC. This location of
the Colorado State’s ETC program has greatly
enhanced collaboration among the state ETC, the
AHECs, and the regional office.

. The Kansas ETC is part of the University of’
Kansas Medical Center. It is conducted through
the Division of Health Care Outreach and
Continuing Education. The four Kansas AHECs are
also headquartered out of this Division.
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The Nebraska ETC program is conducted by the
staff of the Viral Syndrome Clinic (VSC) at the
University of Nebraska Medical Center. The VSC
was established in 1985 to meet the needs of
HIV-positive persons. Extensive educational
outreach is conducted through the VSC.

The New Mexico ETC operates under the auspices
of the University of New Mexico’s Medical School
located in Albuquerque, New Mexico. The
University of New Mexico Hospital is caring for
approximately 75 percent of all AIDS patients in
New Mexico requiring hospitalization and
outpatient clinical services. An AIDS clinic
also exists at the Veteran’s Administration
Center in Albuquerque, an affiliate of the
University Hospital.

.

The state ETC of North Dakota is situated in the
University of North Dakota School of Medicine.
The AHEC program in North Dakota is also
affiliated with the Medical School. Medical
school training, residency and continuing
education programs take place at four campuses
developed around the four AHECs serving each
quadrant of the state.

The South Dakota ETC is lodged within the
University of South Dakota’s Medical School.
The AHEC program in this state administers the
ETC program.

The Utah ETC is part of the University of Utah
School of Medicine. The School of Medicine is
part of the larger Utah Health Sciences Center
that also includes the Colleges of Pharmacy,
Nursing, and Health. The School of Medicine and
its affiliated University Hospital serve as a
major referral, research and health profession
training center for several states including
states within the Mountain-Plains ETC region and
several states outside of the region.

The Wyoming ETC is located within the University
of Wyoming’s Casper Family Practice Residency
Center. The focus of the Residency Center is on
rural health care, and all residents rotate to
rural practice sites within Wyoming. The
Residency Center also has a mission to provide
educational services for health professionals
throughout the state. Wyoming does not have an
AHEC program.
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The organizational structure of the Mountain-Plains Regional AIDS ETC is
shown in Appendix II.

c. ETC Origin and Development

The Mountain-Plains Regional AIDS ETC was organized at a high level
within the university systems of the participating states. The ETC was
conceptualized by the Director of the SEARCH-AHEC system when the ETC program
was announced by HRSA. The Director Ynarketed”  the program to the Chancellor
of the University of Colorado. The outreach and training tradition within the
University of Colorado made the ETC mission understandable and acceptable.
The Chancellor gave the program his full support.

In turn, the Chancellor of the University of Colorado marketed the
program to the chancellors of the universities in the other seven states
which had agreed to participate. These chancellors were then able to enlist
support for the program from their state’s governor. Where a school of
medicine existed, the chancellors delegated responsibility for the state ETC
program to the dean. Implementation of the state ETC programs was assigned to
a department within the university with a joint clinical/educational focus.
This support from the highest office in the state and at the highest level of
the unive.rsity ensured commitment to the ETC project and accountability for
program activities in all eight states.

The development of the Mountain-Plains ETC in this manner was a direct
result of the geography and culture of the region. Among all of the ETCs,
Mountain-Plains is the second largest in land mass (the first being WAMI
because it includes Alaska). Both interstate and intrastate distances are
enormous. The terrain and weather conditions also contribute to the
difficulty of travelling interregionally. These issues and the “western
orientation” of independence and self-determination shaped, to a large extent,
the necessity of decentralized program implementation.

III. PROGRAM STRUCTURR

A. Organizational Roles and Relationships

The regional staff consists of the Project Director, the Project
Coordinator, the Assistant Project Coordinator, an Evaluation Specialist, a
Budget and Finance Manager and a secretary. Each state ETC is staffed, at a
minimum, by a Project Director and Project Coordinator. The ETC’s goals,
objectives and strategies are determined by the Project Management Team,
comprised of the regional ETC staff, and each of the state ETC’s  Project
Director and Project/Education Coordinator.

The regional staff provides support for each state as well as taking
responsibility for centralized activities such as grant and subcontract
administration; information dissemination; evaluation; and coordinating
regional training program such as the first generation train-the-trainers
program and the mini-sabbatical program.



MPRAETC
Case Study - Page 5

Each state ETC takes responsibility for implementing its own program.
This centralized strategy/decentralized management approach works well for the
MPRAETC.

B. Staffing

RickiAnn  Saylor, Ph.D. was the Project Director and Principal
Investigator through year 01 of the grant. Dr. Saylor was responsible for
writing the original proposal and instrumental in getting the program off
the ground. She resigned as the Project Director and Principal Investigator
in June of 1989 and was replaced by Richard Call, D.D.S.  As Principal
Investigator, Dr. Call represents the ETC at national meetings, presides over
management team meetings, oversees the formulation of state ETC contracts and
makes site visits. Dr. Call is currently the AHEC Director for the State of
Colorado, under whose auspices he devotes 25 percent time to the ETC. He also
serves on the faculty of the dental school, and has several years of
experience with rural health care programs.

Lorraine Adams, M.S.W., is the Project Coordinator. Ms. Adams is
responsible for the daily operations of the MPRAETC and maintaining
communication with each statewide ETC. She is also involved in coordinating
the mini-sabbaticals. This is a full-time position and is funded 100 percent
by the HRSA grant. Ms. Adams has over 15 years of experience in the
medical/social work field and a strong administrative education and
preventive health background.

Elizabeth Johnson, M.P.H., is the Assistant Project Coordinator. Ms.
Johnson joined the ETC staff in January of 1990. She spends approximately 50
percent of her time on the ETC project at the regional level as well as
devoting time to both the Colorado State ETC and the Colorado State AHEC
program. Her experience and interest is in both health care administration
and in cross-cultural education.

Carol Vojir, Ph.D., devotes 10 percent time to MPRAETC evaluation
activities. Dr. Vojir serves as a psychometrician to the SEARCH/AHEC program
in addition to the design and execution of ETC evaluation efforts.

Donna Anderson, Ph.D., provides approximately 40 percent time to the
MPRAETC, participating at the regional level as well as serving as the Program
Coordinator for the Colorado State ETC. In addition, she is the Project
Coordinator for the NIMH AIDS training program. Dr. Anderson’s background is
in Medical Sociology.

The other two key staff are Tom Kautzky, M.B.A., who oversees the
financial management of the grant and Donna Jones who is the Project
Secretary.
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c. Approaches to Collaboration, Integration and Regionalization

1. Approach to Collaboration

There are not many organizations or programs involved in the care of
persons who are HIV positive in the Mountain-Plains region, with the
exception of the Denver area. Collaboration with those organizations which
do exist was initiated during the development of the proposal. Each state
agreeing to participate in the ETC grant identified the relevant programs in
their state and sought their commitment and cooperation. It appears that all
of these prior commitments were followed up after the grant was awarded.

There are a number of examples of collaboration among the states in the
region. For instance, a relationship developed through MPRAETC set the stage
for co-management of an AIDS patient by Nebraska and Kansas clinicians; the
New Mexico and Nebraska ETCs co-facilitated training events in Wisconsin and
North Dakota; and a physician from North Dakota attended the clinical program
established by the New Mexico ETC.

2. Approach to Integration

There is close programmatic association between the ETC and the AHEC
programs in Colorado, Kansas, New Mexico and North and South,Dakota.
Nebraska, Utah and Wyoming have no AHEC programs. This AHEC association has
been especially helpful in Colorado, Kansas, and North and South Dakota, where
it has greatly assisted in the networking efforts of the state ETCs, in the
dissemination of information, and in the identification of trainers. The AHEC
program in New Mexico, on the other hand, is a relatively new program in the
state and is struggling to manage with shrinking funds. An AHEC
representative sits on the New Mexico advisory board and the two programs are
moving ahead simultaneously. While states with strong AHEC programs have been
a very advantageous alliance for the ETC, the New Mexico AHEC program is
collaborative but has not been necessarily provided this same advantage.

The Mountain-Plains ETC is also integrating its activities with other
federally-funded initiatives such as the HRSA Service Demonstration grant and
the National Institute of Mental Health (NIMH) grant. Denver General, one of
the key mini-sabbatical training sites for the ETC, received funding for a
Service Demonstration grant in September of 1989. The regional staff of the
ETC met with the Principal Investigator of the Service Demonstration grant
immediately after the grant was awarded to plan maximum interaction between
the projects and maximum integration of activities.

The University of Colorado received the region’s only NIMH AIDS education
grant in September of 1989. The NIMH program has been superimposed on the
HRSA/ETC  infrastructure, thus minimizing marginal costs and facilitating
program coordination. SEARCH/AHEC  provides the integrating structure for the
two initiatives. Richard Call, the AHEC Director, is the Project Director for
both grants. The mental health content perspective is provided by the
Chairman of the Department of Psychiatry who serves in the capacity of Co-
Director on the NIMH grant. Donna Anderson (the Colorado ETC Program
Director) serves as the Regional Project Coordinator of the NIMH grant, a
position parallel to the Project Coordinator position for the ETC grant. At
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the state level, the ETCs serve as the focal point of the NIMH activities.
Programmatically, a mental health module has been added to the ETC curriculum
and psychosocial issues will be highlighted throughout the curriculum, where
appropriate. In New Mexico, an M.S.W. was hired to coordinate the NIMH
activities in that State. She shares office space with the State ETC staff.
The Wyoming ETC staff have increased their time commitments as a result of the
NIMH AIDS grant.

3. Approach to Regionalization

The ETC is highly decentralized, consisting of eight autonomous state
ETCs with a regional staff that provides coordination, technical assistance
and undertakes activities which are best implemented on a regionwide basis.
State ETC participation in the Management Team helps to support a regional
perspective, while the collaborative development of the Mountain-Plains
curriculum proved to be an important contributor to th-e ETC’s  regional
cohesiveness.

D. Organizational Qualities

The Mountain-Plains Regional AIDS ETC is an outstanding example of the
synergy that can be produced through a regionalized approach. It has achieved
a high degree of participation from its various components and is
organizationally stable. The success of this ETC has not come accidentally.
It results from the way in which the ETC was formed originally, its
organizational structure, and skillful management by the regional ETC staff.

The initial commitment of each of the participating universities, at the
highest level, to the ETC in its developmental stage built in strong local
accountability. Thus, while the individual state ETCs are contractually
obligated to the regional ETC for its scope of work, the state ETCs are also
accountable for their performance to their own university chancellor.

The roles of the regional ETC and the state ETCs are clearly delineated.
Structurally, the regional ETC provides the framework and the glue of the
organization. Functionally, the regional ETC assumes responsibility for
activities that benefit from economies of scale, such as interface with
funding agencies (HRSA and NIMH), grants management, resource dissemination,
coordination of curriculum development, training of first generation trainers,
clinical experiences, evaluation, statistical analysis, and reporting. The
state ETCs have full responsibility for implementation of all activities
within their states.

Managerially, the ETC staff maintain a delicate balance, encouraging
autonomous functioning of the state ETCs while maintaining control without
appearing controlling. In the implementation of the Project Management Team
approach, MPRAETC derives the maximum regional benefit from the expertise and
skills found at the state level. In the management of the regional ETC
program, both peer support and peer pressure are effectively brought to bear.
The state ETCs voice unanimous satisfaction with their participation in the
ETC program and praise the efforts of the regional ETC staff.
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The regional approach continues to provide benefits to the participating
states. It is a valuable forum for cross-fertilization. It reduces isolation
of those spear-heading the AIDS fight on the state level where the number of
professionals dealing with the epidemic is minimal. It has expanded training
opportunities that would not have otherwise been available; for example,
clinical experience through the mini-sabbatical that is not available in the
provider’s home state and where training in a neighboring state might actually
be more geographically accessible than trainings in the home state. The
regional approach has even provided opportunities for co-management of
patients via informal consultation across state lines; for instance,
hemophilia patients.

IV. EDUCATION AND TRAINING PROGRAM

A. Needs Assessment Activities

The responsibility of educational needs assessment is left up to each
state ETC. Most needs assessments have been informal in nature. The needs
assessments are based on the perceived needs noted by those involved in the
care of individuals with the disease, first generation trainers, and AHEC
programs. The discussion and feedback is between state ETC staff and their
peers as well as through the advisory boards established in each state.

Some of the states in the region draw on more formal needs assessments to
guide program activities:

. Each of the six regional contractors of the
Colorado ETC conducted a facility level needs
assessment in the first year to assist them in
planning their educational programs.

. The Colorado State ETC has collaborated with
the Colorado Department of Health STD/AIDS
Program on an HIV knowledge, attitude, beliefs
and behavior study among registered nurses and
physicians in the state.

. In collaboration with the state Division of
Emergency Medical Services, the Colorado ETC
conducted a needs assessment for EMTs.

. The Kansas ETC has done a formal curriculum
needs/interest assessment in the schools of
nursing, physician’s assistants and social work.

. The New Mexico ETC is collaborating with the
State Department of Health in the conduct of a
knowledge, attitude and behavior survey of
dental professionals to more efficiently target
trainings toward this group.
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. In South Dakota, a formal demands assessment
targeted towards physicians, dentists, nurses,
emergency medical technicians and social workers’
was conducted statewide. The response indicated
interest across the disciplines in attending the
train-the-trainer workshops.

B. Training Activities

1. Target Trainees

MPRAETC targets a broad range of professions in its education and
training programs: dental personnel; emergency medical technicians; nurses;
physician assistants; physicians; public health workers; and social workers.

The trainee targets have remained the same throughout the evolution of
the MPRAETC except that the ETC is rethinking the targeting of public health
workers as a group because they tend to identify more directly with their
professional discipline. Dentists have been a particularly hard group to reach
in the Mountain-Plains region, which may lead to a more intensive targeting
effort for this group.

In addition to those specifically targeted, other health professional
groups and health-related personnel have been trained, including mental
health counselors, dietitians,  laboratory personnel, Department of Corrections
personnel, home health aides, hospital food service personnel and independent
living staff.

2. Training Activities, Objectives and Methods

.The’following assumptions underlie MPRAETC’s  approach to training:

. AIDS education must be disseminated throughout
both urban and rural communities of all states
and this education must be relevant for
providers in their local practices;

. current anxiety among some health providers must
be addressed through an applicable education
strategy; this strategy must incorporate
behavioral change theories;

. train-the-trainer programs and AIDS education
programs should be focused on primary care
providers, not only on tertiary care providers,
as in the past; train-the-trainer programs must
reach all health care professionals from both
urban and rural communities; and

. AIDS education and training programs should
develop both a multidisciplinary and
interdisciplinary approach to care; while
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training must at times be discipline specific,
health care professionals need to work together
to meet all the needs of an HIV positive
individual.

There are essentially three vehicles through which MPRAETC provides
education and training: first and second generation training-of-trainers;
“clinical” training in the form of mini-sabbaticals; and community-based
trainings referred to as “outreach” training.

o Training of Trainers

The primary goal of the ETC is to establish a permanent
multidisciplinary cadre of local health professionals who are dispersed
throughout both urban and rural areas to serve as resources in their
communities for the care of HIV positive individuals. The strategy for
attaining this goal has been to utilize a two-tiered train-the-trainers model
through which first and second generation trainers are trained. First
generation trainers are drawn from among the state ETC staffs, faculty from
the medical institutions hosting the statewide ETC and key community health
providers. All first generation trainers were trained in Denver, Colorado,
during year 01. This training included AIDS content as well as an orientation
to the regional curriculum which is to serve as a guide for their subsequent
trainings.

First generation trainers, in turn, trained second generation trainers.
Second generation training is the responsibility of each state ETC. The
format and content of second generation training activities vary from state to
state. Selection and recruitment of second generation trainers is locally
determined as well. Once trained, these second generation instructors serve
as resources for community-based educational activities and assist in
disseminating the MPRAETC curriculum throughout their state. In most states,
there was a condition imposed on second generation trainers that they would
provide a specified number of future trainings.

For the most part, this two-tiered system has worked well in the region.
First generation trainers, for the most part, have been very active in their
state ETC programs. In most states, first generation trainers are either part
of the state ETC staff or sit on the state ETC advisory board. Inducing
second generation trainers to conduct trainings has been a concern of all
states. While some second generation trainers have shown a commitment above
and beyond what was expected ; others have required prodding to follow through
on their commitment.

MPRAETC train-the-trainers activities have extended beyond the geographic
boundaries of the region. In response to an invitation from the Wisconsin
site of the Midwest AIDS Education and Training Center (MATEC), and in
collaboration with that ETC, two of MPRAETC’s  state ETC coordinators conducted
a training-of-trainers program for nurses in Wisconsin. This training
centered on the- use of MPRAETC’s  comprehensive, multidisciplinary curriculum
described below.
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o Clinical Training

Two formal lfclinical”  training programs, known as nmini-sabbaticals,”  are
available through the MPRAETC program: one offered through the regional
MPRAETC office and one offered through the New Mexico and Nebraska ETCs.

HPRAETC Mini-Sabbatical. MPRAETC’s mini-sabbatical program, organized and
coordinated through the regional office, was initiated in early 1989 and is
offered monthly in Denver.

This mini-sabbatical was designed to provide a broader clinical
experience than the already existing intensive clinical training program
available at Denver General Hospital. The Denver General program focuses on
the clinical management of HIV/AIDS and other STDs,  while the MPRAETC mini-
sabbatical program provides an opportunity to experience the whole range of
services needed in HIV care. The MPRAETC mini-sabbatical is
multidisciplinary, offering relevant experiences for both health care
providers and social service professionals.

While this mini-sabbatical is open to all practicing professionals in the
region, its primary target audience is its cadre of first and second
generation trainers, particularly those from areas with low incidence of HIV
infection and those without much previous experience with HIV patients with
first-hand knowledge about HIV/AIDS. The mini-sabbatical experience provides
these trainers with a personal experiential base to draw upon in their
training, thus increasing both their own comfort and their credibility in the
eyes of their trainees.

Participants are recruited by the state ETCs. MPRAETC schedules
participants from different disciplines at the same time, the intention being
that, within the group, they will share their experiences from different
perspectives.

The mini-sabbatical experiences are pre-scheduled and occur at monthly
intervals. Each mini-sabbatical is set up as a series of rotations with
different organizations providing various types of care to HIV/AIDS patients.
The total mini-sabbatical period varies in length from one to five days, the
average being four days which seems to be the maximum amount of time most
providers can be absent from their practices. Participants are interviewed in
advance as to their interests, and rotation schedules are individualized
within the “master plan” which ensures that all participants are exposed to a
broad spectrum of care, both clinical and psychosocial.

Rotations are generally a half day to a day in length. The regional ETC
is flexible with regard to scheduling rotation sites, recognizing that the
primary responsibility of the participating sites is patient care and that
educational responsibilities are secondary. Because of space constraints and
in order not to interfere with patient care, the number of participants in
each rotation is kept small; some rotations are limited to one or two
participants.
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Sites at which rotations are available and the clinical experience
provided at each include:

. Denver Health and Hospitals - Clinical inpatient and outpatient
care, including counseling. Participants take part in patient
rounds and follow the daily clinical management of HIV/AIDS
patients.

. University Hospital, University of Colorado Health
Sciences Center - Clinical inpatient care; training on-4infection control procedures, testing, and counseling in
an ambulatory care setting.

. Veterans Administration Hospital - Clinical outpatient
care in the Infectious Disease Clinic; training on
infection control procedures.

. Colorado AIDS Project - A community AIDS services
organization; the Director of Client Services discusses
the needs of HIV/AIDS patients, the Director of Education
talks about different educational approaches, a member of
the People with AIDS Coalition of Colorado gives the
patient’s perspective on the disease.

. The Denver Nursing Project in Human Caring - A unique
nursing center that provides holistic outpatient care; the
center provides medical treatment including aerosolized
pentamidine along with psychosocial support, patient
education, alternative treatment (including massage,
special pressure point technique, etc.), aerobics, and
social gatherings. The participants observe these
activities and meet with HIV/AIDS patients in a more
informal way.

. The Hospice of St. Johns - Terminal care of AIDS patients
including special psychological and medical needs;
participants are exposed to terminally ill patients and
gain insight into the psychological, medical, and
practical issues, such as psychological support of
significant others, writing a will, and the need for
special kinds of pain medication.

. Kaiser Permanente - Health Maintenance Organization; case
management of HIV/AIDS patients. The participants are
exposed to the multifaceted aspect of clinical care and
how it is managed in a comprehensive manner.

. Visiting Nurses Association (part of the HRSA Service
Demonstration Grant) - Home health agency that provides
case management and home health nursing. Participants
follow a nurse who makes home visits.
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Since the training is normally limited to a few days, the clinical part
of the training is not regarded as extensive enough by itself to enable the
providers to care for HIV/AIDS patients without obtaining further information.
However, the training helps providers understand the process of HIV care and
how to access more information. The mini-sabbatical experience is designed
to get beyond the clinical aspects of the disease and to enable participants
to meet the people who are affected by it. During the mini-sabbatical,
participants have opportunities to hear from HIV/AIDS patients as well as talk .-
with them on a one-to-one basis about what it feels like to live with AIDS.

The service needs of the patients are emphasized rather than the details
of the way a particular facility runs its program. This approach is intended
to provide participants, particularly those coming from rural areas where an
HIV services network is lacking, with ideas for how care needs can be met
within the confines of the smaller rural health care settings. As part of the
debriefing sessions with the Project Coordinator at the close of the mini-
sabbatical, the participants are asked to think through how they are going to
incorporate what they have experienced into their own work environment.

Participation in the mini-sabbatical program offers participants the
opportunity to link up with other providers in the program and to develop
contacts for future reference. This is particularly important for the
participants who are geographically isolated in remote rural areas.

Continuing education credits for family practice physicians are provided
by the American Academy of Family Practice. Participants from other
disciplines have not requested continuing education credits. Since the
program for each mini-sabbatical training varies somewhat, an individual
application to an accrediting body has to be made.

Financial arrangements between the regional ETC and the rotation sites
are negotiated on an individual basis. About half of the organizations
offering their time and sites as part of the ETC’s mini-sabbatical program do
so free of charge; the others range from $150 to $300 per monthly session.

New Mexico. The New Mexico ETC has also developed a mini-sabbatical
program. The program, which is more clinical, is offered through the AIDS
clinic at the University of New Mexico Hospital. The program provides hands-
on experience in caring for AIDS patients by having the mini-sabbatical
participant involved in patient rounds and in case management meetings. As of
July 1990, two physicians, two physician assistants, and three nurses had
participated in the program. The New Mexico ETC also sponsored a dentist and
a dental hygienist’s clinical training, which took place in San Antonio,
Texas.

Nebraska. A number of opportunities for clinical training have been
made available through the Nebraska ETC. One such experience was provided
through the virology lab at the Viral Syndrome Clinic. A dentist from North
Dakota was able to observe various AIDS tests being conducted and how
precautions were implemented in the lab. The Viral Syndrome Clinic also
provided a one-month patient care experience for four physician assistant
students and a three-month rotation for two chief residents.
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o State-Level Training

Education and training activities initiated at the state level are
referred to as “outreach training.” The nature of these trainings varies
widely from state to state. A description of the training activities of each
state ETC is provided in Appendix III.

Training offered by state ETCs is generally available to providers
throughout the region. Because access routes do not always coincide with the
geopolitical boundaries, participants often take advantage of trainings
offered in nearby states. In other cases, participants travel to other states
to take advantage of specialized training not available in their own state.

. .

Many of the training events provided at the state level are provided at
the request of a health care institution. The state ETC, upon receiving a
request, may itself provide the training, calling on one of its first or
second generation trainers to do the training. If it is not an appropriate
request for the ETC, the requesting organization is referred to another agency
that can provide the training.

One unique and potentially high-impact training approach used by the
Nebraska ETC is an “institution-based” training entitled “AIDS in the Health
Care Setting.” An ETC training team is dispatched to a small town hospital,
nursing home, etc. in response to a request. The training team leads the host
institution through the care they provided to a selected group of their
patients on the previous day. The participants are then challenged to
identify how the care would have been different had those same patients been
AIDS patients. The ETC training team also recommends policies and procedures
that have implications for the care of HIV positive individuals.

Teleconferencing has been used quite effectively in North Dakota. This
success is due in part to the familiarity of the method; the isolated areas
of North Dakota are used to being reached in this manner.

o Initiatives to Impact Curricula in Health Professions Schools

MPBAETC’s  strategy for impacting the AIDS content in health professions
curriculum, both undergraduate and residency programs, relies on recruitment
of faculty from health professions schools as ETC’s first and second
generation trainers. The dissemination of the MPBAETC curriculum to
professional schools is also central to this strategy. Building on the
knowledge base acquired in the train-the-trainers program and their positions
within their respective universities’ training programs, MPBAETC trainers have
taught courses themselves, served on curriculum committees, offered the
MPBAETC curriculum to colleagues as a resource, and organized special AIDS
education events.

The number of such interventions by the MPBAETC faculty are too numerous
to list. In this low-incidence region, preparing health professions students
to care for HIV/AIDS patients in the normal course of their practices may, in
the long run, turn out to be one of the most significant contributions of the
ETC program.
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o Other Training Activities

The regional office sponsored two COSTEP (Commissioned Officer Student
Training and Extern Program) students during the second year of the grant.
The COSTEP program offers students in health-related fields opportunities to
familiarize themselves with career opportunities and to be trained in a
professional setting.

3. Curricula and Materials Developed or Used

MPRAETC’s  comprehensive, multidisciplinary “Curriculum for Trainers” is a
central feature of its program. It serves as the basis of the first
generation train-the-trainers program, is used in many of the second
generation train-the-trainers activities, provides a guide for most of the
“outreachl’  training done at the state level , and provides a resource for the
ETC’s  initiatives to impact professional school curricula. In addition, it
has been widely disseminated and has been adopted or adapted by a number of
the other regional ETCs.

It was not the ETC’s original intent to develop such an extensive
curriculum; however, after a review of existing curricula developed by other
ETCs, by the Centers for Disease Control, and by the California Nurses’
Association, it was decided that none fit all the needs of the wide range of
provider groups targeted by MPRAETC.

The curriculum development process , which was highly participatory, was
in and of itself a significant contributor to the success of MPRAETC as an
organization. The process began with the formation of a curriculum committee
in late August 1988 consisting of the Project Management Team and other
identified experts. The committee totaled 30 participants representing
different disciplines from each of the 8 states in the region. A two-day
meeting of this curriculum committee was held. The committee first broke
down into multidisciplinary groups to share ideas and teaching experiences.
Subsequently, the committee regrouped into discipline-specific groups where a
preliminary outline of each module was decided upon. Writing assignments were
distributed among the committee members. Drafts submitted by the authors were
edited, organized and reformatted for consistency by a small subgroup
consisting of regional office staff and the New Mexico site coordinator.
Within three months of the initiation of the process, the curriculum was
published and used at the first generation train-the-trainer conference held
in Denver.

Writing the modules and organizing this whole effort in such a brief time
frame was a remarkable accomplishment. Developing the curriculum was one of
the first major tasks of the Project Management Team and proved to be an
excellent team-building exercise. Moreover, because all state ETCs
participated in the curriculum development, a feeling of curriculum ownership
evolved; thus, making the first generation trainers willing and enthused about
using “their” curriculum to conduct second generation trainings.

The curriculum consists of two components, a core curriculum and a
discipline-specific curriculum. The core curriculum, defined as an "essential
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base of information about HIV/AIDS that all health professionals need to
know,” includes the following modules:

. Epidemiology/Prevention

. Immunology/Virology

. Clinical Manifestations/Treatment

. Psychosocial Issues

. Ethical/Legal/Policy Issues

. Educational Methodology

The discipline-specific curriculum includes modules for the following
professional groups:

. Dental Workers

. Emergency Medical Technicians

. Nurses

. Primary Care Physicians/Physician Assistants

. Social Workers

. Mental Health Workers (to be added July 1990)

The curriculum does not contain a separate module directed at public health
workers. Consideration is being given to appending a section.to  each
discipline-specific module to extend its applicability to the public health
setting.

Each module contains the following elements:

. Brief introduction on the content of the module;

. Learning objectives - a brief outline of what
information the learner will be able to obtain
from the module. This section is designed to
guide the trainer in presenting the content;

. Content synopsis - highlights the key elements
to be presented and provides an overview of the
subject. The synopsis is designed so that a
trainer can easily extract from it; thus,
facilitating the development of overheads,
slides, etc.

. Suggestions for teaching strategies and learning
activities - general guidelines for adult
education including ideas on how to present the
content of the module. This section is
particularly helpful when teaching about AIDS,
not only because the training involves
stigmatized topics that require new ways of
thinking, but also because HIV/AIDS patients
often take active participation in their health
care, presenting a new challenge to medical
p?ZOVideL-S. Innovative and challenging teaching
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approaches are often helpful when attempting to
overcome some of these barriers.

. References and bibliography - selected readings
illustrating content areas. This section needs
to be updated on a regular basis.

The curriculum affords much flexibility and is designed to be used for
the gamut of training activities from brief presentations to extensive
training. It is very comprehensive, yet organized in such a way that the
trainers can easily extract from the content what is needed for their
particular training session.

As a result of the rapid development of HIV-related research, AIDS
information has the tendency to become quickly outdated. The MPRAETC
curriculum was conceived as a living document, with frequent updates as
needed. In the beginning of 1989, minor revisions were made and the second
edition was published. A third edition will entail a more extensive revision.
In addition to a factual update, this revision will include a mental health
module (supported by a NIMH grant), a hemophilia module (as a Center of
Excellence activity), as well as a nutrition component added to various
modules where appropriate. The format of the third edition will be modified
slightly. Instead of containing a full copy of each article in the “selected
readings , I1 an annotated bibliography will be included in the curriculum. (The
state ETCs will be provided with copies of the articles to be reproduced and
distributed on request). The third edition is expected to be published in
August, 1990.

All first generation trainers received copies of the curriculum at their
train-the-trainers workshop. The state ETCs report that the curriculum is
being used in all ETC training. In fact, in instances where trainers have
several institutional affiliations, the use of the ETC curriculum in a
training is often used as the criteria to differentiate between what
constitutes an ETC training and a training conducted under the auspices of the
trainer’s other institution. The full curriculum, or specific modules of the
curriculum, are being used not only within the region but also across the
country by other ETCs, health departments, and AIDS service organizations,
among others.

Several “spin-off” curricula have been developed by state ETC staff in
response to specific needs. For instance, an abridged version of the MPRAETC
curricula has been developed for Emergency Medical Service (EMS) training
personnel in the state of New Mexico. The intention of this abridged
curriculum was to address the needs of EMS educators and learners more
specifically. Excerpts have been taken from the general guidelines of the
original MPRAETC curriculum and translated into a concrete and relevant
discussion about specific EMS work procedures.

MPRAETC had once considered developing a separate curriculum to be used
in conjunction with its initiatives with health professions schools. Instead,
it was decided to focus ETC efforts on making the comprehensive curriculum
available to undergraduate health professions schools and to provide technical
assistance on the integration of the material.
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4. outputs

As of November 1989 (half way through year 02 of the grant), 40,240
persons had been trained through the MPHAETC program. All states have held at
least one second generation training conference. Forty-five percent of those
trained fall into the target training group; i.e., dental personnel, emergency
medical technicians, nurses, physician assistants, physicians, and social
workers. Thirty-five percent of the total trained are labelled as “general
public” and include students, teachers, and community groups.

The mini-sabbatical program, offered by the regional office, trained 33

. .

providers through June 20, 1990 with the following backgrounds:

. Dentist 4

. Nurses 18

. Physicians 11

. Physician assistants 3

. Social workers 6

. Medical student 1

. Public health 1

These participants came from every state in the region, except Kansas.
Additionally, the New Mexico ETC mini-sabbatical program trained two
physicians and three nurses as of March 1990.

c. Efforts to Reach Cnorities

The largest minority populations in the Mountain-Plains region include
Hispanics, particularly migrants, as well as various Native American Indian
tribes. Each state ETC is responsible for undertaking activities targeting
the minorities in their areas. Most states in the Mountain-Plains region
collaborate with local groups working with minority communities in order to
reach providers who care for minority populations.

Examples of specific activities undertaken to target minorities include:

. At the Colorado AIDS ETC, the AIDS Education
Coordinator has compiled a comprehensive
bibliography on Hispanic AIDS Health Education
materials.

. In Colorado, one of the second generation
trainers has taken on the responsibility of
riding a migrant bus in order to take advantage
of a captive training audience to teach
prevention and avoidance of high risk
behaviors.

. A variety of efforts to reach minorities include
AIDS prevention sessions directed at migrants,
Ute Indians, and minority high school students.
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D. Training Issues and Successes

The MPRAETC can point to its comprehensive curriculum, as ttell as the
process by which it was developed, as one of the greatest successes of its
program. In addition to the production of an excellent product that has
served the ETC well, the process afforded the added benefit of instilling a
sense of ownership of the curriculum. All state staff in the region are
committed to its use and to continually updating the curriculum to maintain
its effectiveness. Moreover, the participatory process not only brought about
a sense of cohesion and team spirit among members of the Management Team, but
also contributed heavily to the establishment of a regional rather than a
parochial perspective on the part of the state ETCs.

The two-tiered training-of-trainers model has worked well. Due to the
rural geography of the region, developing a large cadre of trainers was
necessary in order to reach the more isolated primary care providers. Two
problem areas were encountered in the implementation of this model. The first
concerns the issue of quality control. Although using the regional curriculum
provides guidelines for standardized training, it is still difficult for state
ETC staff to monitor the quality of the sessions conducted by- their second
generation trainers. The use of a regional evaluation form has proven helpful
in providing state staff with limited feedback. A second problem area
encountered in the model’s implementation has been getting second generation
trainers to fulfill their training obligation. The state ETCs have tried to
deal with this issue by having the second generation trainers sign an
informal ‘1contract11  to conduct future trainings, by careful selection of
second generation trainers , and by continual encouragement. The state ETCs,
as well as the regional office, are aware of these issues and have taken
positive steps to deal with them. Generally, these impediments have not been
insurmountable and have detracted little from the overall success of the
ETC’s train-the-trainers efforts.

The regional mini-sabbatical program can also be counted among the ETC’s
successes. Because the region is a low incidence region, many primary care
providers do not have direct clinical experience in caring for HIV/AIDS
patients. The mini-sabbatical provides this opportunity. Although the
training is not extensive enough to enable providers to.care for HIV/AIDS
patients without obtaining further training, the mini-sabbatical helps
providers to understand the process of care and how to access other learning
opportunities. Graduates of the program serve as a resource person in their
own states.

Besides the mini-sabbatical program, the bulk of ETC training in several
of the states has been primarily information-oriented rather than skills-
oriented. While an emphasis on informational offerings may be appropriate in
low-incidence states, there are prevention strategies that providers should be
pursuing, amenable to skills training from these state ETCs.

The multitude of curriculum initiatives undertaken by MPRAETC trainers in
their roles as faculty members of health professions schools may, in the long
term, turn out to have a significant impact on AIDS care practice regionwide.
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v. Program Administration

A. Administrative Systems,

1. Program Management  and Control Mechanisms

Having lodged the ETC within the AHEC system has significantly
facilitated the contracting/payment process of the ETC. The decentralized
system of the ETC parallels that of the AHECs. The “management products , 1(
such as contracts and grants management procedures, needed to manage the ETC
project were already in place and functional.

0 Contracts bnagement

Although the University of Colorado has a long history of contracting
with private sector vendors, the process of contracting with other public
entities in other states (state universities) initially proved to be an
obstacle. The University had tight contracting requirements that did not
really apply to the ETC contracts. Interstate negotiation on such issues as
jurisdiction in case of tort and indemnification took place at the level of
the office of the state attorney general.

The fact that ETC funding is dependent on annual appropriations
complicated the process of contracting with the other states. To minimize
problems associated with an annual contracting process, the ETC developed a
system of three-year contracts, contingent on ETC continuation funding. The
contracts make reference to the fact that there may be annual “modifications
in budget and scopes of work,” thereby rendering each annual modification
purely administrative.

Contracts between the regional ETC and state ETCs consist primarily of
“general provisions” with the substance being incorporated as an
individualized “scope-of work, I1 addressing the goals of both the regional and
state ETCs in the attachments. More detailed scopes of work are also prepared
for administrative purposes, budgeting and program monitoring, but are not
incorporated into these contracts.

0 Financial Hanagement

Because of the AHEC precedents, coupled with the attentiveness of the ETC
financial. officer, few problems have been encountered with regard to funds
flow. The few that have occurred have been due to the internal university
system of the state ETC. Where these have occurred, MPBAETC’s  financial
officer has informally intervened and has facilitated the process.

The internal project reports and documents are reconciled to the UCHSC’s
official accounting records. Generated revenues are held in a separate
account established and monitored by UCHSC’s Office of Grants and Contracts.
To date, the only revenues were derived from the sale of the regional
curriculum. It is expected that proceeds will be utilized to maintain
existing manuals with updates of scientific findings.
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2. Management  Information Systems

Several management information systems are maintained at various levels
of MPRAETC:

. Training Activity Database--state ETCs report
planned training events to the regional office
on a quarterly basis and MPRAETC reports these
to HRSA for inclusion in the NAIC calendar.

Training events held are reported by the state
ETCs to the regional office semi-annually.

The regional ETC keeps records on all regional
mini-sabbatical training.

. Organizations/Mailing List Database--both the
regional and the state ETCs maintain extensive
mailing lists used in conjunction with the
dissemination of the AIDS NewsLink.

. Trainer/Trainee Databases--Maintained by
individual state ETCs.

. Program Costs and Revenue Monitoring System--
Program costs are reviewed on a recurring basis
through the UCHSC’s monthly Financial Reporting
System which documents all costs.

3. Comownication and Coordination

Quarterly project team meetings (regional staff) are held to facilitate
coordination. Full Management Team meetings are held three times a year.

Communication between the regional ETC and the state ETCs is informal and
frequent. Telephone communication with the more active state ETCs is as
frequent as three times a week; with the less active ones perhaps three times
a month. All of the sites have fax capabilities, facilitating urgent written
communications. For less urgent written communication, such as report
compilation, compatible computer hardware and software is used at all sites
(WordPerfect 5.1 run on IBM compatible computers). Data is transmitted by
modem in some cases and by diskette sent via overnight mail in others.

B. Systems for Managing Training Events/Programs

1. Marketing Training Events

. .

No formal marketing strategy exists. Each state ETC is responsible for
its own marketing activities. Most state ETCs’ marketing efforts include
distributing brochures for individual training events, disseminating the
MPRAETC newsletter and local networking. Some state ETCs  contribute state-
specific inserts for the regional newsletter. The Colorado ETC developed a
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listing of AIDS education material available in Spanish for dissemination
throughout the region.

2. Trainee Recruitment/Selection

Trainee recruitment for both state and regional training is a state ETC
responsibility. A great deal of attention is paid to the identification and
selection of participants for the train-the-trainers programs. A  k e y
recruitment strategy is to ensure that participants chosen to be trainers are
from a wide variety of disciplines as well as geographically dispersed
throughout their states to ensure coverage in rural areas. In addition,
second generation trainees are generally selected on the basis of previous
training in AIDS related topics and work schedule flexibility to allow the
additional task of AIDS education.

. .

3. Output/Outcome Reports

Each state is responsible for collecting data for training output reports
on MPRAETC’s  mark sense form. The raw data are compiled into reports by the
regional ETC and the reports are returned to the states.

Activity reports are compiled in each state for summary‘submission to the
regional ETC. The regional ETC then compiles individual state reports into a
regionwide report to HRSA. Semiannual reporting by the state ETCs to the
regional ETC was initially formatted by the individual states with the
expectation that this would enable the state ETCs to better address their own
strategies. The regional ETC was asked by the state ETCs to give more
structure to the reporting process. Currently, all reports from the state
ETCs follow the same reporting format,
reports as well.

facilitating compilation of region-wide

C. Training Sites

Each state is responsible for managing its own trainings. All state
ETCs have access to the conference rooms and other training facilities of the
university in which they are located. Additionally, cosponsoring agencies
provide some of the training sites.

D. Cost Sharing

Cost-sharing takes place on a number of levels: administratively;
operationally; and interprogrammatically. On the administrative level,
considerable cost-sharing comes from the various universities involved in the
regional ETC. At the regional level, the University of Colorado has made a
significant in-kind contribution to the ETC. Richard Call, the ETC Project
Director, devotes 25 percent time to the ETC program, all of which is covered
by the SEARCHIAHEC program, of which he is also director. In addition, Tom
Kautzky, the administrator of the regional ETC program, is financed for 40
percent time on the ETC project by the university. Further,_ the university
has made a three-year commitment of office space for the ETC at no cost to the
grant, as well as furniture, equipment, telephone and other office support
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services. The host universities of the state ETCs have also made similar in-
kind contributions. In addition, the UCHSC agreed to an indirect rate of 8
percent instead of its negotiated rate of 40 percent.

Several of the state ETCs, notably Utah, have been involved in cost-
sharing at the operational level by piggybacking their ETC educational
activities onto other professional conferences. This has also resulted in
sharing program planning costs, facilities costs, and particularly marketing
costs.

The integration of the NIMH program and the ETC program is expected to
yield cost savings.

E. CEUS

Most of the ETC’s educational activities are short presentations. To the
extent that they are included in a larger conference, CEUs are obtained by the
sponsoring organization. CEUs are not sought for free-standing short
presentations as it is not cost-effective. Each state ETC has its own
mechanism, through the AHEC or through the university, for obtaining CEUs for
their longer programs.

Continuing education credits for physicians participating in
mini-sabbatical program are provided through the American Academy
Practice.

MPRAETC’ s
of Family

P. Library/Information Services

The regional ETC designs and disseminates a quarterly newsletter, the
AIDS NewsLink. The newsletter has also been used to provide updates to the
MPRAETC train-the-trainer curriculum. Feedback on the newsletter, however,
showed that trainers were more interested in clinical updates. A Clinical
Advisory Committee was established comprised of physicians (state ETC program
directors) in order to coordinate the.submission of clinical articles to the
newsletter. The format has changed to accommodate this. Several of the
states have also contributed to the newsletter with state-specific articles.

Approximately 5000 copies of the newsletter are published. The regional
office does a mailing from its mailing list. Additionally, the regional
office bulk mails newsletters to each state to be distributed within the
state. The newsletter is also mailed to all of the national ETC projects as
well as identified subcontractors in all 50 states.

Reproduction of any or all of the newsletter is encouraged. For example,
the South Dakota AHEC did a full-page spread in its own newsletter using
excerpts from the AIDS NewsLink, thereby reaching virtually all health
providers in the state with the ETC message.

The library function is not a priority of the ETC. The ETC feels that
its annual curriculum update, in a sense, serves the library function.
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Further, MPRAETC uses the clearinghouse function of the other ETCs and EARN to
minimize duplication of effort.

G. Other Services

While the federal “center of excellence” initiative is no longer a
priority, the Mountain-Plains Regional AIDS ETC is continuing on its path to
develop a center of excellence in Hemophilia and HIV because of the resources
available in the region. Two organizations play key roles in providing
service to hemophiliacs. The first is the National Hemophilia Foundation
(NHF), and the second is the Office of Maternal and Child Health that supports
the Regional Hemophilia Diagnostic and Treatment Centers. The center of
excellence is a collaborative effort between these two agencies and the
University of Nebraska. The other state ETCs involved in this effort are the
Universities of Colorado, New Mexico and Utah, each with an affiliated
Regional Hemophilia Treatment Center.

Jonathan Goldsmith, M.D., an oncologist/hematologist, is leading the
center of excellence effort. Dr. Goldsmith is the Project Director of the
Nebraska AIDS ETC and the Director of the Nebraska Regional Hemophilia
Treatment Center at the University of Nebraska School of Medicine. Lorraine
Adams, Project Coordinator for the regional ETC, facilitates the integration
of the center of excellence activities into overall regional ETC activities.
The activities planned for the center of excellence are as follows:

. Develop a module to add to the Mountain-Plains train-the-
trainer curriculum on hemophilia and hemophilia-specific
issues for health care providers dealing with HIV disease.
The time line for completion of this task is the summer of

. 1990.

. Review the entire Mountain-Plains train-the-trainer
curriculum for hemophilia content and implement
modifications based on this review. Drafts of these
modifications are currently being completed. These drafts
will be reviewed by a hemophilia expert from the Centers
for Disease Control and by the Chairperson of the National
Hemophilia Foundation AIDS Education Committee prior to
incorporation into the curriculum.

. Develop a mechanism for updating the hemophilia
curriculum information on an ongoing basis. This will be
part of the regional curriculum update process.

. Develop a mini-sabbatical with an emphasis on hemophilia
and HIV/AIDS to be offered at the University of Nebraska
Medical Center and to facilitate the development of
similar programs in Colorado, New Mexico and Utah.
Interaction with the staff and clients of the Nebraska
Regional Hemophilia Center has been included in two dental
mini-sabbaticals and two nursing mini-sabbaticals.
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. Provide appropriate hemophilia and HIV/AIDS to the
regional newsletter. Articles regarding hemophilia and
the Center of Excellence were published in the fall and
spring issues of ‘AIDS Newslink.

. Enhance the current liaisons between the state ETCs and
the National Hemophilia Foundation’s AIDS Education
Committee and the AIDS Education Committee of the World
Federation of Hemophilia to promote the sharing of
educational materials.

Enhance the visibility of the ETCs at regional, national,
and international hemophilia meetings. A poster on the
dissemination of information about Hemophilia and HIV
disease was presented at the 1989 National Hemophilia
Foundation annual meeting. Similar presentations are
planned for future national and international Hemophilia
conferences. Dr. Goldsmith has also disseminated
information about the Center of Excellence through his
capacity as Associate Medical Director of the National
Hemophilia Foundation.

H. Sustainability

The Mountain-Plains Regional ETC has identified two strategies to
sustain its program efforts in the absence of federal funding. The first is
to institutionalize its curriculum and to train a permanent, multidisciplinary
cadre of local health professionals to serve as expert resources in their
communities. To a large extent, this has already been accomplished. The
participatory process through which the curriculum was developed created a
sense of ownership among the state ETCs,  each of which reports a commitment to
using it. The two-tiered, train-the-trainers model has put in place a large
cadre of trainers, widely distributed across the eight-state region.

The second strategy is to rely on public institutions versus private
institutions, with the expectation that the eight states would take over the
program when HRSA grant monies come to an end. This strategy has been
furthered by the decentralized management approach, allowing maximum autonomy
of program implementation at the state level. The decentralized approach
allows each state ETC to create the program structure necessary for the
institutionalization of the program.

In spite of the fact that the ETC is actively operationalizing both
strategies, it is the opinion of the regional staff and most of the state ETC
staffs that the program would atrophy significantly in the absence of federal
funding. First, the curriculum has been and should continue to be a
“living” document which, because of the rapidly changing nature of the
epidemic, needs to be updated frequently. As the epidemic evolves in the
region, it is anticipated that there will be a corresponding need to shift
from the current information-based curriculum to a more practice-oriented one.
During the project period, MPRAETC has produced and will continue to produce
curriculum updates; without HRSA funding, there is no identified institution
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to pursue this activity on behalf of the region. Although all states are
committed to continually updating and expanding the curriculum, this activity
may cease without the coordination heretofore provided by the regional office.

Moreover, although there has been extensive training to produce a cadre
of local health professionals, some would cease to continue trainings and
others would move away, decreasing the number of experts over time. Also, the
task of updating the trainers clinical knowledge and training methodologies . .
has not been institutionalized outside of the ETC program. Trainer selection
criteria differs from state to state. To the extent that those selected have
a mandate from their home institution to be trainers, they will carry on their
missions after the grant period. However, where current grant funds are being
used to fund outreach training, the sustainability model holds only in cases
where institutions, such as AHECs,  will continue to fund such activities in
the future.

The regional coordination function will not be institutionalized under
the current sustainability strategy. Thus/the coordination effort, the
mini-sabbatical program and the regional newsletter probably would not exist
in the absence of federal funding,

VI. ?AJmARY  AND mmJRE  PLANS

The Mountain-Plains Regional AIDS ETC is an outstanding example of a
regional organization. From its initial conceptualization through to its
current day-to-day operation, every aspect supports its regional concept.
The decentralized organizational structure under which the MPRAETC program
operates is exactly appropriate for the makeup of the region and has worked
well, with a balance between regional direction and autonomous state
implementation of programs. The few organizational problems that have
occurred have been dealt with in the normal course of program management.

Years 01 and 02 activities have been quite successful. The two-tiered
training-of-trainers approach has established a large cadre of trained
professionals who are able to serve as resources in their communities. A
regional curriculum has been developed and serves not only as a resource for
MPRAETC trainers, but is used by numerous other AIDS training organizations
around the country. The mini-sabbatical program has offered practicing health
care professionals an opportunity for hands on experience in the care of
HIV/AIDS individuals.

The ETC does not consider its training strategy extensive enough to
train providers fully to care for HIV/AIDS individuals, but expects that,
collectively, its programs have given providers , especially rural providers,
a good knowledge base. As providers begin to see HIV positive individuals in
their communities, it is anticipated that they will draw on this base and on
the network of experts in the region to care for the individual in the
community instead of having to refer the person to the larger urban centers
for care.

MPRAETC’s  plans for year 03 will focus on four activities. The first
activity is curriculum revision. Each module of the curriculum will be
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updated as necessary, The revision will also include writing a mental health
module, developing a hemophilia module, and adding nutrition components to
appropriate modules.

The second focus of year 03 will be the NIMH train-the-trainer program.
The regional ETC will sponsor a regional train-the-trainer conference for
mental health professions in October, 1990.

The third focus will be to involve health professions schools. With the
achievement of organizational stability and with programs for practicing
health care providers underway, the ETC plans to turn its attention next to
professional school education. The state ETCs will emphasize enhancement of
HIV/AIDS curriculum in these schools.

The fourth focus of activities in year 03 will be minority outreach.
Each state will devise plans to strengthen activities with minority
populations through the training of minority providers and the training of
providers who care for minorities.

Thus far, the MPRAETC has had the luxury of operating in an environment
where the incidence of AIDS is low and therefore the urgency for training
health care professionals to deal with the epidemic has been significantly
less than for most of the other ETCs. The true test of MPHAETC  will come in
the future as the incidence escalates in the region. By all current readings,
the MPFUETC  appears to be well-positioned to meet this challenge.
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COLORADO AIDS ETC

A. Organizational Structure and Staffing

1. Structure
.

The Colorado ETC, which has been operational since April 1, 1988, is a
partnership between the Colorado State Health Department and the University of
Colorado. The structure of the Colorado ETC parallels that of the regional
ETC. It is a decentralized program, with four local AHEC offices responsible
for program implementation primarily in the rural areas and the Colorado
Community Health Network responsible for program implementation in the
metropolitan Denver area. (Initially, the El Paso County Health Department
had been responsible for activities in its county, but because of personnel
limitations, dropped out of the ETC program in the second year with
responsibility for ETC activities delegated to the Southeastern Colorado
AHEC) . An AIDS Education Coordinator has been designated at each of the
sites. Quarterly meetings of these coordinators are held. Formal contracts;
including scopes of work, are executed between the Colorado ETC and the local
agencies. The scopes of work for the first year were relatively uniform,
focusing primarily on organizational development issues: conduct of needs
assessments; establishment of an advisory board; selection of first
generation trainers: promotion of the ETC program; providing minimal education
and training; and, participation in
Colorado has 54 percent of the AIDS

2. Staffing

Richard Hoffman, M.D., M.P.H.,

evaluation activities. The State of
cases in the region (as of July 1, 1990).

Chief of the Infectious Disease Control
Division and State Epidemiologist, at the Colorado Department of Health is the
Colorado ETC’s Project Director. Donna Anderson, Ph. D., M.P.H. is the
Project Coordinator. Marcia Michels is the project secretary.

Activities in the Northeastern Region (Centennial AHEC) are coordinated
by Nancy Mayer, in the Southeastern Region by Judy Weaver, R.N., in the South
Central Region (San Luis Valley AHEC) by Charlotte Le Donne, R.N., in the
Western Region by Shelley Nielson R.N., and in metro Denver by Beth Johnson,
M.P.H. of the Central Office.

3. Advisory Committee

The Colorado ETC has an advisory committee composed of representatives
from state professional societies of the seven target disciplines. The
advisory committee was to meet semiannually; however, participation has been
less than anticipated and a reorganization is being considered. Advisory
committees of the area ETCs have been more active.-

B. Program Activities

1. Needs Assessment

Each of the regional offices completed a facility-level needs
in year 01 which they used to plan their educational programs.

assessment
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Profession-specific needs assessment information was also obtained. The
ETC, in collaboration with the Colorado Department of Health STD/AIDS Program
conducted a needs assessment of over 2,000 physicians and nurses. This needs
assessment focused on knowledge, attitude, beliefs, and behaviors.
In collaboration with the state Division of Emergency Medical Services, the
ETC conducted a needs assessment for EMTs. The results of these two needs
assessments have not yet been reported. In addition, the ETC obtained needs
assessment data on dentists from a KABB survey done by the State Department of
Health.

2. Training of Trainers

The Colorado ETC has 23 first generation trainers, the largest cadre of
first generation trainers in the region: 4 in the northeast; 4 in the
southeast; 3 in the south central; 6 in the west; and 6 in the central
metropolitan area. Candidates for first generation trainers were identified
by the area ETCs, with final approval coming from the state ETC. Each area
ETC was encouraged to develop a multidisciplinary team consisting of, at a
minimum, a physician, a nurse and‘a dentist, although the latter proved
difficult to recruit. Selection criteria included a good working knowledge of
HIV information, clinical experience with HIV infection either through prior
experience or, alternatively, a willingness to participate in the MPRAETC
mini-sabbatical program , and a commitment to provide at least three training
sessions in the first program year.

Strategies for selecting second generation trainers were developed at the
second quarterly meeting of the area coordinators. As planned, three train-
the-trainers conferences for second generation trainers were held--one in the
first year, yielding 29 additional trainers, and two in the second year
producing 104 new trainers. Because of demand, a fourth conference was held,
in the Denver metro region which produced 29 trainers. In all, Colorado has
185 first and second generation trainers.

3. Outreach Training

Most of the area ETCs’ programs are offered directly through one of two
mechanisms: second generation trainers go back to their own institution and
set up in-house training programs; or, first and second generation trainers
respond to requests for presentations to outside groups. In the first 20
months, 168 educational sessions were provided to 6,609 participants.

The state ETC provides programs for the larger geographical area. The
Colorado ETC has co-sponsored the Annual Rocky Mountain Regional Conference on
AIDS for the past two years with the Colorado AIDS Project, the Colorado State
Department of Health and the Denver Department of Health. Each of the
conferences has reached approximately 600 to 800 people from the eight-state
region, primarily health care providers working in the field of AIDS.
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4. Initiatives to Impact Professional School Curriculum

Impacting on the AIDS content of professional school curriculum in
Colorado is being pursued primarily through several of the ETC’s  second
generation trainers who also hold faculty appointments. In one case, a
faculty member of the University of Denver School of Social Work is involved
in a broad curriculum revision that involves educating her colleagues about
HIV/AIDS. In three other cases, faculty members have added AIDS content to
their own teaching. In addition, the Colorado ETC sponsors the STAT Project
(Students Teaching AIDS to Other Students) in which first and second year
medical students are trained to provide AIDS information to junior and senior
high school students.

c. Regional Relationship

The Colorado ETC share office space with the regional ETC staff and have
a close working relationship.



KANSAS AIDS ETC

A. Background

As of July 1, 1990, 379 cases of AIDS were reported from Kansas. In
addition, it is estimated that a considerable number of Kansas AIDS cases have
been diagnosed and reported in other states. The health care system in Kansas
is starting to see a rapid increase in symptomatic patients. Over 90 percent
of cases are among homosexual men. A small proportion of cases were diagnosed
among minority populations; no cases of AIDS, to date, have been diagnosed
among Native Americans.

B. Organizational Structure and Staffing

1. Organizational Structure and Background

The Kansas AIDS ETC (KAETC) utilizes the network of five Area Health
Education Centers (AHECs)  to implement its program activities. A central
state office at the Kansas University Medical Center in Kansas City has a
coordinating, supervisory and administrative function. The AHECs have a good
geographic spread; they were in existence and well-functioning before the
start of the KAETC. Three of the AHECs are state supported. The other two

__were originally offices of continuing education.

both

2. Staffing

The principal staff of KAETC include Drs. James Cooney and Chien Liu,
Co-Project Directors and Dr. Donna Sweet, Associate Project Director.

Dr. Sweet is the primary author of the physician module of the curriculum and
has conducted trainings in several of the other Mountain Plains States. In
addition, since the Fall of 1989, Michael Robinson, M.S. has been working for
the project as the Coordinator.

3. Advisory Committee

The Kansas ETC has an active steering committee. The members of this
committee include representatives from each of the health professional
associations and the Kansas Department of Health and Environment. Three
formal meetings with the steering committee, the KAETC principal staff, the
directors of the five AHECs and student representatives from the Students
Teaching AIDS to Students (STATS) project have been held. The first meeting
was a planning meeting before funding of the project, the second was an
initial organizational meeting, and the third meeting became the second
generation training conference.

c . Program Activities

The Kansas ETC serves as a vehicle for disseminating
AIDS by providing a name , a structure and support to AIDS
state. The organizational and coordinating activities in

information about
education in the
the KAETC central



MPHAETC
Appendix III - page 5

office have succeeded in getting the medical community actively involved in
AIDS prevention and care.

1. Needs Assessment

KAETC has relied on the AHECs for needs/demands assessment for its
community-based professional education programs. The state ETC has done a
formal curriculum needs/interest assessment in the schools of nursing,
physician’s assistants and social work.

2. Training of Trainers

KAETC has pursued training of trainers in a slightly different manner
than the other state ETCs. Since the number of health professionals in this
rural state is very limited, the KAETC decided to combine the task of
training second generation trainers with the training of health professionals
who did not intend to commit themselves to becoming trainers, and therefore,
the KAETC second generation training-of-trainers program was open to all
health professionals. Participants in second generation training conferences
were recruited by the state AHECs. Almost half of the participants in the
second generation training conferences have conducted further training
sessions. Additionally, many second generation trainers provide education
outside the health professional community for social groups, churches,
schools, etc. Almost all of the first generation trainers are heavily
involved in training. For the most part KAETC has been able to reach their
target group, which includes the same health professions targeted by the
regional ETC. Over the two-year period, 23,000 individuals have been trained-
-many of whom were not health professionals.

One of the future challenges faced by the Kansas ETC, as well as the
entire region, will be to find ways of updating the second generation
trainers.

3. Clinical Training

Possibilities for mini-sabbaticals in Kansas do exist. However, there
has not been much interest and the mini-sabbaticals have not been actively
promoted. No one from Kansas has attended the Denver mini-sabbatical. Dr.
Sweet, at the Wichita campus of Kansas University, has, on an informal basis,
had family practitioners accompany her during her clinical work. The future
of mini-sabbaticals is one of the items to be discussed with the steering
committee.

4. Outreach Training

The Kansas l’outreachlV training of primary care providers has, to a large
extent, been skills-oriented. The KAETC staff feel that this training, using
the regional curriculum, coupled with access to local clinical experts, is
sufficient to prepare practitioners to begin to take care of patients.

Physicians and dentists were originally difficult to reach; however, the
active participation of the state dental association and the state medical
society has helped to recruit these two groups. Making time for training was
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one of the barriers in reaching these providers; trainings held in conjunction
with professional meetings and conferences have proved to be a successful way
of reaching these two groups.

Continuing education credits are made available for several medical
professions. CMEs  seem to be a strong incentive for physicians to attend
trainings.

5. Initiatives to Impact Professional School Curriculum

The KAETC has provided technical and moral support to the nursing,
medical and allied health students who conduct training in schools (the STATS
program). This initiative has been very active in Kansas. The nursing school
has made the STATS training part of their nursing curriculum.

D. Interagency Coordination

The KAETC has built a strong relationship with the Kansas Department of
Health and Environment and has helped influence their policy on a number of
HIV related issues. This relationship has opened up possibilities for other
collaboration between the medical center at Kansas University and the Health
Department. The KAETC has moved the medical center more out in the community
to serve an educational function rather than merely clinical services.

l3. Regional Relationship

The staff of the KAETC expressed admiration for the regional staffs
ability to create a friendly and effective working relationship with the state
ETCs  . Materials go back and forth quickly and the regional ETC has managed to
operate smoothly in spite of the change in leadership.



NEBRASKA AIDS EDUCATION AND TRAINING CENTXR

A. Organizational Background

The Nebraska AIDS ETC operates under the auspices of the University of
Nebraska Medical Center Viral Syndrome Clinic. The Viral Syndrome Clinic
WC), which was established in 1985 to meet the needs of HIV-positive
individuals. Because it had been involved with educational outreach efforts, ,-
it seemed to be the appropriate organization to take on the state ETC role.
Although the Nebraska State Department of Health submitted an unsuccessful
competing application for a statewide ETC, they have worked cooperatively with
the UNMC-based Nebraska ETC.

B. Structure and Staffing

The Nebraska ETC has only one subcontract, with the Nebraska AIDS
Project, for a hotline to refer calls on health care issues. Since there is
no AHEC system in Nebraska , a training network, with informal links to other
AIDS training providers such as the Nebraska Red Cross AIDS Education
Coalition and the Nebraska AIDS Project, was developed.

Jonathan C. Goldsmith, M.D. serves as the Director of the Nebraska ETC;
Lanyce  Keel serves as the AIDS Education Coordinator. The Nebraska ETC has an
active advisory committee, composed of first generation trainers, which meets
semiannually.

C. Program Activities

The Nebraska ETC is a centralized program. All requests for training are
funneled through the state ETC, often via the state health department. The
ETC matches the request with the most appropriate trainer(s) from among its
first and second generation trainers. Often first and second generation
trainers are paired together as co-trainers similar to a buddy/mentoring
sys tern. Trainers are paid on a fee-for-service basis by the ETC. In some
cases, the trainee travel has been subsidized by the ETC. The ETC takes the
lead in recommending co-sponsorship of educational programs and initiating
joint ventures to meet educational needs.

The training strategy of the Nebraska ETC targets providers in urban
areas to receive technical information regarding treatment issues and rural
health care professionals to receive basic information and consultative
services. By the end of the second year, the ETC reached nearly all of the
state’s 1264 social workers and 155 physician assistants, 600 EMTs,
approximately 20% of the state’s 2783 physicians, a smaller proportion of
nurses and dental professionals, and a variety of other health care workers.

1. Needs Assessment

Training needs were identified by reviewing needs assessments conducted
by the Nursing Division, Department of Continuing Education, University of
Nebraska Medical Center and through a key informant approach which included
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representatives from the AIDS Program of the Nebraska Department of Health,
the Nebraska Department of Social Services, the Douglas County Health
Department, the American Red Cross, the University of Nebraska College of
Nursing and the University of Nebraska College of Medicine.

2. Training of Trainers

Thirteen first generation trainers were selected to be trained by
MPRAETC . First generation trainers were selected by the Nebraska ETC based on
a number of criteria which included: belong to one of the eight target
disciplines; work setting particularly rural; experience with/interest in
client services to AIDS patients; and support for AIDS education from the
trainer’s employer. In selecting the cadre of first generation trainers,
geographic distribution across the state was also a consideration.

Second generation trainers had to meet the same criteria as the first
generation trainers except that they did not necessarily have to have AIDS
experience. Formal letters of application were required, along with three
letters of recommendation attesting to the applicant’s teaching expertise.
Second generation trainers were primarily recruited by first generation
trainers. Fifty second generation trainers were trained in the fall of 1989.
Of these, 30 were active six months later.

3. Clinical Training

A number of opportunities for clinical training have been made available
through the Nebraska ETC. One such experience was provided through the
virology lab at the Viral Syndrome Clinic. A dentist from North Dakota was
able to observe various AIDS tests being conducted and how precautions were
implemented in the lab. The Viral Syndrome Clinic also provided a one-month
patient care experience for four physician assistant students and a three-
month rotation for two chief residents.

4. Outreach Training

The Nebraska ETC has been active in providing outreach training. The
Nebraska ETC tends to downplay their involvement in training activities. For
instance, what they refer to in their reports as “networking,” is often active
co-sponsorship of educational offerings, beginning with participation on
conference planning committees through providing speakers for the event.

One unique and potentially high-impact training approach used by the
Nebraska ETC is “institution-based” training entitled “AIDS in the Health Care
Setting.” The ETC training team is dispatched to a small town hospital,
nursing home, etc. in response to a request. Before initiating training, the
training team reviews the institution’s policies and procedures that have
implications for care of HIV positive individuals. If there are no
procedures, the team makes recommendations. The training may begin with a
short didactic component but quickly progresses to a problem-solving exercise.
The training team leads the institution’s multidisciplinary team through the
care they provided to a selected group of their patients on the previous day.
The multidisciplinary team is then challenged to identify how the care would
have been different had those same patients been AIDS patients.
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Another of the Nebraska ETC’s training interventions aimed at provider
behavior change is the “clinical consultative conference.” The first of these
half-day programs was held in late March 1990; annual updates are planned.
This intervention was organized on the premise that most providers have or can
easily get the knowledge necessary to provide care and that what prevents them
from being actively involved in AIDS care are residual concerns. The clinical
consultative conference is structured to change the attitudes and allay the
concerns, under the guise of providing information. The agenda includes an
information update aimed at demystifying AIDS, a presentation of the
epidemiological picture of AIDS in Nebraska, practical advice regarding
Medicaid reimbursement and legal issues, and issues of special interest, such
as managing HIV disease in surgery. To support the participants’ transition
into practice, a manual was prepared consisting of information on the spectrum
of HIV disease, excerpted from the MPHAETC curriculum, as well as resource
people available for consultation throughout the state.

The ETC tried to reach small, rural hospitals through its
teleconferencing network that includes 15-20 sites within the state, as well
as sites outside of Nebraska. Two programs were presented--one aimed at
nurses and the other on medications. This effort was found not to be cost-
effective.

There is not a major emphasis on CEUs in the Nebraska program. They are
most often offered in co-sponsored programs and in major programs offered to
nurses and social workers. The train-the-trainers conference offers CEUs for
nurses. The ETC will apply for CMEs  for its physician’s conference through
the Nebraska Medical Association.

5. Initiatives to Impact Professional School Curricula

In addition to distributing the MPHAETC Curriculum for Trainers to
University of Nebraska Medical Center faculty members, the Nebraska ETC
succeeded in having some “heavy  curriculum time devoted to AIDS’ by
instigating the proclamation of “AIDS Education Day” at the College of
Medicine. Attendance was mandatory for all second-year medical students and
included an examination. One hundred and twenty-five medical and pharmacy
students attended the day-long event.

6. Training Materials

In responding to the potential complacency of a low incidence state, the
Nebraska ETC has produced a video entitled “Nebraska AIDS Experience” to bring
the impact of the epidemic down to a more local level.

D. Sustainability

While the ETC has no identifiable source of funds to sustain program
efforts beyond the project period, it is felt that the University could take
on the continuing professional education mission in the future, evolving into
a sort of prototype AHEC. The ETC felt that the biggest loss would be the
inability to update materials.



NEW  HEXICO AIDS ETC

A. Organizational Background

New Mexico is a relatively low incidence area. As of July 1, 1990, there . .
had been 290 AIDS cases in the State, including one pediatric case. IV drug
use accounted for approximately 5 percent of the AIDS cases. The majority of
the AIDS patients are found in the Albuquerque and Santa Fe areas, the city of
Santa Fe having the highest per capita rate of AIDS in the region. There are
several Native American Indian tribes, all with different cultural norms.
About 3.5 percent of the population of New Mexico is black. Minorities are
disproportionately represented’in  number of AIDS cases when compared to their
population numbers.

In spite of the low incidence, state leaders recognized the importance of
preparing for the epidemic early. A prominent public health official took an
active role in the early days of the epidemic. Acknowledgement of the
importance of preparing for the epidemic can also be credited to two state
legislators who had relatives with the disease; the legislators became early
advocates for action.

The State Public Health Department has remained active in combatting the
epidemic; and collaboration between the ETC program and the Public Health
Department has been very productive. Further assisting in the coordination of
the ETC effort in the state was the precedent of cooperation, coordination and
collaboration established at a Centers for Disease Control Conference held in
Texas in 1986. This spirit carried over into the state and facilitates the
coordination and collaboration in the ETC effort. The University of New
Mexico also assisted in the writing of the grant proposal, thus, becoming
committed to its successful implementation.

This cooperative spirit was further nurtured during the developmental
phase of the state ETC program by involving every organization in the state
that may have some interest in AIDS. This early contact established
cooperation among the organizations, avoided duplication of effort and made
the ETC a recognizable AIDS education and training resource within the state.

B. Structure and Staffing

The New Mexico AIDS ETC (NMAETC) program operates under the auspices of
the Medical School of the University of New Mexico, located in Albuquerque,
New Mexico, and is a centralized program. The direction of the ETC program
and its activities is planned by the state staff in conjunction with the
advisory board.

The Project Director of the New Mexico AIDS ETC is Dr. Gregory Mertz.
Dr. Mertz is an Associate Professor of Medicine at the University and is on
the medical staff of the Infectious Disease Department of the University of
New Mexico Hospital and the Albuquerque Veterans Administration Hospital (also
university affiliated). Dr. Mertz has an active case load of patients with
AIDS, all of whom he sees in the AIDS clinic at University Hospital. This
clinic serves the majority of inpatients and outpatients with HIV infection in
New Mexico.
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./-\
Dr. Lucy Bradley-Springer is the Program Coordinator of the NMAETC and

serves the project full-time. Dr. Bradley-Springer is a registered nurse and
completed her doctoral work in Educational Instruction and Curriculum. She
has over ten years of experience in health education and instruction.

In the winter of 1989, with intervention from the MPBAETC regional staff,
the NMAETC secured office space within the Health Sciences and Services
Building allowing the entire ETC staff to be located in one spot for the first
time since the commencement of the project. This has assisted greatly in the
management of the project. Also, the person responsible for coordinating the
state component of the NIMH grant is located in the same office, facilitating
communication and coordination between these two programs.

The advisory board consists of all first generation trainers in the
state, including an AHEC representative.

c. Progrzm Activities

1. Needs Assessment

The Public Health Department, with assistance from the ETC and the ETC
advisory board is conducting a knowledge, attitude and behavior survey of
dental professionals. The goal of this survey is to more efficiently target
trainings geared toward this group. The results of this survey will be shared
with the ETC. The dentist assisting in this effort is an ETC board member.

2. Training-of-Trainers

Seven first generation trainers have been trained, several of whom
represent-more than one area: dentistry/public health; nursing/AHEC; public
health education; social work; nursing/infection control; emergency medical
services ; and primary care physicians/physician assistants.

In May 1989, the NMAETC held a three-day conference in Santa Fe to train
its second generation trainers. Seventy-two participants attended from all
target disciplines, except emergency medical technicians (EMT). The
participants were geographically dispersed throughout the state. The
conference consisted of both AIDS content and training methodologies. Break
out sessions by both multi-disciplinary and discipline-specific groups were
held. During the discipline-specific break out sessions, participants
practiced training strategies on their peers. The cost was $85 per
participant. All participants received a copy of the full curriculum.

A difficulty for the New Mexico AIDS ETC was convincing infection control
nurses to become second generation trainers. Infection control nurses had a
good background in information about HIV and did not wish to sit through
another “AIDS 101”  Conference. The Program Coordinator’s approach to this
problem was to offer infection control nurses a half-day session instead of
the typical two-day training-of-trainers program. The Program Coordinator
conducted the training, focusing on how to use the regional curriculum and on
various training methodologies rather than the medical aspects of AIDS.
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Approximately 20 nurses participated in this half-day training and became
educators for NMAETC.

All second generation trainers are expected to conduct at least two
trainings. As of March 1990, approximately 40 percent of the second
generation trainers had documented at least one training. The Program
Coordinator is trying different techniques to encourage the trainers to follow
through on these sessions. Such techniques include writing letters reminding
trainers of their commitment while congratulating them on their progress,
sending evaluation results back to the trainers for encouragement, and
forwarding requests for training that are received by the state ETC office.

The New Mexico ETC has a total of 161 first and second generation
trainers. Twenty-one percent of these trainers work with minority
populations.

Future NMAETC plans are to hold a conference in November of 1990 to
bring together all first and second generation trainers. This will be a two-
day conference . The first day agenda includes clinical update sessions,
special tracts (dental perspectives, EMS concerns, nutritional management, and
long-term survivors: the psycho-social components and cross cultural
approaches to healing), and historical and cultural perspectives on sexuality.
The second day will consist of an introduction of the third edition of the
regional curriculum. The afternoon of the second day will be devoted to
training second generation trainers in mental health, based on the mental
health module being added to the curriculum as a result of the NIMH grant.

3. Professional Schools

The New Mexico AIDS Education and Training Center sponsored a conference
for faculty at schools of nursing in the state. Many of the faculty are now
using the Mountain Plains curriculum in their schools. NMAETC also developed
and implemented an eleven hour course (required) on HIV for second year
medical students.

4. Clinical Training

A mini-sabbatical program is offered through the AIDS clinic at the
University of New Mexico Hospital. The program offers hands-on experience in
caring for AIDS patients by having the participant involved in patient rounds
and in case management meetings. As of June 30, 1990, two physicians, two
physician assistants, and three nurses have participated in the program.

The NMAETC also sponsored sending a dentist and dental hygienist to San
Antonio for clinical training.

5. Outreach Training

The emergency medical technicians are important primary providers in the
State of New Mexico. They are also very well organized in the state. The
Emergency Medical Service (EMS) Academy is located across the street from the
ETC. The Academy has three centers placed throughout the state that are
responsible for conducting training activities. Through discussions with the
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Academy, the ETC has taken responsibility for the AIDS part of the EMT
t r a i n i n g .

Each of the three EMS sites received a complete regional curriculum.
However, to reduce reproduction costs, an abridged curriculum, specific to
EMTs, was also developed. The modules for the abridged curriculum were lifted
directly from the larger curriculum. This abridged curriculum is sufficient
to serve most of the education needs of the EMT trainers. If any EMT wants
the full curriculum, s/he has the option of contacting the local EMS site.
The abridged curriculum includes the following sections:

. Spectrum of HIV Infection, Epidemiology and Prevention

. Immunology and Virology

. Ethical, Legal and Policy Issues

. Educational Methods

. Emergency Medical Technicians Discipline-Specific Curriculum

. Appendices

In addition to the EMT focus, The NMAETC hosts AIDS-specific issues
classes for nurses, social workers and other health professionals. These
classes cover various issues, such as psychosocial issues, legal and ethical
issues, etc. These classes are one hour in duration. The NMAETC also
sponsors a monthly class on a clinical aspect of AIDS for physicians. These
classes are also one hour in duration. The New Mexico ETC also responds to
requests for trainings. Generally Dr. Bradley-Springer, the Program
Coordinator, is the trainer for these sessions.

D. Interagency Coordination

The AHEC program is not well established in the state. The northeast
AHEC was the only AHEC in the state when the Program Coordinator joined the
ETC. A new AHEC has recently been established in the south. A
representative from the AHEC program sits on the advisory board. There has
been close collaboration and cooperation between the two programs, although
the close association has not been as advantageous as in states where the AHEC
program is more established. The AHEC program sponsored a first generation
trainer to go to Denver for training and sponsored six trainers at the second
generation training conference in Santa Fe. The AHEC program also assisted in
organizing the second generation training conference.

E. Regional Relationship

The relationship between the state ETC and the regional office ETC has
been mutually supportive. There is constant, usually daily, communication via
the telephone. The NMAETC staff view the regional meetings of the project
management team as invaluable for networking, sharing of ideas and feedback
on project activities. The NMAETC staff feel that the correct level of
centralization and decentralization has been achieved. NMAETC staff were
intensely involved in developing the regional curriculum. The Program
Director wrote one module of the curriculum, and the Program Coordinator was
involved in both the writing of specific parts of various modules as well as
playing a key role in the editing phase of the curriculum.



NORTH DAKOTA AIDS RTC

A. Program Overview and Structure

The North Dakota AIDS ETC operates under the auspices of the University
of North Dakota School of Medicine. The staff of the North Dakota AIDS ETC
(NDAETC) includes the Co-Project Directors, Dr. John Vennes and Dr. Robert
Tight. Drs. Vennes and Tight both serve the project in about a 10 percent
capacity. Dr. Vennes wrote the immunology and virology module of the
regional curriculum. Ms. Sue Caswell is the Project Coordinator and
contributes approximately 40 to 50 percent of her time to the project.

The NDAETC has established both an advisory committee and a first
generation training committee. The purpose of the first generation committee
is to provide support to the second generation trainers while the purpose of
the advisory committee is more broad based. Both committees meet via
teleconferencing quarterly.

B. Interagency Coordination

The ETC works closely with all organizations involved in AIDS in the
state, including the Governor’s AIDS task force and the State Health
Department. These organizations have representatives on the advisory board
and have assisted in identifying first generation trainers. The state ETC is
also working with key persons on a grant received to establish a Native
American Resource Center to determine how the two programs can collaborate.

There is,close  collaboration between the AHEC program at the medical
school and the ETC program. There are four AHECs,  one in each quadrant of the
state. The director of each AHEC sits on the advisory board. The established
AHEC network has benefited the ETC in the dissemination of its programs.

The Chairperson of the Department of Neuroscience is heading up the NIMH
effort in the state. A coordinator will be hired for this grant at 20 percent
FTE . Until that person is hired, the Program Coordinator of the ETC is
filling that position. The Program Coordinator of the ETC grant sees her
position with respect to the NIMH grant as keeping NIMH people informed of
ETC activities, sharing useful information and advising on some of the
obstacles and problems that may arise.

C. Program Activities

1. Training of Trainers

In October 1989 the North Dakota ETC held their second generation
training conference. Approximately ten individuals attended from each of the
target disciplines , about 70 individuals total. The first generation trainers
assisted in identifying second generation trainers.
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Second generation trainers are expected to do three to five trainings
before the end of the grant period. As of March 1990, approximately 15 of the
70 second generation trainers had conducted trainings.

2. Outreach Training

Other trainings that the ETC has sponsored include an AIDS Day for
Medical Students in year 01 of the grant and an AIDS/Substance Abuse Day for
Medical Students in year 02 of the grant. Patients with AIDS are used at
these AIDS days and are generally the only contact medical students have with
the disease.

Teleconferencing has been used extensively as a management tool and as an
education vehicle. This mode fits well with the rural geography and the
climate of the state, which makes intrastate travel difficult. As stated
previously, teleconferencing has been used to facilitate board meetings.

3. Initiatives to Impact Professional School Curricula

There is no formal strategy for impacting health profession school
curricula. This is seen as a long and slow process by the ETC, requiring time
and persistence in convincing faculty and curricula developers that it is
necessary. Because the medical community is relatively small in North Dakota,
the approach for impacting curricula will be less formal; i.e., communicating
with and convincing one’s peers of the need for the change.

D. Regional Relationship

NDAETC staff are impressed with the job that the regional staff is doing
and think that the regional contribution to the project is invaluable. The
train-the-trainer method has proven an effective method for getting
information disseminated, especially in North Dakota where it is difficult to
reach the rural areas of the state. The NDAETC complimented the region on the
development of the mini-sabbatical program. All except two of the first
generation trainers attended the mini+abbatical,  and it is seen as a crucial
component of giving clinical staff hands on experience with AIDS patients.
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workshops to professional groups, advertisements in the area newspapers, and a
notice in the regional newsletter, the summer session had to be cancelled due
to lack of interest. However three late summer and fall workshops held in
Sioux Fall, Rapid City and Pickstown were well attended.

The trainers were selected based on their geographic distribution and
their willingness to be AIDS educators. The SDAETC has had difficulty
recruiting physicians for the second generation train-the-trainer workshops.
As of March 1990, only one physician had attended a workshop. Future plans
to address this physician recruitment problem include offering training
programs for physicians in their clinical practices, utilizing professional
meetings, and enhancing promotional activities.

Future planned activities of the SDAETC site include targeting the Native
American reservations. In the spring 1990, a two-day train-the-trainer
workshop is planned for representatives from each of the reservations
including nurses, community health representatives and AIDS coordinators.
Trainers for this workshop will be mainly first and second generation faculty.
The SDAETC plans to feature a story on the training experiences at the
reservations in the regional newsletter, AIDS Newslink. Additionally,
SDAETC’s  future plans include using the already well-established statewide
teleconferencing network to conduct AIDS training for health care
professionals.

A telephone survey is planned to track second generation trainer
activities, receive feedback on the train-the-trainer workshops, determine the
need for trainer updates, and encourage trainers to conduct more training
sessions.

3. Outreach Training

Other educational activities held in 1989 included programs that var’ied
in length from one hour to a full day. Presenters included first and second
generation faculty. On one occasion a clinical AIDS expert from Kansas was
recruited as a presenter. Continuing education credits are available for
educational programs that last longer than two hours through various
educational institutions in the state.

C. Regional Relationship

The SDAETC considers the regional input to have been very helpful. The
regional office is considered readily available to serve as a resource; also
the quarterly regional meetings are thought to be valuable as sources of
inspiration and to share experiences within the region. The regional
curriculum is being used for training activities in South Dakota.



UTAH AIDS ETC

A. Program Overview and Structure

The Utah ETC operates under the auspices of the Department of Family and
Preventive Medicine of the University of Utah School of Medicine.

.n

F. Marion Bishop, Ph.D., M.S.P.H., Professor and Chairman of the
Department of Family and Preventive Medicine serves as the Project Director of
the Utah ETC, allocating 10 percent time to the project. Neal A. Whitman,
Ed.D., who devotes 20% time, serves as the ETC’s Educational Coordinator,
responsible for the day-to-day coordination of the ETC program. All first
generation trainers are part of the state ETC staff.

The Utah ETC follows a highly centralized model with all training
activities emanating from the state ETC office. Eight staff trainers conduct
the bulk of the ETC offerings. They include: Larry G. Reimer, M.D.
(infectious disease); Lawrence J. Lutz, M.D., M.P.H. (family medicine); R.
Moser, Jr., M.D., M.P.H. (preventive medicine); E.G. Hartigan, R.N., Ed.D,
(nursing); Marilyn H. Ford, R.N., Ed. (nursing/patient education); David
Spendlove, Ph.D. (Social Work); J.A. Aldous, D.D.S. (dentistry); and J.B.
Lazar, M.D., M.P.H. (public health education).

B. Program Activities

The ETC has identified as its greatest barrier to program implementation
the residual attitude of complacency in its providers, a situation they
believe is shared by other low incidence states. In the ETC’s opinion,
providers do not feel that AIDS is their problem, in spite of the growing
problem, since the infectious disease specialists in Utah can adequately serve
the current state case load (100 living patients). Dentists are content to
refer patients to the University Hospital clinic.

In the first two years of the program, the ETC’s program efforts have
been directed at the eastern portion of the state known as the Wasatch Front.

1. Needs Assessment

The Utah AIDS ETC has made use of the results of a Department of Family
Medicine-sponsored survey of Utah physicians conducted by two medical
students. In this survey, information was received from nearly 200 Utah
physicians.

2. Training of Trainers

Seven first generation trainers were trained in the fall of 1988. First
generation trainers officially provide 10 percent time to the ETC program.
Because these trainers are the state AIDS experts, it is somewhat difficult to
identify which activities can be attributed to the ETC and which are carried
out as part of their other responsibilities. However, all teaching done by
these trainers is based on the MPRAETC curriculum, in which the state ETC has
a strong sense of ownership, and utilizes the MPRAETC evaluation form.
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Therefore, all of their extramural professional educational activities
(outreach training) are considered, directly or indirectly, as part of the ETC
program.

The train-the-trainers course for second generation trainers has been the
only direct training activity wholly organized and implemented by the Utah ETC
staff. Second generation trainers were identified via several mechanisms:
first generation trainers’ referral of their colleagues; recruitment through
professional societies; recruitment from among attendees of ETC presentations;
and nomination by deans of professional schools around the state. Those
interested in becoming trainers attended the October 1989 train-the-trainer
workshop, which highlighted the nutritional management of AIDS patients. Of
the 50 that attended, 27 signed a contract to become trainers--the vast
proportion of those signing contracts were among those tapped by their deans.
About half of the second generation trainers are academically-based; the other
half being recruited from among practicing providers.

3. Outreach Training

The program strategy of the Utah ETC is to piggy-back its programs onto
events of other organizations whose membership includes the ETC’s target
groups under the rationale that this approach is more efficient and that their
presentations are more likely to reach providers who would not ordinarily
attend an AIDS-only program. Four annual association activities were
initially targeted--Utah Family Practice Refresher Course, Rocky Mountain
Occupational and Environmental Health Course, Rocky Mountain Infection Control
Association annual meeting, and the Health Education Association of Utah
annual meting--but this strategy has been expanded to include a number of
other organizations.

An example of the ETC’s implementation of this piggyback strategy was
their participation in the annual Family Practice Refresher Course held in
February 1990. The Utah ETC staff was part of the planning committee for this
conference. Three slots on the program were devoted to AIDS issues: the one-
hour plenary session, “AIDS Public Policy,” was attended by all conference
participants; the one hour and forty-five minute elective session, “AIDS
Diagnosis and Management,” was offered twice during the conference; and “AIDS
in the Workplace, ” an elective one hour and forty-five minute session was
offered once. American Medical Association (AMA) Category 1 CMEs  and American
Academy of Family Physicians (AAFP) Recognition Credit were offered.

4. Initiatives to Impact Professional School Curriculum

The ETC’s strategy for impacting professional school curriculum in the
state revolves around dissemination of the regional ETC curriculum, in the
spirit of collegiality. The Utah ETC has provided copies of the curriculum,
for their information, to the University of Utah Schools of Nursing, Pharmacy
and Social Work, as well as schools of nursing outside the University of Utah
sys tern.
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5. Other Activities

The ETC worked hard to implement an AIDS hotline for health care
providers, but the formal activity has proved to be a less effective strategy
than the informal networks that have developed through its other training
activities. The ETC set up the hotline system as part of an existing hotline
at the University Hospital. The hotline operator for the University Hospital
system was trained to screen calls, with first generation trainers available
to respond to questions related to HIV infection. A brochure has been
prepared describing the hotline service and the hotline has been aggressively
marketed at Utah ETC training activities. A tracking form has been developed
to monitor hotline activity. In spite of these efforts, the hotline has been
poorly utilized, providers preferring instead to contact the speakers they
have encountered during their training when they have a question.

Another important aspect of the Utah program, multidisciplinary visits,
is scheduled for implementation in the third program year.

c. Sustainability

The Utah ETC has concerns for sustainability of its efforts beyond the
Project period. Currently, the state funds only 12 percent of the total

Medical School budget, and it is not anticipated that AIDS education will be
considered a priority within that limited budget.



:r7 WYOHING AIDS BTC

A. Background

Wyoming is a very low incidence area with only 32 AIDS cases as of July
1990. This presents an obstacle to ETC activities in that there is no
perceived need on the part of health care providers. Unfortunately, to date,
the concern of providers has been more on how to avoid the disease rather than
on how to care for infected individuals.

B. Program Overview and Structure

The Wyoming AIDS ETC (WAETC) operates under the auspices of the
University of Wyoming Family Practice Program.

The staff of the Wyoming ETC are Dr. Mary Jewell, Dr. David Calhoun and
Ms. Char Schnabel. Dr. Jewell, the Project Director, was originally on the
project in a 25 percent capacity. This was increased to 30 percent when the
NIMH grant was awarded to the region.

Dr. David Calhoun is the AIDS Education Coordinator of WAETC and one of
only two infectious disease specialists in the state. Dr. Calhoun contributes
15 percent of his time to the project.

Ms. Char Schnabel, B.S.W., M.S., joined the ETC team as the Project
Coordinator in January 1989, six months after the initiation of the project.
She originally served the project in a 50 percent capacity and increased this
commitment to 75 percent time when the NIMH grant was awarded. It was not
until the Program Coordinator was hired that the program got off of the ground
in Wyoming. The WAETC staff see this coordination function as essential; and
if they had it to do all over again, the Program Coordinator would have been
brought on to the project in the beginning.

The strategic direction of the state ETC is decided by the ETC staff and
an advisory board comprised of the first generation trainers. The advisory
committee meets on a bi-monthly basis.

c. Program Activities

1. Training of Trainers

The first generation trainees were selected during the proposal writing
period. The WAETC first generation trainers include physician’s assistants,
nurses, emergency medical technicians, representatives in the public health
field, a physician, and a social worker. The majority has been very active
with the ETC project. However, one lesson learned by the WAETC is that first
generation trainers must be carefully chosen. Some of the trainers have not
been as active as the ETC would like them to be.

To identify second generation trainers, the advisory board did an
informal needs assessment by talking with their peers and colleagues. In
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September of 1989, the Wyoming ETC held its second generation train-the-
trainers conference in Casper, Wyoming over a three-day period. The training
counted as 15 hours of continuing education units. Approximately 47 persons
attended from all target professions, of which over half of the participants
were nurses. The trainees were well dispersed geographically. The
participants paid for their travel and the state ETC paid for the hotel room
and 90 percent of boarding expenses. Each participant was also provided with
a copy of the regional curriculum. The Wyoming ETC called on expertise from
within and without the region to conduct some of the sessions.

All second generation trainers signed a contract to conduct two trainings
within the next year. As of September 1989, 22 of the trainers have given 54
presentations. The state ETC staff are trying to think of ways to encourage
the rest of the second generation trainers to conduct trainings. Second
generation trainers are not reimbursed for their presentations.

In the spring of 1991, the state ETC is planning a conference for all of
its second generation trainers. This conference will consist of an update on
clinical information and educational techniques as well as a mental health
training session in coordination with the staff of the NIMH grant.

2. Outreach Training

The WAETC collaborates closely with the State Public Health Department
and has conducted many trainings for health care professionals serving in the
public health sector. WAETC is also producing a clinical newsletter in
collaboration with the Public Health Department to inform and update all
primary care physicians in Wyoming and to let physicians know of AIDS
resources within the state.

The WAETC staff also attempts to have a presence at the annual
professional meetings for all disciplines. The purposes of this activity are
to increase the recognition statewide of the ETC program, recruit second
generation trainings and to conduct AIDS education programs in front of a
captive audience.

In year 03 of the grant, the Project Director and the Project Coordinator
will travel around the state visiting actual trainings and meeting with the
second generation trainers. The purpose of these visits will be to solicit
feedback from the second generation trainers and to assist in monitoring the
quality of the trainings being given.

3. Initiatives to Impact Professional School Curriculum

Two professors at the nursing school requested and received the
curriculum for incorporation into their classes. A meeting with the faculty
from nine nursing schools is also planned to discuss incorporation of AIDS
information into nursing school curricula.

D. Regional Relationship

The WAETC staff are impressed with the regional effort. There is mutual
support, with the regional staff supporting efforts in Wyoming as well as
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WAETC initiatives feeding back to
the regional staff seek input and
forward with plans. This process
commitment to the ETC program and
region.

the region. The WAETC staff indicated that
advice from all of the states before moving
is invaluable for instilling a sense of
has worked well in the Mountain-Plains

One of the major benefits to the State of Wyoming from participation in
the ETC program has been the opportunity for a few health professionals to
become expert resources on the care of HIV/AIDS patients. Without the first
generation training sessions in Denver, the mini-sabbatical program, the
logistical and financial support, and the access to experts currently involved
in the epidemic, this opportunity may not have presented itself. Having even
just a few experts in the state allows those providers who see an occasional
patient with HIV/AIDS to have someone to turn to for professional guidance.



New England AIDS Education and Training Center

Case Study



NRU ENGLAND AIDS EDUCATION AND TRAINING CRNTRR

CASE STUDY

I. PROGRAHOVRRVIJ3U

The New England AIDS Education and Training Center (NEAETC) was
established in April 1988. Originally, the NEAETC served Massachusetts,
Rhode Island, Maine, New Hampshire and Vermont. Connecticut was officially
added to NEAETC’s  region in the spring of 1989.

NEAETC is headquartered at the University of Massachusetts Medical School
campus in Worcester, Massachusetts. In Massachusetts, regional AHECs provide
local structure for program implementation. In Rhode Island, NEAETC
activities are coordinated through the Brown AIDS Program, while in
Connecticut, Yale University and the University of Connecticut Health Center
are the primary collaborating institutions. In the first two years of the
grant, the Maine Consortium for Health Professions Education, the major NEAETC
subcontractor, served both as a funding conduit and a coordinator of
activities in the three more rural northern states. Through a number of other
subcontracts, the expertise and resources of a wide variety of organizations
and individuals have been mobilized throughout the region, including the Beth
Israel Hospital, Boston Health and Hospitals Corporation, the University of
Vermont Medical School, and Dartmouth Medical School/Mary Hitchcock Hospital.

The focus of NEAETC has been more on the provision of training than on
the creation of an organizational structure. At the central level, the ETC
staff function both inan administrative capacity and in a direct training
capacity regionwide. The subcontractors provide training in their respective
areas of expertise to target audiences primarily in their geographical
catchment areas.

NEAETC’s  offerings have been aimed primarily at expanding access to care
and improving clinical practice. The NEAETC program targets a broad spectrum
of health care professions, in particular those serving minority populations,
in a number of health care settings including hospitals, health centers and
private practice. The NEAETC strikes a balance between a primary care and
subspecialty focus. NEAETC education and training activities include faculty
development/train-the-trainer courses, special focus workshops, and
conferences. A number of clinical training opportunities are ongoing in the
three more urban states. The ETC also addresses expansion of AIDS content in
professional school curricula.

The NEAETC’s  formal goal and objectives are included as Appendix I.
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II. PROGRAH HISTORY

A. Regional HIV Epidemiology

The epidemiology of the AIDS epidemic varies across the region.
Geographically, the greater Boston area of Massachusetts has the highest
incidence of reported AIDS cases with several medium-sized Massachusetts
cities (Worcester, Springfield, Fall River, New Bedford, Lowell and Lawrence)
reporting a rapidly growing number of AIDS cases. An increasing proportion of
new cases is seen in the IV drug abusing population. Cases in the rural and
small town areas of Massachusetts are predicted to grow in the future.

In Connecticut, AIDS cases are concentrated in New Haven and Hartford,
although the impact is being felt in the smaller cities and towns throughout
the state. The percentage of AIDS cases in Connecticut related to IV drug use
is high as is the percentage of female AIDS cases in the state.

The city of Providence, in Rhode Island, has a rapidly growing number of
AIDS cases. As in Connecticut, there is a high concentration of IV drug-
related cases.

The largely rural northern tier (Maine, New Hampshire and Vermont) is
currently a low-incidence area. However, three cities, Burlington, Vermont,
Manchester, New Hampshire, and Portland, Maine have rapidly growing numbers of
AIDS cases.

B. Organizational Background

The ETC grant is lodged in the Office of the Chancellor of the
University of Massachusetts Medical Center (UMMC) and flows into the AHEC
program for administration. The UMMC, consisting of a 369-bed tertiary care
hospital, a medical school with 440 full-time faculty, a doctoral program in
medical sciences, and a graduate school of nursing, as well as the only family
residency program in the state vests NEAETC with a credible institutional base
from which to operate as well as built in access to a large target audience.
UMMC created an HIV Clinical Center in 1987. This clinic has served as the
institutional base for UMMC’s  increased involvement in patient care,
research, teaching, and educational outreach related to the problem of AIDS.
The Division of Infectious Diseases serves as the focus of UMMC HIV research,
as well as an outreach education program targeting college students and allied
health professionals.

The Massachusetts Statewide Area Health Center Program, established at
UMMC in 1978, is a partnership effort among UMMC, the Boston University School
of Medicine, and the six regional Area Health Educational Centers. Most of
the two and four year colleges and universities in the state have participated
in the AHEC in either a governing, planning, or program development capacity.
The AHEC connection has provided NEAETC with experience in implementing
continuing education programs, a primary care focus, a long history of
collaboration with local communities, and the administrative and management
systems established by the AHEC program over the years.
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C. BTC Origin and Development

The development of the NEAETC was coordinated through the Massachusetts
Statewide AHEC program,
From its inception,

under the leadership of its director, Mick Huppert,
the ETC program in New England was envisioned as a

collaborative effort; not an easy task in the New England region,
Massachusetts in particular , with its plethora of independent and competitive
medical and academic institutions. The AHEC, with its institutional
capability in continuing education but little previous direct involvement in
AIDS work, saw itself as ideally positioned as a neutral party to facilitate
the collaborative effort in a highly turf sensitive arena. The AHEC assembled
a large planning committee and undertook a lengthy planning process in the
development of the NEAETC.

The strategy to overcome the turf barrier was to choose key people at key
institutions to serve key roles in the ETC project. In Massachusetts, Dr.
Harvey Makadon’s commitment to the project established linkages with the Beth
Israel Hospital and Harvard University; Dr. Lynn Eckhert facilitated the
NEAETC-UMMS clinical connecti,on;  and Dr. Howard Libman tied NEAETC in with
Boston City Hospital and Boston University Medical School. In Rhode Island,
Dr. Kenneth Mayer of Memorial Hospital, affiliated with Brown University, was
identified as the lead person in that state. These four have been
instrumental in developing programs within their organizations and overseeing
the subcontracts with each of their institutions.

Again using historical AHEC connections, locally based providers and
institutions with experience in the provision of services to AIDS patients,
the conduct of research, and/or the implementation of programs for health
providers were brought into the planning process. Such associations included
the AIDS Action Committee, the Massachusetts Hospital Association, the Fenway
Community Health Center, and the Massachusetts Department of Health, among
others.

The northern tier of the region, Maine, Vermont, and New Hampshire,
developed in a different manner. These three states were grouped together
because of their similar geography and similar AIDS epidemiology. The Maine
Consortium for Health Professions Education was designated the lead agency for
the ETC program in these three states. The Maine Consortium, in turn,
identified the University of Vermont Medical School, Dartmouth Medical School
in New Hampshire, and the New England College of Osteopathic Medicine in Maine
as key institutions for ETC activities around professional school curriculum.
Additionally, the College of Osteopathic Medicine was seen as an important
vehicle in the planning and implementation of AIDS education and training
programs for osteopathic physicians, an important source of primary care
particularly in Maine.

After receipt of the grant, many of the relationships established during
the planning process were formalized as subcontracts, and the committee
evolved into the regional New England AIDS ETC Advisory Board. A separate
advisory committee, comprised of the three subcontractor organizations, the
Maine Consortium, and representatives from the.Offices on AIDS in each of the
states was established for the northern tier.
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The subcontractors each developed their own programs, but worked in close
collaboration with NEAETC staff who provided a broader perspective as well as
technical expertise in the development of educational programs. The role of
the University of Vermont and Dartmouth Medical School expanded, making these
institutions the lead education and training centers in their respective
states, rather than concentrating only on internal curriculum development
efforts. The state of Connecticut was brought into the NEAETC program in May
1989 when supplemental funds became available. The program development
process was similar to that of Massachusetts and Rhode Island, in that key
people in key institutions were identified to play lead roles. The
individuals were presented with a variety of NEAETC programmatic alternatives
and given the option to develop those which fit their organizational
capabilities and their local needs.

In year 03 of the grant, the Maine Consortium will play a less prominent
role in NEAETC. NEAETC will subcontract directly with the three professional
schools in the northern tier, thus eliminating an administrative layer. The
northern advisory committee, however, will continue as is.

III. PROGRAM STRUCTURR

A. Organizational Roles and Relationships

The structure of the NEAETC is somewhat difficult to define. This may be
due, in part, to the fact that there has been more emphasis placed on the
provision of training than organization building. Structurally, the NEAETC
program is a conglomerate consisting of health providers, hospitals, medical
schools, health centers, governmental bodies, and community agencies.

At the core of the NEAETC is the central ETC office, which is staffed
through three mechanisms: time is donated through the AHEC; funding directly
through the ETC grant; and time obtained through a subcontract with the
institution at which the individual is employed. There are upwards of fifteen
subcontracts with organizations participating in NEAETC activities on an
ongoing basis; subcontracts with numerous individuals to provide specific
training; and grants to organizations to provide seed money for small
projects. The ongoing subcontractor organizations are listed in Appendix II.

The central ETC office serves three major functions: administration;
direct training; and facilitation and coordination. Administrative functions
include administration of the grant itself as well as the numerous
subcontracts, and monitoring and evaluating the program. The central ETC
staff are responsible for organizing a significant portion of the training
provided by NEAETC and several staff members, primarily one of the Co-
Principal Investigators, the Project Director and the Health Educator often
serve as trainers. Perhaps the most difficult function served by the central
office staff is that of facilitator--coordinating, nurturing the subcontracts,
and collaborating with the subcontractors in an advisory capacity on program
design and program planning issues--no small feat given the sheer number of
subcontractors. Further coordinating functions include producing the
newsletter, and collecting and disseminating AIDS-related resources. The
NEAETC is administered from its Worcester office; a satellite office at the
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Beth Israel Hospital in Boston serves as a base of operation for the staff
when working with subcontractors in the Boston area.

In Massachusetts, Rhode Island, and Connecticut, the scope of work of the
ongoing subcontracts usually revolves around specific training activities
limited to a specific agency. In the northern tier, the Maine Consortium for
Health Professions Education is the primary subcontractor, administratively
responsible for the three-state subregion and programmatically responsible for
education and training activities in Maine. The Consortium delegates
programmatic responsibility for Vermont and New Hampshire via subcontracts
with the University of Vermont Medical School and Dartmouth Medical School
respectively. The scopes of work of these latter subcontracts include a
state coordination function and responsibility for training activities
statewide. Descriptions of the activities of selected subcontractors are
included in Appendix III.

B. Staffing

The NEAETC staff consists of a Principal Investigator, three Co-
Principal Investigators, a Project Director, a Project Administrator, a Health
Educator, and a Program Coordinator.

Michael Huppert, M.P.H., Principal Investigator, has been the Director of
the Massachusetts Statewide AHEC Program since its inception. In addition, Mr.
Huppert is on the faculty of the University of Massachusetts Medical Center,
teaching community medicine and practice management for medical students and
residents in the Department of Family and Community Medicine. As Principal
Investigator, he is responsible for the overall management of the grant and
the liaison with HRSA. Mr. Huppert’s  25 percent time is donated to the ETC
project.

Harvey Makadon, M.D., serves as one of NEAETC’s  three Co-Principal
Investigators, but functionally acts as the ETC’s  medical coordinator
responsible for planning and curriculum development for central programs and
serving as the chief liaison between the ETC and the medical community. Dr.
Makadon is also responsible for coordinating subcontract activities with the
Beth Israel Hospital in Boston where he is the Director of Ambulatory Care.
He devotes 20 percent time to his activities with NEAETC.

N. Lynn Eckhert, M.D., Dr.P.H., is a second Co-Principal Investigator.
Dr. Eckhert is the Chairperson of the Department of Family and Community
Medicine at the University of Massachusetts. Dr. Eckhert is responsible for
planning and integrating HIV infection issues into the undergraduate
curriculum at University of Massachusetts Medical School (UMMS), working with
colleagues in other medical schools in New England, assisting in planning
train-the-trainer programs for undergraduate preceptors and residency faculty
and for performing a liaison function with physician specialty societies.
She has provided about 10 percent time to the ETC project in the first two
years, but will be out of the country on sabbatical in the third year.

Howard Libman, M.D. is the third Co-Principal Investigator. Dr. Libman’s
role in the NEAETC focuses on the development of specific training materials.
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In addition, as Assistant Professor of Medicine at Boston University School of
Medicine and Assistant Director of the AIDS Program at Boston City Hospital,
he acts as the liaison for ETC activities with those institutions,
particularly medical school curriculum and residency training programs. Dr.
Libman commits 10 percent time ETC activities.

Donna Gallagher, R.N., C., M.S., A.N.P. Ms. Gallagher works full-time on
the ETC project as the Program Director, responsible for the day-to-day
programmatic activities of the project both in terms of program content and
systems maintenance. Prior to taking this position, she worked as a Nurse
Practitioner and Team Manager in the AIDS and Oncology unit at the Harvard
Community Health Plan and has extensive experience, both clinical and
educational, in the care of HIV-positive persons. This prior experience has
had carry over into her ETC role, particularly in relationships with
subcontractors, providing technical assistance in developing training programs
and serving an informal quality control function , as well as enabling her to
serve as a trainer.

Jack Starmer, M.Ed., M.Th. joined the ETC in October 1989 as its full-
time Health Educator. Mr. Starmer’s  previous experience involved developing
health education programs for independent schools in the New England region-
and training school health providers, faculty, and administrators to lead
programs in human sexuality and relationships. As Health Educator, he is
involved in program development and implementation, and serves as a resource
person available to the subcontractors.

Kathryn Gray-Quinn is the full-time Program.Coordinator, responsible for
the day-to-day administrative activities of the project including logistical
support for all direct and co-sponsored training events. This position was
created in year 02 of the Project.

Alan Chuman, M.P.H., serves as the Program Administrator. Mr. Chuman is
responsible for ETC administrative activities, fiscal affairs, reporting and
evaluation, as well as managing the subcontracts. Mr. Chuman, who is not
supported at all through the ETC grant but devotes 40 percent time to ETC
activities, fulfills this role of part of his AHEC responsibilities.

In Rhode Island, Ken Mayer, M.D., Director of the Brown University
Program on AIDS, serves as the ETC Coordinator. For the northern tier, there
are four key people. Ham Robbins,  R.N. serves as the Program Coordinator for
the subcontract with the Maine Consortium for Health Professions Education;
Chris Grace, M.D., a Family Practice practitioner, and Bill Wadland,  M.D., an
Infectious Disease nractitioner serve as Co-Program Coordinators for the
subcontract with the University of Vermont; and-Ford von Reyn, M.D.,
Infectious Disease, serves as the Program Coordinator for the Dartmouth
subcontract.

C. Approaches to Collaboration, Integration and Regionalization

1. NJUETC Approach to Collaboration

NEAETC has a strong tradition of collaboration. The Massachusetts
Statewide AHEC Program, the ETC’s parent organization, set the standard for
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NEAETC with its more than ten year history of collaborative operation. In
developing the grant proposal to HRSA, the AHEC program spent a great deal of
time establishing linkages with health care leaders, key AIDS provider
agencies, research institutions, and community organizations in the original
five-state area. This tradition has been carried on in the implementation of
the NEAETC program, serving as the basis of the relationship between the
NEAETC staff and its subcontractors.

In addition to the interpersonal aspect of collaboration, the ETC has
pursued various approaches to financial collaboration, i.e. co-sponsorship.
The “mini-grant ” approach is the primary mechanism the ETC has used to co-
sponsor training events. Another collaborative funding approach used has been
to sponsor the expansion of training programs initiated under other
sponsorship; the expansion of the Massachusetts Hospital Association and Dr.
Makadon’s  “AIDS for Primary Caregivers” curricula are examples. Piggybacking
onto the agendas of other organizations’ conferences, but in a such a way that
the ETC is deeply involved in the planning process, is yet another of NEAETC’s
mechanisms for collaboration and cost-sharing.

There is a high concentration of other federally-funded AIDS projects in
the New England region: HRSA Services Demonstration Projects, Pediatric AIDS
Services Demonstrations, and HIV Services Planning Grants; NIMH grants; two
ATEUs; and NIDA-funded activities. Because of the ETC’s  collaborative bent,
but also because of the small size of the region and the many hats worn by the
AIDS players in the region, the NEAETC has worked collaboratively with most of
the other federally-funded AIDS projects in the region--of course, some more
closely than others. Collaboration has taken many forms. In some cases, ETC
subcontractors are also holders of other grants, as is the case with the
Fenway  Community Health Center which is the Metropolitan Area HIV Service
(MAHS) demonstration grantee. The ETC co-sponsors activities with these
other grant-holders and frequently uses staff of these other projects as
faculty in their training programs. The collaborative relationship between
the NEAETC and the NIMH grantees is multifaceted: representatives of the
projects sit on each other’s advisory boards; the projects often make faculty
available to the other’s training events; and the grantees have co-sponsored
several major conferences.

2. NEAETC Approach to Integration

NEAETC’s approach to integration is exemplified in the relationship
between the NEAETC program and the AHEC program. At the central level, there
is an integration of AHEC and NEAETC project staff. The Principal
Investigator and the Program Administrator are full-time AHEC staff whose time
is donated to the ETC program. At the operational level, the six regional
AHECs in Massachusetts are an important vehicle for implementing NEAETC's
training programs.

3. NEAETC Approach to Regionalization

NEAETC’s approach to regionalization is hard to conceptualize. Program
activities are carried out in the six-state New England Region where NEAETC
serves as a stimulus, both financial and through technical assistance, to
existing AIDS resources to provide more and better training. Although there
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are instances of regionalization, such as the New England-Wide Pediatric AIDS
Conference, Faculty Development Programs on AIDS for Primary Care Providers,
and faculty development programs on AIDS and substance abuse, the NEAETC seems
to lack a regional strategy. There is no strategic plan for enhancing state
capabilities or intra-state coordination, for diffusing AIDS training
resources from resource rich areas to resource poor areas, or for sharing
resources among participating agencies. After the site visit, NEAETC informed
JSI that they had recently established a Clinical Directors Advisory Committee
comprised of physicians and nurses from all six states. This committee
appears to be a promising vehicle for improving the “regionalization”  of
clinical training.

In the northern three states, there is more of a regional structure than
in the rest of the region, with the Maine Consortium designated as playing a
coordinating role for the region and where a half-time Program Coordinator was
assigned for specifically this purpose. In the third year of the grant, the
three lead organizations will be dealing directly with the NEAETC central
office, and it will be interesting to see whether this sense of region will
still hold.

D. Organizational Qualities

The New England region has a high concentration of organizations and
institutions that are leaders in the provision of care of HIV/AIDS patients,
in HIV/AIDS research, and in HIV/AIDS-related education. The NEAETC staff has
done an excellent job of harnessing this expertise to meet its program goals
despite the history of professional competition that could have prevented such
collaboration and cooperation. Consequen t-ly , the subcontractors to the ETC
are all highly credible institutions on the cutting edge with respect to the
AIDS epidemic. NEAETC is to be commended in having been able to maintain a
strong primary care focus, even in programs implemented through the high-
powered medical institutions that characterize the region.

The cultivation of collaborative relationships has resulted in the
provision of a large volume of high quality training in the region, and has
minimized the competition over target trainees. However, there seems to have
been missed opportunities and the NEAETC’s  goal of building a regionwide
“network” of collaborative relationships has not yet been entirely fulfilled.
While there has been a great deal of collaboration, the collaboration tends to
be bilateral, i.e. between the central office and an individual subcontractor.
Although there is a wealth of expertise available, sharing across state lines
or even across organization lines in the same state has been limited. A
number of subcontractors indicated that more opportunities to exchange ideas
would be welcomed. Further, in terms of actual program implementation,
subcontractors tend to follow more of an organizational or institutional
agenda, or one of limited geographic reach. While in the beginning, it would
not have been politic for the ETC to suggest that subcontractors take on wider
responsibility, the NEAETC has established its credibility and developed the
trusting relationships to now be proactive in this regard. For the most part,
NEAETC funds have been used to further the activities of institutions already
active in AIDS. Mini-grants have provided opportunity for some new players
but the ETC has not been strategic in inducing the participation of
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organizations that have constituencies that should be but are not currently
involved in AIDS work. Although institutional programs have been strengthened
with resources and technical assistance from NEAETC, these strengths have not
necessarily flowed back into’ the program to be exploited on a regional level.

The ETC’s  strategy of minimal structure has succeeded well in the short
term, However, if the past is any predictor of the future, the nature of the
epidemic and therefore the training needs can be expected to continue to
change rapidly. It will be critical that there be some sustainable mechanism-
-either a strong organization or an integrated regional system or both--in
place that will not only monitor the needs but also mobilize the resources on
an ongoing basis. As mentioned previously, the Clinical Directors Advisory
Committee appears to be a positive step in this direction. NEAETC’s  real
challenge for the future is to develop a strategy and an organizing framework
for implementing that strategy which assures that the responsive, quality
training that has been the ETC’s  trademark continues long into the future.

IV. EDUCATION AND TRAINING PROGRAM

A. Needs Assessment Activities

No formal needs assessments have been done as part of the NEAETC
program. However, all of the subcontractors have been active in the AIDS
arena for some time--providing care, doing research, and/or carrying out
education related to HIV/AIDS prior to becoming involved in the ETC program.
Based on the assumption that thisexperience has yielded a good understanding
of the training needs in the field, a conscious decision was made to place
resources into training rather than additional data gathering.

B. Training Activities

1. Target Trainees

The ETC’s two-pronged trainee target are broadly defined to include those
“who are active in the care of AIDS patients” as well as “the larger number
of health and social service professionals who have little experience with
AIDS and HIV infection.” Specifically, the target trainees are identified as
health care providers who have faculty and/or in-service responsibility for
the education of residents, students and colleagues in medical centers,
hospitals and health professions schools throughout the region or health care
providers who are currently active in providing care for HIV-positive
patients. Physicians, dentists, nurse practitioners, physician assistants,
nurses and allied health professionals (physical and occupational therapists,
dental hygienists, medical technologists, medical assistants) who fall into
the above categories are all targeted.

2. Training Activities, Objectives and Methods

Training activities are organized and/or conducted at two levels--the
NEAETC central level and the subcontractor level. At each of these levels,
the training is either provided directly or as a co-sponsored event. The
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former is generally the mechanism of choice of the subcontractors while the
latter is the predominant mechanism employed at the central level.

A range of educational and training approaches used, including the
didactic method, small group discussions, role playing, and video vignettes
are designed to elicit discussion and interactive broadcasts. An interesting
approach used in some student education by NEAETC is the “standardized
patient” methodology--a technique for teaching and evaluating interviewing and
diagnostic skills by using trained non-physician “actors” to simulate a
patient encounter.

The NEAETC categorizes its training activities as follows:

. Faculty Development and Train-the-Trainer Programs:
targeted toward health care providers who have faculty
and/or inservice responsibility for the education of
residents, students, and colleagues in medical centers,
hospitals, and health professions schools throughout the
region;

. Intensive “Secondary” Training (Hini-Residencies):
programs focusing on the clinical management of AIDS
patients;

. *Primary” or “Basic” AIDS Training: targeted toward a
wide range of health professionals and offered through a
workshop or conference format;

. Curriculum Initiatives for Resident and Health Professions
Students in Training.

In addition, the NEAETC undertakes several special focus initiatives, the
implementation of which cross-cuts these categories:

. Community-Based Initiatives: seed money to fund new or
expanded curricula development, trainings, and development
of resources and materials;

. Substance Abuse: programs implemented and planned as a
result of supplemental funding received half way through
year 02 of the grant;

. Programs that Impact Minorities: programs that train providers who
serve large numbers of minority patients, particularly community
health center personnel.

The programs of selected subcontractors are described in more detail in
Appendix III. Following is a brief description of some of the education and
training activities that have taken place under each of the above categories.
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o Faculty Development and Train-the-Trainer Programs

“AIDS for Primary Caregivers” - Two and a half day programs targeted
toward faculty with responsibility for teaching medical students and/or
residents. This program, which has gained national recognition, has been
offered twice and is based on the Society of General Internal Medicine (SGIM)
curriculum developed under the direction of Dr. Harvey Makadon, Co-Principal
Investigator to the NEAETC, with funding from the American Foundation for AIDS
Research (this curriculum is outlined in the next section). Dr. Makadon
implemented the second offering of this program. This is an annual offering
of the ETC. In year 01, this program had 19 participants, including 17 MDs
and 5 RNs. In year 02, there were also 19 participants, 11 of whom were MDs
and 5 of whom were RNs.

The Massachusetts Hospital Association (MHA) subcontracts to the ETC to
conduct train-the-trainer programs in community hospitals. The program goal
is to prepare trainers to teach hospital staff, including dietary staff,
pharmacists , social service staff, medical records personnel, maintenance
staff, as well as boards of trustees how to better carry out their roles vis a
vis AIDS patients. Those trained are generally RNs.  Prior to ETC funding,
the MHA had developed an “AIDS 101” manual for participants in the program.
The ETC funding has allowed the MHA to offer this training in more hospitals
as well as providing for the development of an “AIDS 201” manual, focusing on
patient care issues.

Four local train-the-trainer workshops have been offered around the state
of Massachusetts including ones in Lawrence, New Bedford and Berkshire County.
The workshops assisted in the development of local speakers bureaus and in-
house trainers for community agencies. The majority of those trained were
nurses and allied health professionals.

Some faculty development activities have been initiated at participating
universities. At UMass Medical School, a one-day workshop was held for family
physicians who serve as preceptors for third year medical students in
collaboration with the Department of Family Medicine. At Dartmouth, faculty
development efforts have taken the form of “‘grand rounds.”

o Mini-Residencies

Seven mini-residency programs are currently being offered under the
NEAETC through five subcontracts:

. Brown University - The Brown University AIDS Program has a
mini-residency component that targets physicians.

. University of Massachusetts Medical Center - targets
physicians.

. Beth Israel Hospital - has two mini-residencies, one for
physicians and one for nurses.

. Yale - has two mini-residencies, one for physicians and
one for nurses.
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. University of Connecticut Health Center - targets primary
care providers - physicians, physicians assistants, and
nurse practitioners.

Each of these mini-residencies is described in Appendix III.

o Primary or Basic AIDS Training

Primary or basic AIDS training programs are targeted for physicians,
dentists, nurses, and allied health professionals.
length, in approach, and in content.

The programs vary in
They have been anywhere from one hour

long to two days long with a total attendance range from 10 to 400
participants. In year 01, there were 80 such programs held. Of these 80
programs, 29 were six or more hours long with an average attendance of 87
participants per session. The remaining 51 programs of shorter duration had
an average attendance of 52 persons.

The programs are geared to local needs and are frequently designed in
response to a request. In Massachusetts, it is usually the six AHECs that
offer this type of training; in Rhode Island, the ETC co-sponsors programs
with the Department of Health and the Brown University Program on AIDS; in
Connecticut, the University of Connecticut Health Center, the Northwest
Connecticut AIDS Project, and Yale University subcontractors will be offering
this type of training; and in the northern tier, the Maine Consortium is
responsible.

Some examples of this type of training being offered are listed below:

. The Northwest Connecticut AIDS Project sponsors a series
of workshops for nurses who work in the four hospitals
serving Litchfield County. The workshops are two hours in
length and are offered every other month. Topics include:
Legal and Ethical Issues; Women and AIDS; Pediatric AIDS;
IV Drug Users; and Community Resources.

. A one-day program was held in January 1990 by the Yale
University subcontractor. The approach was an “AIDS 101”
targeted toward a multidisciplinary audience. Sixty
people attended, the majority being registered nurses and
social workers.

The Yale subcontractor also offered a series of four
programs on substance abuse, neuro-psych, ethical issues,
and women and children’s issues. Approximately 15
professionals attended each session, including a few
physicians.

. Several grand rounds, half day, and full day workshops
were offered by the Massachusetts’ AHECs covering all
regions of the state.

. Grand rounds were conducted at Dartmouth and the Maine Medical
Center as well.
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.

The ETC co-sponsored with the Boston College School of
Social Work an international conference entitled “AIDS a
‘89: The Social Work Response.” Four hundred social
workers attended from New England alone.

The ETC, through its Maine Consortium contract, took over
the sponsorship of an annual two-day program entitled
“Living with AIDS” that was previously offered by the
Maine Consortium. Participants from all health
professions attended this program.

The Maine Consortium conducted five 7-hour events across
the State of Maine entitled “AIDS Education: Impact on
Service. ” The target population included home health
agencies, mental health services, long-term care staff and
nursing home staff.

A ten-session AIDS symposium was offered by the University
of Vermont Medical School. The participants included
residents, attending physicians, medical students, nurses,
and other health professionals. Attendance has ranged
from 35 to 65 people at any one session.

The,Boston  AIDS Consortium Mental Health Task Force
presented a two-day conference entitled “Creating AIDS
Care Partnerships: The Clinical and Community Response
for Mental Health Professionals.” The program was
designed to provide mental health professionals with a
forum to discuss the impact of HIV infection on their
professional practices. CEUs were granted for MDs, RNs,
SWs, NCCs, and CCMHCs. This program was sponsored by
several organizations, including the NEAETC.

The NEAETC facilitated a two-day conference on pediatric
AIDS for HHS Region I.

The New England School of Osteopathic Medicine works
through the Maine Osteopathic Association and the New
England Osteopathic Assembly. Participating in the
professional meetings of these two organizations was
deemed the most efficient way of reaching osteopaths in
the region. Several programs from one to three hours have
been conducted at the Maine Osteopathic Association
meetings. A three hour AIDS Symposium was conducted for
the New England Osteopathic Assembly in Newport, Rhode
Island. This was three hours in duration and focused on
clinical updates and sexual history taking in primary care
practice. Osteopathic physicians from throughout the
region participated in this program.

A day-long course for dental health professionals was developed
under a subcontract with Tufts University Dental School and was
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marketed with the assistance of the regional AHECs in
Massachusetts. The course was given several times in central,
northern and southeastern Massachusetts. It was not as well
received as anticipated and has been discontinued in favor of a more
consultative approach in conjunction with local dental initiatives.

o Curriculum Initiatives for Resident and Health Care Professions
Student Education

In Massachusetts, resident and student education has consisted, for the
most part, .of symposia devoted to AIDS. For example, an AIDS Awareness Day
was held in Boston for students from all four Massachusetts medical schools.
Over 200 students attended a two-day symposium held for the second year class
of the University of Massachusetts Medical School. A lecture series for
medicine residents at UMass Medical School, attended by thirty residents, was
held in November 1989.

In Rhode Island, a one-day symposium for students at Brown University
was conducted with over 100 students in attendance. A series of three two-
hour evening sessions for residents at Brown-affiliated teaching hospitals was
attended by fifteen residents , and an ongoing biweekly lecture series is now
offered to the house staff and others at Rhode Island Hospital.

The three subcontractors to the Maine Consortium, Dartmouth Medical
School in New Hampshire, the University of Vermont Medical School, and the New
England College of Osteopathic Medicine, were all given the charge of
developing medical school curricula and integrating curricula into
undergraduate and graduate medical school education. The successes in this
area include:

A clinical symposia course was designed at Dartmouth for first year
students. One unit of this course was on AIDS. The unit uses “standardized
patients” for medical students to interview. Participation in the unit is
limited; only 8-10 students at a time attend a class to facilitate
participation and discussion. Eight faculty preceptors facilitate the
discussion. These faculty were trained for their preceptor role. In
addition, AIDS content has been incorporated into the fourth year course
“Health, Society and Physicians.”

The University of Vermont has expanded AIDS content in both undergraduate
and resident training. First year students now receive a special series of
four two-hour sessions on AIDS. A sexual history taking class was initiated
as part of a human sexuality course. AIDS content has been added to a first,
second and third year epidemiology courses. A series of ten, one-hour
sessions on various aspects of HIV/AIDS has been included in the residency
program. In addition, residents are being trained in counseling and sexual
history taking using video feedback. For this class, actors from the drama
school were paid a small sum to participate as persons with AIDS.

The New England School of Osteopathic Medicine has conducted a thorough
analysis of the AIDS content in its curriculum. Several programs have been
conducted for medical, physical therapy, occupational therapy, and nursing
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students of one to two and a half hours duration. An additional six hours on
AIDS has been added to courses throughout the curriculum.

Additionally, students and residents are able to attend the faculty
development and primary AIDS programs offered throughout the NEAETC program.

o Community-Based Initiatives

Community-based initiatives are implemented through NEAETC’s  “mini-grant”
program. Grant money is intended to provide seed money to individuals or
institutions for curricula development, special training programs, and
resource and material development. This pool of money has allowed the ETC to
respond in a flexible manner to new training ideas, to assist community
agencies with local programming, and for meeting needs not contemplated at
the time of the original proposal preparation. The funding helps to foster
and reward initiative and can make the difference in whether a new idea is
pursued or lies dormant. Most of the projects under the community-based
initiative are cost-shared with the sponsoring organization in that several
organizations have already contributed a great deal to a particular project
and this money allows them to bring the project to fruition. The average size
of the grant is between $1000 and $3000. This unique approach has been well
received and well used by several organizations. A list of community-based
initiatives awarded in year 02 of the grant is included as Appendix IV.

o Substance Abuse Programs

Half way through year 02 of the grant, the NEAETC received supplemental
funding to provide additional training for health care providers on substance
abuse and HIV/AIDS. For the most part, the activities under this funding will
be added on to the existing programs. A faculty development program was
designed on AIDS and Substance Abuse. The content of the program will
emphasize the clinical aspects of substance abuse and the skills necessary to
be an effective clinician and teacher in this area.

The Massachusetts Hospitals Association’s train-the-trainer program for
community hospitals has been expanded to include a substance abuse component.

Also, under this initiative, a series of six teleconferences on Alcohol,
Drug Abuse and AIDS will be offered for physicians, nurses, and social
workers. This series will be broadcast using the HealthNET network operated
by the Boston University AHEC program. HealthNET has negotiated with the AIDS
Satellite Network of the Physicians ’ Association for AIDS Care (PAAC) to
include the substance abuse series as part of the regular network broadcasts.
HealthNET has negotiated an agreement to have its sites, most importantly
community health centers, receive these broadcasts free of charge. The
content of these teleconferences is discussed in the next section.

Additionally, several regional workshops are planned and will be offered
-through the regional AHECs, the Rhode Island Department of Health and Brown
affiliated hospitals, the Maine Consortium for Health Professions Education,
and other community agencies with experience and interest in substance abuse
and AIDS.
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3. Curricula and Haterials Developed or Used

Subcontractors tend to develop programs for replication, thus requiring
some sort of formal curriculum. On the other hand, underlying the NEAETC’s
direct training and its co-sponsored activities is the often-articulated
philosophy that “prepackaged trainings don’t work” and that trainings must be
individualized. Therefore, formal curricula are largely absent at the central
level. Where formal curricula are used, NEAETC has generally utilized or
built upon existing curricula and materials.

One program that was centrally developed is the “Substance Abuse and AIDS
Program; A Faculty Development Program for Primary Care Providers.” Faculty
from Yale, Harvard, and Brown, as well as Project Trust at Boston City
Hospital were involved in the development of this three-day program. The
program is guided by a set of training objectives, an agenda, pre/post test,
and a collection of review articles.

The annual regional faculty development program, “AIDS,for Primary
Caregivers, ” is based on the Society of General Internal Medicine (SGIM)
“primary” AIDS curriculum developed under a grant from the American Foundation
for AIDS Research. The components of the curriculum are:

Medical Issues
Epidemiology of HIV infection
Transmission of the HIV virus
Infection control
Screening and Diagnostic Tests
Overcoming reluctance
Patient counseling
Taking a sexual history
Ethical concerns
Cultural sensitivity
IV Drug abuse
Referral and community linkages
Use of multidisciplinary teams
Management of patients outside the hospital

The Massachusetts Hospital Association uses a number of formal curricula
in its training programs. Its initial train-the-trainers series, “AIDS 101,”
is guided by two curricula. The first, “AIDS: An Educational Reference
Manual,” was developed jointly by MHA and the Massachusetts Department of
Public Health prior to ETC affiliation. This curriculum includes both
teaching methods as well as AIDS content. Under ETC funding, a supplemental
curriculum on substance abuse was developed and includes sections on addictive
disease, classification , effects and treatments, the HIV-substance abuse
connection, and intervention strategies.

Through a subcontract with the Somerville Portuguese American League, a
multidisciplinary training manual was developed for the Portuguese-speaking
health care community. The manual can be used either as an instructional
guide or as a self-study manual. It includes instructional guidance material
(a self-test with an answer key, general learning objectives, and profession-
specific expectations) as well as substantive sections on dispelling myths,
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background information (causative agent, epidemiology, transmission,
symptoms), diagnostic tests, treatment, condom use as well as profession-
specific precautions against contamination (physicians,particularly
internists, surgeons and pathologists , nurses, laboratory technicians, social
workers, acupuncturists, dentists, housekeeping personnel, ambulance
personnel, funeral homes employees, workers in animal research labs and
teachers).

Several important reference manuals have also been produced as part of
the NEAETC program. The first, “Clinical Manual for Care of the Adult Patient
with HIV Infection,” by Drs. Howard Libman and Robert Witzburg is intended as
support for any ETC training. It is an expansion and update of a collection
of review articles, mainly written by Boston City physicians, originally
developed as a clinical guide for the Boston City Hospital AIDS program.
The second, developed under the MHA subcontract is a practical reference on
HIV/AIDS patient care particularly relevant to hospital-based personnel.
Written by local AIDS experts, “HIV/AIDS Patient Care: A Collection of Works
for Hospital Personnel,” covers 17 topics. “AIDS Mini-Residency Program
Readings : 1989-90, o a collection of journal articles has been assembled to
support the Beth Israel nurse mini-residency program. In addition, the
Central Massachusetts AHEC compiled the proceedings of the HHS Region I
pediatric AIDS conference.

The NEAETC has produced several video training materials as well.
Through its subcontract with Boston City Hospital, NEAETC is in the final
production stage of a video to support culturally-sensitive AIDS care for the
Haitian community which relies heavily on BCH for its care. The video, which
provides caregivers with background on the Haitian culture in general as well
as cultural responses to AIDS, is due for completion in the fall of 1990.
Videotapes and video vignettes have been developed by the Medical Humanities
Division at UMMC and the Rhode Island Hospital as teaching aids in the
respective institutions.

Eleven hour-long interactive teleconferences on AIDS and related subjects
targeting the New England community health center network, were produced for
broadcast distribution to the HealthNET sites in Year 01. For wider coverage
following the initial broadcasts, videotapes of these teleconferences were
distributed through cable networks in the greater Boston area with concurrent
notification to the health centers to make them aware of these broadcasts. An
additional six teleconferences on substance abuse are in production, financed
through supplemental grant funds.

4. outputs

In terms of participant numbers, the NEAETC reached 7606 persons in year
01 of the grant. 5202 of these persons participated in programs categorized
as primary or basic AIDS education and 1269 fall under the category of
student/resident training. The estimated numbers for year 02 (based on nine
months worth of data) are 12,978. 10,100 of these participants were reached
through primary or basic AIDS programs (including the substance abuse
teleconferences) and 1350 were reached through student/resident education
programs. Year 01 includes the original five states; year 02 includes the
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State of Connecticut, which joined the NEAETC program half way through the
year.

c. Efforts to Reach Minorities

One of NEAETC’s  strategies for reaching health professionals serving
minority communities builds on the network of community health centers which
serve as points of entry for many disadvantaged minorities seeking health care
services.

l The Massachusetts League provides training on AIDS to the Boards of
Directors of the health centers.

l The FCHC provides on-site, in-service training for health center
provider staff. This includes AIDS training and consultations as
well as a series of AIDS research updates.

l The Boston University.AHEC HealthNET is an interactive TV network
focusing on health topics and producing education programs for health
workers. The HealthNET serves 45 participating institutions in
Massachusetts and New Hampshire through weekly education programs.
Forty community health centers are subscribers (program started in
1984). In year 01 of the grant, the AHEC HealthNET produced six hour-
long interactive broadcasts on AIDS, as well as five other related
broadcasts on substance abuse and on hepatitis. This initiative was
heavily subsidized through a grant from Smith, Kline, and French as
well as ETC funding. A series of substance abuse teleconferences
produced by HeathNET and broadcast via the AIDS Satellite Network of
the Physicians ’ Association for AIDS Care is currently underway.
Community health centers will receive these broadcasts free of charge.

l The Maine Consortium in conjunction with the Maine Office of AIDS
designed a clinical update and legal/ethical issues program targeted
for the boards of directors at community health centers. A similar
program is being designed to target physicians at community health
centers.

The NEAETC has also collaborated with the following individuals and
groups to implement programs for providers serving minority communities:

l Somerville Portuguese American League produced a training
manual for Portuguese-speaking health care providers;

* The Worcester Latin0 AIDS Network developed a training manual
in Spanish and conducted workshops for Latin0 health and
social service providers in the Worcester area;

l The Rhode Island Department of Health, via its Minority AIDS Task
Force, has offered a major conference on minority issues in each of
the first two years of the ETC program. In addition, it has
presented “brown bag” symposia on minority issues targeting community
health care providers:
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l Dr. Michael Meyers, a minority private practice physician in
Boston, serves as a consultant to the NEAETC to develop
curricula on issues of particular concern to minority
populations and to serve as NEAETC’s  liaison on minority
issues with key staff of a number of health centers in the
Boston area.

D. Training Issues and Successes

A highlight of the NEAETC program is its emphasis on training aimed at
improving skills and producing changes in clinical practice.
replete with examples of such efforts,

The program is
however, most notable is the wide

variety of clinical training opportunities made available at a number of
sites around the region under the NEAETC auspices. Known as mini-residency
programs, these intensive clinical experiences assist providers, who are
otherwise capable of providing care and who want to provide care, of getting
over the fear or uncomfortable feeling of treating patients with HIV/AIDS.
While most providers in the higher incidence New England states have ample
opportunities to avail themselves of basic AIDS education, this “advanced”
training is certainly filling a training gap. Although the clinical trainings
are open to providers throughout the region, mini-residencies have been less
accessible and less widely marketed to providers in lower incidence states.
NEAETC is challenged to develop strategies to get providers from the northern
tier states to participate in the mini-residency programs.

NEAETC's  ability to provide training to a broad spectrum of professional
disciplines practicing in a variety of health care settings should also be
noted among its successes. There is one notable exception however. Training
of dental health professionals has not fulfilled its potential. Early
efforts to market a dental program in various locations around Massachusetts
met with minimal success. The current consultative strategy is reactive
rather than proactive, a continuing void in a region where dental care for
AIDS patients is extremely limited.

In its subcontracting, the NEAETC’s  approach has generally been to hook
up with organizations or institutions already active and known in the areas of
AIDS research, AIDS care, or AIDS education. Given the number of AIDS
“players” in the region, this no doubt has enabled the ETC to capitalize on
this wealth of expertise available throughout the region and has been helpful
in avoiding duplication. At the same time, it has been somewhat limiting.
Subcontractors have tended to focus on their traditional geographic,
institutional and/or professional constituencies. While training to date has
reached a broad spectrum of health care providers, it remains to a large
extent’s  shotgun approach. A future challenge for the central office staff
will be to develop a strategic plan for comprehensive training coverage in the
region.

NEAETC community initiatives or mini-grants, while similar to co-
sponsorship undertaken by other ETCs , add a strategic catalytic dimension.
Monies awarded under this initiative have been used for seed money for good
ideas that may not have otherwise been developed, for completing projects that
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had been started but have run out of money, and for responding to training and
education activities that were not envisioned at the time of grant application
or subcontract negotiations.

The NEAETC has followed through on its strategic approach to serving
minority populations. By targeting providers and staff at community health
centers, the NEAETC extends its training to organizations that serve as points
of entry for large numbers of minorities seeking health care. NEAETC also
targets training of health care providers serving two minority populations not
targeted by other ETCs --Portuguese-speaking and Haitian communities, the
latter being a particularly high risk group. Excellent training materials
have been developed to improve AIDS care to these groups.

The strong bias of the NEAETC central staff against “prepackaged”
programs might well have led to missed opportunities and loss of economies of
scale. This may be particularly true in the low-incidence areas of the region
where educational offerings are appropriately introductory in nature and among
constituencies whose AIDS-related tasks are well-defined. Fortunately, as the
program has developed, a balance has been struck between structured programs
and customized events, with the subcontractors tending toward prepackaged
programs for constituencies they know well and the NEAETC staff designing
customized offerings for more specialized or sophisticated audiences.

v. PROGRAM ADHINISTRATION

A. Administrative Systems

1. Hanagement Control biechanisms

The systems for subcontract management were already in place with the
AHEC program, thus, facilitating the process of bringing the ETC on board.
Subcontracts are negotiated and drawn up by the Principal Investigator. The
Grants Management Office approves the subcontract and an account is
established. Bills go through the Grants Management Office, although close
track of subcontractor accounts are kept in the ETC office. Reconciliation of
expense reports are done monthly. The staff time for fiscal management of the
grant is donated to the ETC. The two staff who are responsible for the
management are both full-time AHEC employees.

2. Hanagement Information Systems

Data are collected for each training event and are kept in a spreadsheet
database. Reports can be generated in a variety of formats, and are generally
run for inclusion in year-end reports and continuation applications. These
reports include a complete listing of all ETC sponsored programs, location,
target population, and number of participants. Thus, the database is used
more for reporting purposes rather than ongoing management.

3. Coordination

At the central level, the Program Director and the Health Educator serve
.an informal coordinating function in the course of their day-to-day
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the Maine Consortium for
Health Professions Education was formally charged with the responsibility of
coordinating activities in the northern tier,
phased out for the third year.

a responsibility that has been

Subcontractor meetings are held quarterly to discuss program direction as
well as management and administrative issues. All subcontractors are required
to submit a six-month progress report and an annual report.

Advisory boards also serve a coordination function. In addition to the
six-state New England AIDS ETC Advisory Board, consisting of the major
subcontractors and key strategists and collaborators, the northern tier has
its own advisory committee, comprised of
organizations, the Maine Consortium, and
AIDS in each of the states.

4. Marketing the ETC

the three subcontractor
representatives from the Offices on

A New England AIDS ETC logo has been developed. Stationery with the logo
is used mostly by the central office staff. Subcontractor organizations use
their own logos but always mention the ETC in any brochures, handouts, or
materials developed that are related to ETC activities.

There is no formal strategy to market the ETC as an entity, although the
central office maintains a comprehensive mailing list. Efforts to market the
ETC include :

l Development of a brochure describing the NEAETC program with a
detachable section for requesting further information or for
requesting addition to the mailing list.

l Production of a newsletter. To date, one newsletter has been
produced. The newsletter included comments from the
Director, an article on a new staff member, a calendar of
events, a review of audiovisual materials, and an annotated
listing of resources.

Marketing of individual ETC offerings has been very successful.
Attendance at programs has exceeded original projections. Some programs, such
as the faculty development programs, have been oversubscribed and have waiting
l is ts .

B. Systems for Managing Training Events/Programs

1. Trainee Recruitment/Selection

In general, the sponsoring organization is responsible for trainee
recruitment. This is usually accomplished through brochures advertising the
particular program. Registration is generally open to all within the targeted
group. In the case of mini-residencies, where only a few can attend at a
time, recruitment is more select. For the most part, trainees self select
into programs.
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2. Output/Outcome Reports

A program report is completed for every training sponsored by the ETC.
This is a two-page form and includes the following data fields: program
title; program location; type of program; length of program; teaching
approach; registration fee; CEUs; evaluation method; and practice setting.
A different form is used for reporting resident and student trainings. These
forms are forwarded to the NEAETC for inclusion in the database.

c. Training Facilities

The ETC works together with its many subcontractors and co-sponsoring
organizations to identify training sites and facilities. Where available and
appropriate, university auditoria and classrooms are used. Often, commercial
conference space is rented. The mini-residency programs are offered on-site
at collaborating hospitals.

D. Cost Sharing

Cost-sharing occurs at both the administrative and programmatic level.
UMMC and the Massachusetts Statewide AHEC program provide considerable support
in the form of office space, utility costs, phone costs, subcontract
administrative costs, supply and equipment costs, and, particularly, in fully
underwriting the salary expense of the Principle Investigator and the Project
Administrator.

With NEAETC’s  approach of collaborating with existing programs, costs for
programs are decreased because trained staff are already in place, program
development is sometimes minimal, and institutional support is provided. In
short, ETC programs are incorporated into the existing structure.

E. CEUS

CEUs are offered for many of the ETC’s programs. Continuing education
departments of the collaborating medical schools have facilitated the process
of making continuing education credit available for training programs offered
by the respective university.

P. Library/Information Services

The NEAETC maintains an AIDS resource library. This library consists of
materials from sponsored trainings, curricula and materials from other ETCs,
relevant newsletters, and videos. The videos of AIDS Satellite Network
broadcasts of the Physicians Association for AIDS Care are also contained in

‘the resource library. Listings of available materials are included in the
NEAETC newsletter.

ETC staff have been working with the Boston AIDS Consortium on
development of the Provider Information Network (PIN), a computerized
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compendium of AIDS health care and social service providers for persons with
AIDS. PIN information will be available by phone for use by all health care
providers. The information gathering is complete for the Boston,area.
Currently, the AIDS Consortium is fund raising for the computer equipment.
The ETC is working to expand the PIN to the rest of Massachusetts with a small
grant from the Department of Public Health. Eventually, the ETC plans to
expand the system to the rest of New England.

The Central Massachusetts AHEC produced an AIDS information and services
directory for the Central Massachusetts region. The directory was distributed
free of charge to providers and persons with HIV infection. This project was
partially funded by the ETC.

G. Sustainability

The NEABTC’s  plan for sustainability follows the strategy that has made
the Massachusetts Statewide AHEC Program self-sustaining after the withdrawal
of federal support. Over the, past six years, the Statewide AHEC has been very
successful in replacing the decreasing level of federal funding with state,
local and private sources of funding. Plans call for the ETC to follow the
same strategy of keeping legislative and public officials informed of the
effort and the benefits to their constituents; development of programming that
involves and serves the mutual interest of the medical center and community
facilities and providers; and implementing programs (such as the various
faculty development, training-of-trainers and student curriculum projects)
which have long-term impacts without need of ongoing funding.

VI. mI4MARY  AND FUTURE  PLANS

The New England AIDS ETC has emerged as a confederation of subcontractors
working collaboratively with the central NEAETC staff to deliver training
meant to significantly impact the AIDS-related health care practices in the
region.

The New England AIDS ETC can take credit for many training successes,
especially their clinical mini-residencies, their community-based initiatives
program, and their efforts with community health centers. The NEAETC has
taken two different approaches to developing its programs. In Massachusetts
and Connecticut, the approach has been to identify key individuals and key
organizations already involved in AIDS research, AIDS education, or AIDS
patient care and hook up to their programs. In this manner, the NEAETC is *
able to enhance and support existing, successful programs. In the northern
tier states and, to some extent, in Rhode Island, the approach has been to
identify a major subcontractor who will take the responsibility of
coordinating activities for the entire state.

The program in Massachusetts and Connecticut consists of a multitude of
subcontractors and collaborating agencies. The NEAETC has done a very good
job of getting all of these various organizations and institutions to commit
to the ETC program, as politics and “turf wars” have often been barriers in
the past. The challenges to the NEAETC program are to develop a mechanism for
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feeding this wealth of expertise back into a regional program, especially
enhancing the sharing of materials, successful programs, and individual or
institutional expertise across subcontracting organizations and across the
states in the region.

In the future, the structure and programmatic approaches are expected to
remain essentially the same. For the most part, the current subcontractors
will continue with their participation and their programs, although the roles
of a few--notably the Maine Consortium for Health Professions Education--will
be modified. There will be few modifications in the faculty development
programs, the train-the-trainer programs, the minority outreach programs, the
primary AIDS programs , or the mini-residencies. The community-based
initiatives will serve the same needs as in the past. The budget includes the
funding of 10 to 12 community-based initiatives in Connecticut to target
agencies or areas of the state that have not been fully included in programs
to date. The plans for the substance abuse supplemental funding monies are in
the initial implementation phase. These activities will be in full swing in
year 03 of the grant.

One new initiative worthy of note is in the area of professional school
curriculum. A task force of Harvard School of Medicine faculty have taken on
the task of developing a model curriculum for all four years of medical
school. The initial planning has begun with Dr. Harvey Makadon, Co-
Principal Investigator of the NEAETC, leading this initiative.

One area to watch in the future is that of sustainability. One of its
strengths in the short term may turn out to be a weakness in the longer term.
With its loose structure and collaborative approach, the NEAETC gives the
appearance of operating more like a short term project than an on going
concern. HRSA funding has been the glue that has held this conglomerate
together. Sustainability of the ETC entity in the absence of these funds is
questionable. Sustainability of individual programs may fare better. The
seed money provided by project funding has strengthened the programs of NEAETC
subcontractors which are becoming institutionalized. Plans for sustaining
broader programmatic efforts call for the NEAETC to follow a strategy similar
to that followed by the Massachusetts Statewide AHEC Program which has been
successful in the past six years with replacing the decreasing level of
federal funding with state, local and private sources of funding. However, in
the absence of an ETC entity, the responsibility for program continuation will
fall back onto the AHEC whose mandate is limited to Massachusetts rather than
the region as a whole. Even in Massachusetts, past fund-raising successes are
not guaranteed to continue into the future given the current state fiscal
crisis.
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Goal :

Improve the ability of health care providers to appropriately diagnose, treat

Goals and Objectives of NEAl3TC

and care for AIDS patients in their own communities, and serve as effective
patient educators to help prevent the transmission of HIV infection.

Objectives:

1.

2.

3.

4.

5.

6.

7.

Establish a mechanism for collaboration on education initiatives among
academic institutions, hospitals, health care professionals, health
centers, and public and private agencies concerned with the provision of
services to AIDS patients and with the education of health professionals
and health professions students.

Provide for faculty development and train-the-trainer programs. These
programs will be targeted for physicians, dentists, physician assistants,
nurse practitioners, nurses and allied health professionals who have
faculty and/or in-service responsibility for the education of residents,
students and colleagues in medical centers, hospitals and health
professions schools throughout the region, and will enable participants
to implement the curriculum on HIV infection to be developed by the ETC.

Provide training on the prevention, diagnosis and treatment of HIV
infection to practicing health professionals throughout the New England
area, focusing on the education of primary care providers. Training will
focus on all issues related to effective patient management, including
counseling of patients on risk reduction, cultural sensitivity, ethics,
availability of community resources, and dealing with one’s own fears
and biases, as well as up-to-date information on research and clinical
aspects of HIV infection.

Provide for development of curriculum and training opportunities for
medical students and residents, and other health professions students,
emphasizing skills such as history taking and patient communication.

Provide for special focus on training needs of health professionals who
serve large numbers of minority patients.

Provide for coordination of ETC activities with existing AIDS hotlines,
clearinghouses, Treatment Evaluation Units, Clinical Studies Groups, and
tertiary care institutions to assure ongoing availability of information
and consultation for health professionals.

Provide plan for continuation beyond project period.
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List of NEAETC Subcontractor Organizations

Beth Israel Hospital

Boston Trustees of Health and Hospitals (Boston City Hospital)

Maine Consortium for Health Professions Education

l University of Vermont Medical School (Direct subcontract in Year 03)

l Dartmouth Medical School (Direct subcontract in Year 03)

5 Regional AHECs (Berkshire AHEC, Boston AHEC, Merrimack Valley AHEC,
Southeastern Massachusetts AHEC, Central Massachusetts AHEC)

Massachusetts Hospital Association

Brown University AIDS Program

Rhode Island Department of Health

Yale-New Haven Hospital (Yale University Schools of Medicine and
Nursing) (Years 02 and 03)

University of Connecticut Health Center/Mount Sinai Hospital
Outpatient Department (Years 02 and 03)

Hartford Hospital (Years 02 and 03)

Fenway Community Health Center

Massachusetts League of Community Health Centers

Tufts University School of Dental Medicine

AIDS Action Committee

Boston University School of Medicine (AHEC

(Years 01 and 02)

HealthNET)
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A. Background

The northern tier consists of the states of Maine, Vermont, and New
Hampshire. These three states were grouped together because of their similar
geography and similar AIDS epidemiology; i.e., large rural and small town
areas where the number of reported AIDS cases is small, but where increased
cases are projected in the future.

B. Structure and Staffing

The contract to direct and coordinate education and training programs for
these three states was given to the Maine Consortium for Health Professions
Education. Seven months after the start of the subcontract a Program
Coordinator was hired for the northern tier. This position was 50 percent
sponsored by the Maine Office on AIDS and 50 percent sponsored by the ETC
grant .

The Maine Consortium, in turn, funded two subcontracts with the purpose
of developing medical school curricula and integrating this curricula into
undergraduate and graduate medical school education. These two subcontracts
were established with the University of Vermont Medical School and Dartmouth
Medical School in New Hampshire. A third subcontract was established with the
New England College of Osteopathic Medicine. The purpose of this subcontract
was twofold : to impact on osteopathic medical school curricula; and to plan
and implement AIDS education and training programs for osteopathic physicians
throughout the New England region.

During year 01 of the grant, a Northern New England Advisory Committee
comprised of members from the three subcontractor organizations and
representatives from the Offices on AIDS in each of the three states was
formed . The goals for the committee were to give the northern ETC program its
own identity and to set goals and priorities for AIDS education activities in
the tri-state area. A Maine Training Committee, comprised of members who are
training and program oriented, was also created to guide AIDS education and
training programs for the State of Maine. Additionally, the New England
College of Osteopathic Medicine established an AIDS advisory group and the
University of Vermont Medical School established an AIDS planning group.

In year 03 of the grant, subcontracts will be drawn up directly between
the NEAETC central office and Dartmouth, the University of Vermont, and the
Maine Consortium. This will increase the efficiency of managing the grant by
cutting out an administrative layer. The New England College of Osteopathic
Medicine will continue to subcontract with the Maine Consortium.

C. Program Activities

1. Dartmouth Medical School

In years 01 and 02 of the grant, Dartmouth focused on faculty development
and the integration of HIV/AIDS material into undergraduate and resident
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medical training at their respective institutions. Faculty development was in
the format of grand rounds at Dartmouth. The grand rounds include physicians
as well as residents and medical students.

A clinical symposia course was designed at Dartmouth for first year
students. One unit of this course was on AIDS. The unit uses “standardized
patients” for medical students to interview. Participation in the unit is
limited; only 8-10 students at a time attend a class to facilitate
participation and discussion. Eight faculty preceptors facilitate the
discussion. These faculty were trained for their preceptor role.

Dr. Ford von Reyn, the Program Coordinator at Dartmouth, conducts monthly
seminars on AIDS, These sessions are taped and made available to anyone who
makes a request. Generally, five to ten primary care physicians attend these
sessions. The majority of trainees for Dartmouth’s programs have been
physicians and nurses.

2. University of Vqrmont Medical School

The University of Vermont has focused on undergraduate and resident
training. A sexual history taking class was initiated as part of a human
sexuality course, and the epidemiology of AIDS was added to an epidemiology
course. Residents were trained in counseling and sexual history taking using
video feedback. For this class, actors from the drama school were paid a
small sum to participate as persons with AIDS. The thrust of the
undergraduate family practice curriculum at the University of Vermont is
toward training of rural physicians.

A ten session AIDS symposium was offered by the University of Vermont
Medical School. The participants included residents, attending physicians,
medical students, nurses, and other health professionals. Attendance has
ranged from 35 to 65 people at any one session.

3. The Maine Consortium for Health Professions Education

In Maine during year 01, the focus was on faculty development as well as
primary health provider training. Two grand rounds were presented at the
Maine Medical Center concentrating on pediatric AIDS and AIDS from an
infectious disease perspective. The ETC took over the sponsorship of an
annual two-day program entitled “Living with AIDS” that was previously offered
by the Maine Consortium. Participants from all health professions attend this
program. The Maine Consortium, with their ETC contract, conducted five
programs throughout the State of Maine entitled “AIDS Education: Impact on
Service.’ Each program lasted seven hours. The target population included
home health agencies, mental health services, long-term care staff and nursing
home staff.

The Program Coordinator, working with the Maine Office of AIDS, designed
a clinical update and legal/ethical issues program targeting the boards of
directors at community health centers. A similar program is being designed to
target physicians at community health centers.
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4. New England School of Osteopathic Medicine

The New England School of Osteopathic Medicine works through the Maine
Osteopathic Association and the New England Osteopathic Assembly.
Participating in the professional meetings of these two organizations was
deemed the most efficient way of reaching osteopaths in the region. Several
programs from one to three hours have been conducted at the Maine Osteopathic
Association meetings. A three hour AIDS Symposium was conducted for the New
England Osteopathic Assembly in Newport, Rhode Island. This was three hours
in duration and focused on clinical updates and sexual history taking in
primary care practice. Osteopathic physicians from throughout the region
participated in this program. The School of Osteopathic Medicine has also
done staff training in two of Maine’s osteopathic hospitals.

The New England School of Osteopathic Medicine has also conducted a
thorough analysis of the AIDS content in its curriculum. Several programs
have been conducted for medical, physical therapy, occupational therapy, and
nursing students of one to two and a half hours duration.

D. Regional Relationship

Although, administratively, the subcontractors will be dealing directly
with the NEAETC central office in the future, all agree that there is value in
a subregional Northern tier concept. In particular, the subcontractors feel
they will continue to benefit from sharing program ideas during the advisory
board meetings.

With regard to the ETC, however, subcontractors feel that they have not
been involved in the strategic decision-making process at the regional level.
This is especially true with respect to budgeting decisions; funding
priorities have not been communicated to the subcontractors.



BETH ISRAEL HOSPITAL

Under the umbrella of the Beth Israel (BI) Hospital subcontract, Dr.
Harvey Makadon, a general internist, provides a primary care focus for both
physicians and nurses for the regional program. The major activities for
physicians conducted under this subcontract include the development and
implementation of a primary care train-the-trainer’s module on medical
interviewing around AIDS issues, convening of an AIDS Provider Group,
development of a casebook for use in medical curriculum and provision of ad
hoc training sessions, as well as serving as the catalyst for the development
of other AIDS training products.

The AIDS Provider Group consists of 50 to 60 physicians in the Boston
area, mainly primary care providers, who meet monthly at Beth Israel Hospital
to talk about special AIDS issues and cases.

The ETC-sponsored casebook development is part of a larger effort under
the aegis of the Office of Educational Development at Harvard. New Pathway,
as this effort is known, is a project to develop integrated curricula around a
specific medical problem, in this case, AIDS. Following the development of
the core curriculum by Harvard, and educational materials and the casebook
under ETC auspices, the Macy Foundation will fund the implementation of the
new curriculum including a faculty development course.

As a catalyst, Dr. Makadon put together a group of experts to develop a
curriculum on AIDS and drug abuse, building upon the primary care module.

Clinical Training for Physicians

At the BI, clinical training for physicians takes the form of case
consultation, under the direction of Dr. Makadon and Dr. Calvin Cohen. The
program offers a weekly half-hour session during which time consultation is
provided on a multidisciplinary basis for physicians who want to discuss
specific case management questions. The program serves a network of ten
primary care physicians, thirty residents, and ten medical students. A
typical session is attended by 2-4 providers, including practicing physicians
and medical residents. Consultation is available from the Homecare  and the
Social Services departments as well.

Nurse Mini-Residency

The Beth Israel hospital also serves as the site for a nurses’ mini-
residency program. In December 1987, Dr. Harvey Makadon approached Susan
Burns, Director of Community Services and Home Care at Beth Israel Hospital to
develop a training program that contained both didactic and practical
activities. Susan Burns worked on program content with Eileen Hodgman, who is
a program developer.

Their target audience for this program is staff nurses from community
hospitals and home health agencies. They were not going to train nurse
practitioners or licensed practical nurses. The mailing lists of the



NEAETC
Appendix III - Page 5

Massachusetts Nursing Association, hospital listings, and employees of the
VNA were used to market the program.

The didactic part of the program had already been developed and
implemented as part of a course entitled “Center for the Advancement of
Nursing Practice,” also conducted at the BI. Initially, a four-day practical
was planned; however in subsequent cycles, a two-day practical emerged as the
optimum balance between depth of experience and the time nurses could get away
from work.

The didactic segment of the program has evolved from an AIDS 101 type of
presentation at the beginning of the course to a more mature level, as there
had been a striking increase in basic knowledge of AIDS over the first two
years.

The practical segment was designed to show the nurse the whole spectrum
of the illness from inpatient, to ambulatory, to home care. The practical is
run in five groups of four nurses with a “core faculty advisory group” that is
responsible for the nurses for the two days. This advisory group is comprised
of clinical nurses and social workers from BI.

During the first part of day one, the nurses are divided into three
inpatient units to accompany the core faculty advisory group on nursing
rounds. For part two of the first day, each nurse hooks up with a primary
care nurse taking care of an AIDS patient and follows that nurse for the rest
of the day. At the end of day one, the nurse visits the clinical trial nurse.
The day culminates with an interview of an AIDS patient by one of the core
faculty,

Day two focuses on community resources and home care. The nurse visits a
patient in the home in the morning and visits the STD Clinic in the afternoon,
where pre- and post-testing are viewed in great depth.

Nurses from the six state regional area have taken the course. The
course is free for nurses from BI but is $75 for others. Ms. Burns did not
feel that this fee was too high for the applicants. Although not advertised,
there are “scholarships 11 for nurses who are unable to attend for financial
reasons. These monies are used for tuition, housing and transportation. The
program is run five times a year. Many more people take the didactic course
(120) then can be accommodated in the practical.

The ETC role in this mini-residency program is primarily as a funding
agency; however, Ms. Burns pointed out the collaborative and consultative role
that the ETC has played numerous times. Help was received from the ETC in the
development stage and on an as needed basis for program maintenance.



DNIVRRSITY OF MASSACHUSETTS HRDICAL CJlNTEiR
!4IM-RESIDENCY  PROGRAM

The mini-residency at the University of Massachusetts Medical Center is
under the direction of Dr. Patrick Fairchild, Medical Director of the HIV
Clinic at UMMC, and Dr. Neil Blacklow, Director of the Division of Infectious
Diseases. The idea for the mini-residency was originated by the Project
Director of the NEAETC who approached Dr. Fairchild with the idea at the time
the grant proposal was being written.

The target audience is practicing family physicians, general internists,
fellows in infectious diseases, residents in medicine, nurse practitioners and
staff nurses from the VNA. It has been difficult to create a didactic course
to meet the needs of all of these providers. The course takes a middle of the
road approach so that everyone can understand the material. The articles that
are germane to the course are collected in a binder and sent to the
participants before the course.

The mini-residency consists of both a didactic segment and a practical
segment. There have been four mini-residency programs offered as of March
1990. Fifteen to twenty people complete each didactic session. Two or three
of these participants go on to complete the clinical portion;

The didactic segment is one day long. At first, the didactic session was
heavily weighted to the basic science aspects of HIV infection but has evolved
into a more “how to” approach. The didactic portion consists of presentation
on serotesting, epidemiology, pediatric AIDS, clinical manifestations,
antiviral therapy, vaccine development, prevention of transmission,
psychiatric concerns, special consideration of the IV drug abuser, and AIDS
Clinical Trials Groups.

The clinical segment consists of a half day in the HIV Clinic observing
and taking part in the team management of HIV infected clients. Participants
are paired either with a fellow, a nurse practitioner or Dr. Fairchild. For
that day, the clinic is “stacked” with the more “interesting” patients.
Emphasis is placed on history-taking, physical findings, and symptoms related
to HIV disease as well as diagnostic and therapeutic decision-making.
Indications and mechanisms for patient enrollment and eligibility into NIH-
sponsored protocols are discussed.

The participant stipend is $20; and, although not advertised, there are
scholarships for people unable to pay the stipend or for housing and travel
expenses.



YALR-NW HAVEN HOSPITAL

A. Back.ground

The Yale-New Haven Hospital subcontract has been very slow in becoming
operational. Connecticut did not become a part of the ETC until Year 02 of
the project. In addition, because of initial problems funding delays, the
Yale site did not appoint an ETC person until August 1989. Unfortunately,
this person left the job in October and Mary Mellors, R.N., took the position
of Coordinator. Ms. Mellors donates her time to the ETC.

Under the leadership of the central office staff, the Yale site planned
to develop similar programs to the other sub-contractors in the region; i.e.,
the nurse mini-residency at Beth Israel Hospital, the primary care mini-
residency at UMMC, and other education and training programs being offered in
the region. Unfortunately, in the fall of 1989, there was a major structural
change in Yale’s AIDS program , so that relationships with the physician
providers never developed and the primary care residency has not occurred.

B. Education and Training Programs

1. Faculty Development Program: AIDS and Substance Abuse

As part of the Yale-New Haven Hospital subcontract, a program entitled
“Substance Abuse and AIDS: A Faculty Development Program for Primary Care
Providers” was developed. This three-day program is guided by a set of
training objectives, an agenda, pre/post test and a collection of review
articles. The program, held in March 1990, was open to physician and nurse
faculty from the entire New England region.

2. Nurse Mini-Residency

The nurse mini-residency became operational in January 1990. It is
marketed to the southwest corner of Connecticut, including New Haven and
Bridgeport, where most of the cases in the state are concentrated (other than
in Hartford, which is another sub-contractor). It targets nurses in community
hospitals, skilled nursing facilities, inpatient hospices, visiting nurse or
community health agencies or other settings caring or anticipating caring for
patients with AIDS-related illnesses. In all, the program will accommodate 10
nurses. Thus far, one session has been held that three staff nurses from
southwest Connecticut attended.

There is no formal didactic component associated with the residency,
however, it will be marketed in conjunction with a Primary AIDS Training
Conference. All participants who have not had didactic training are
recommended to take an educational program at another time supported by the
Yale site.

The structure of the nurse mini-residency is a two-day program of
observation of patients in a 29-bed general medicine unit with a high
proportion of AIDS patients. The program is conducted under the supervision
of the head nurse. Structured observation includes:
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. assessment, diagnosis, intervention, and evaluation of the patient
with AIDS-related health problems;

. implementation of intradisciplinary use of “substance abuse
guidelines” in the care of the AIDS patient;

l participation in multidisciplinary team rounds;

l participation in patient care rounds for discharge planning;

l participation in patient activity groups;

. consultation with clinical nurse specialist (AIDS, psychiatric
liaison) concerning the development of a patient care plan;

l participation in staff support group led by psychiatric liaison
nursing to role play situations in the care of AIDS patients with IV
drug abuse or difficult behaviors;

. an optional rotation to the outpatient AIDS Clinic to gain experience
in the outpatient management of AIDS-related health problems.

3. Hiscellaneous  Events

Other educational and training programs offered by the Yale subcontractor
include :

o A one-day program held in January 1990. The approach was an
“AIDS 101” targeted toward a multidisciplinary audience.
Sixty people attended, the majority being registered nurses
and social workers.

o A series of four programs were held on substance abuse,
neuro-psych, ethical issues, and women and children’s issues.
Approximately 15 professionals attended each session,
including a few physicians.

c. Regional Relationship

The relationship between the Yale site and the central office is a loose
one. A representative from Yale always attends the quarterly ETC
subcontractor meeting. The Yale subcontractor, however, relies more heavily
on the central office for management and administrative purposes rather than
for program development assistance.



BOSTON EEALTE AND HOSPITALS COBPOBATION

Through a subcontract with the Boston Health and Hospitals Corporation,
coordinated by Dr. Howard Libman at Boston City Hospital (BCH), the ETC has
funded the development of three discreet training products. The subcontract
provides salary support for the coordinator and discreet amounts for each of
the products.

The first product, “Clinical Manual for Care of the Adult Patient with
HIV Infection,” by Drs. Howard Libman and Robert Witzburg was published early
in 1990, and is intended as support for any ETC training. It is an expansion
and update of a collection of review articles originally developed as a
clinical guide for the Boston City Hospital AIDS program.

The second product is a video to support culturally sensitive AIDS care
for the Haitian community which relies heavily on BCH for its care. The
video, which provides caregivers with background on the Haitian culture in
general as well as cultural responses to AIDS, is due for completion in the
fall of 1990.

The third product , a self-instructional set of 20 to 30 slides for
community health center staff, is in the planning stage.



HASSACEUSETTS HOSPITAL ASSOCIATION

The focus of the Massachusetts Hospital Association (MHA) subcontract is
on the training of hospital-based trainers. Activities are coordinated by
Denise Basaillon. Building on a previously developed AIDS policy manual for
hospital CEOs, the subcontractor is responsible for first developing and
implementing general AIDS training (AIDS 101). This program has recently
added a substance abuse module. Responding to a need for additional training,
AIDS 201 addresses more practical applications.

The manual for the AIDS 101 train-the-trainers program, “AIDS:  An
Educational Reference Manual” was developed jointly with the Massachusetts
Department of Public Health. The two-part manual includes sections both on
educational issues (adult education, teaching strategies, learning objectives,
and resources) and AIDS information (clinical aspects), as well as
psychosocial issues confronted by the caregiver. Training began in the fall
of 1989. Approximately 80 hospitals apply each year for training; 25 are
accepted based on interest, need and geographic location. The staff of five
hospitals are trained in a cluster, on-site at one of the participating
institutions. Usually four to five staff members attend from each hospital
representing different areas such as infection control, staff development, and
social services. The AIDS Action Committee assists in the implementation of
this program by coordinating PWA speakers. Approximately 125 individuals have
participated in this program as of March 1990.

The didactic session on substance abuse includes presentations on:
addictive disease, classification, effects and treatments; the HIV-substance
abuse connection; and intervention and strategies. It has been conducted for
three of the initial training clusters and will be conducted as a
supplementary training until all of the initial group has been trained. The
session has been and will continue to be conducted as a second round of
training for trainers trained in the first five AIDS 101 programs and will
subsequently be added as third day of the AIDS 101 curriculum.

AIDS 201, which is fully funded by NEAETC, consists of a series of
didactic patient care conferences, the first of which was held in February
1990. This one-day conference, held at the MHA office, addresses
transcultural issues in providing AIDS care, clinical features of HIV and new
treatment strategies, HIV-infected IV drug users, and linkages to out of
hospital care.

As part of its subcontract, MHA has published a practical reference on
HIV/AIDS patient care particularly relevant to hospital-based personnel.
“HIV/AIDS Patient Care: A Collection of Works for Hospital Personnel,”
covering 17 topics and written by local AIDS experts, was published in the
fall of 1989.

In addition, the MHA is undertaking a special project to hook up
hospitals to on-line AIDS information services including CDC, clinical trials,
and the Provider Information Network (PIN) of the Boston AIDS Consortium.



MOUNT SINAI HOSPITAL OUTPATIJM' SERVICES

UNIVERSITY OF c0NNEcT1cuTlIED1cALcBNTER

The Mount Sinai Hospital Outpatient Service (University of Connecticut
Health Center) in Hartford, Connecticut, became a subcontractor of the New
England AIDS ETC in the second year of the grant when Connecticut was
transferred from the NYU ETC’s catchment area to that of NEAETC as part of a
supplemental grant. The subcontract provides for a small budget for training
materials, a nominal amount of the physician-coordinator’s time (Dr. Harry
Katz-Pollak), and 20 percent time for a nurse (Marie Hebert-Begley), who
spends the remainder of her time in clinical practice. The budget includes
assistance to the University of Connecticut Department of Continuing Education
to support the ETC training effort.

The program of the University of Connecticut Medical Center focuses on
primary care providers--physicians, physician assistants and nurse
practitioners--in northeastern and north central Connecticut.

The program is strategically targeted and designed for maximum behavioral
change. The program targets cities and towns in which the epidemic is in its
early phases. The underlying premise of the program is that primary care
givers in these areas are aware that if they have not yet seen an AIDS
patient, it is only a matter of time before they will. The program is
designed to prepare these caregivers for this first encounter which, if it
goes smoothly, should encourage them to see treating AIDS patients as a more
routine part of their practice. The program is viewed as a pilot, and the
subcontractor expects to learn from the experience of the first year and to
adapt the design accordingly.

The training program consists of a two-phase design: a one-day didactic
session for community-based providers followed by an optional half-day mini-
residency.

The didactic session, “AIDS/HIV Infection: Management in the Primary Care
Setting,” focuses on the “bread and butter” issues of providing AIDS care in a
private practice setting. It is presented by a team consisting of the
physician-coordinator, the program’s nurse-clinician and a social worker from
the state health department. The physician presents the biology and
epidemiology of HIV infection, HIV antibody testing, clinical manifestations,
and management. As part of the strategic design, these presentations
concentrate on information with practical application to the primary care
giver, rather than the scientific details. The nurse-clinician discusses
pre- and post-test counseling and other relevant psychosocial issues, while
the social worker describes the medical/legal aspects of AIDS including
Connecticut’s AIDS confidentiality and testing law. The program closes with a
series of case discussions. A set of 400 clinical and didactic slides has
been developed to support these sessions. Algorithms of “what to do in
case... I1 have been made into both slide and handout format. The didactic
sessions are considered a prelude to and a means of actively marketing the
mini-residencies. In the first year, didactic sessions were held in six
locat ions , primarily community hospitals. 430 persons attended, of which 130
were physicians.
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The University of Connecticut Department of Continuing Education provides
considerable support and advice to the program. It takes responsibility for
logistics including site arrangement, marketing, registration, and CME
accreditation. Offering CMEs  and skillful marketing are considered to have
been the two critical success factors in achieving high physician response.
The marketing approach deserves special note. A special brochure was designed
for the series. It not only carried the name of the Office of Continuing
Education of the University of Connecticut, but prominently announced that the
program was presented in cooperation with the six local institutions. It
gives the positive and non-threatening message that primary caregivers are not
expected to become AIDS experts and that they can count on the support of
those who are:

The course is designed to teach health professionals the basic
skills and knowledge that will enable them to deliver initial
counseling, medical evaluation and treatment to HIV infected
persons. The course will also provide guidelines for the ongoing
care of people with AIDS/HIV infection, in consultation with
specialists.

The brochure also notes in several places that interested participants should
register early because a “brisk” response is expected, a strategy which tends
to stimulate demand.

m. On advice from the Department of Continuing Education, a nominal fee of
$20, which covers course materials, lunch and breaks, is charged to engender a
sense of value for the program. Supplemental funding for this series was
obtained from Burroughs-Wellcome Company and LyphoMed Company.

The mini-residency experience is offered at an ambulatory care facility,
(the Bergdorf Health Center, one of the Mount Sinai Hospital outpatient sites)
and the facility where the physician-coordinator has a large portion of his
clinical practice. The health center is located in a disadvantaged section of
Hartford with an AIDS patient population made up primarily of IV drug users
and their spouses. The mini-residency is integrated with the health center’s
regularly scheduled AIDS clinic. During the mini-residency, the clinical
staff of the health center doubles as the training staff. The clinic staff
have been prepared for their roles as trainers by the physician-coordinator
and the nurse clinician.

The design of each clinical experience is carefully orchestrated by the
physician-coordinator. Patients in the current clinical practice are
identified for their teaching value and are scheduled for the day of the mini-
residency. They are sequenced to build from initial identification through
various complications. An attempt is made to ensure that at each clinical
experience there will be at least one patient in each of the following
categories: asymptomatic HIV+ ; asymptomatic but with a low T-cell count; co-
infection with syphilis; co-infection with tuberculosis; CNS problems; and AZT
management problems. To ensure that this schedule is followed, the patients
are contacted personally by the physician-coordinator or the nurse clinician.
In a population of IV drug abusers, it is difficult enough to have patients
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keep medical appointments, but to be able to implement such as ambitious
training design, the staff must be highly commended for their efforts.

During the half-day experience, participants observe various health
center staff as they interact with the patient. They are encouraged to ask
questions of the patients as they observe the medical consultation and they
are offered the opportunity, but not required, to physically examine the
patient.

A mini-residency experience is scheduled every 6-7 weeks. Because of
space limitations and the potential to be intrusive, this clinical experience
is limited to one practitioner at a time. Marketing begins with the program
brochure described above:

A practical follow-up training session will be arranged for a
limited number of attendees who wish to review personally clinical
cases of AIDS/HIV infection, being treated at a major ambulatory
care facility. This mini-residency will offer you the opportunity
for direct discussions with infected persons about their personal
experience with AIDS.

At the close of the didactic session, participants interested in participating
in the mini-residency are asked to fill out an enrollment form. It is
stressed that enrollees be providers actively involved in patient care, an
emphasis being placed on primary care physicians. Of the 430 participants in
the six didactic sessions, 30 have expressed interest in participating in the
mini-residency.

A month before the scheduled experience, the enrollment forms are
reviewed and providers are phoned until one can attend. By the end of April,
1990 four participants had been scheduled. Much to the frustration of the
staff, two of these had to cancel too late to reschedule a replacement.
Consideration is now being given to scheduling two participants at a time.
Of the two providers that have been trained, one was a private practice
physician and the other was a nurse practitioner from the corrections
department providing care in penal institutions around the state.



BROWN UNIVERSITY AIDS PROGRAM (BRUNAP)

The major subcontractor in Rhode Island is the Brown University AIDS
Program, which includes three hospitals affiliated with the Brown University
Medical School. The overall subcontract is administered and coordinated
through the Memorial Hospital under the direction of Dr. Ken Mayer; Rhode
Island Hospital and Miriam Hospital serve as the clinical training sites. The
clinical experiences are coordinated by Dr. Alvan Fisher and Dr. Chuck
Carpenter respectively.

While the subcontractor is involved in collaborative efforts with most of
the other AIDS training resources in the state and is often in a leadership
role, it does not see its role as either determining the strategic direction
of AIDS training in the state or as the coordinator of AIDS training efforts
statewide. The subcontractor is supported by an advisory committee which
serves a review and comment function.

The subcontractor’s training strategy is to involve the primary care
departments together with the resources of the infectious disease departments
in training primary caregivers. The subcontractor primarily targets
physicians to supplement the state health department’s focus on nurses’
training. The subcontractor’s primary responsibilities include holding an
annual physician’s conference, carrying out
program, and serving as the focal point for
Islg.nd,  as well as collaborating with other
training efforts.

a primary provider education
mini-grant activities in Rhode
agencies in a variety of AIDS

The first annual physicians conference was held in May 1989. This one-
day conference included sessions on current practice and patient management
issues, discussions by local and national AIDS care role models on how to
integrate AIDS care into one’s practice , and presentations of networking and
referral sources in the Rhode Island area, as well as local non-medical
community resources that can be called upon to support patient care. The
second conference is scheduled for September 1990.

The training design of the Primary Provider AIDS Education Program
includes two sequential didactic sessions followed by an optional clinical
experience at one of the two locations. The format of the clinical experience
diffws between the two sites.

The didactic sessions are scheduled in the evening for the convenience of
the providers. The curriculum content for the didactic component is an
evolving one. Originally, the agenda that was originally piloted included
legal issues, psychosocial issues, and a list of resources in addition to
clinical management. It was found that providers were really only interested
in the clinical management aspects of the program. The agenda has been
modified to a large extent in response to the providers’ interest, with a
heavy emphasis on the practical rather than academic aspects of patient
management, such as counseling and testing of at-risk patients, monitoring the
asymptomatic patient, prophylactic therapies in early HIV infection, treatment
of opportunistic infections, and case management of early and advanced HIV
infection. In spite of its lack of popularity among the participants, the
psychosocial content was considered to be too relevant to be dropped. In the
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first year, the agenda is covered over two sessions spaced one week apart. A
three-session program was piloted for a short time, but the original two-
session model was reinstated. Integrative clinical case discussions follow
the didactic portion of each session. Five short written cases, with follow-
up questions have been prepared for this purpose.

The Primary Provider AIDS Education Program is marketed via a letter of
invitation from the director and the coordinator of the Brown University AIDS
Program to “All Interested Medical Colleagues.” Prospective participants are
solicited through mailing lists obtained from the Rhode Island Medical
Association, a targeted mailing list of the American Medical Association, and
a mailing list from the Rhode Island Family Practice Association. The letter,
which is sent out approximately one month before the first session, indicates
that five credit hours in Category 1 CMEs  is available free of charge. The
program is also advertised in the Rhode Island Medical Journal. As of the
spring of 1990, the didactic program was attended by 78 physicians, 15
residents, 20 dentists, 7 nurse practitioners, 4 physicians assistants and 1
other health care worker.

At the end of the didactic component , providers are asked to sign up for
the clinical component. Approximately half of the attendees participate in
the clinical component. The clinical experience takes place at either the
Tuesday afternoon immunology clinic at Meriam Hospital or the Wednesday
morning AIDS/HIV clinic at Rhode Island Hospital. One physician is scheduled
per session. Participants have the opportunity to observe approximately 10
patients. The Meriam Hospital experience focuses on case management within
the context of solo practice while the Rhode Island Hospital experience
offers a more institutionally-based focus including formal case conferencing.

As of June 1990, approximately 30 of the physicians who attended the didactic
sessions also participated in the clinical experience; others are scheduled to
complete the mini-residency in the coming months.

Under a mini-grant, a pediatrics mini-residency program was presented in
March 1990. It paralleled the regular mini-residency program with two
didactic sessions and a half-day practicum at the Pediatric HIV clinic at
Rhode Island Hospital. The didactic portion was attended by 64 health care
providers including physicians, nurse practitioners and nurses, the majority
of whom provide care in non-hospital settings. A second mini-grant supported
a one-day program on substance abuse, given by Alan Whartenburg at the Alcohol
and Addiction Project at Rogers Williams Hospital. The program, targeted to
primary care providers caring for substance abusers, was attended by 100
people. It focused first on care issues for the substance abuser both in the
inpatient and outpatient setting, including the behavioral aspects of patient
management, and progressed to the role of the primary care provider in
relation to AIDS and substance abuse, wrapping up with issues of HIV
management. ‘Two other mini-grant activities in the state included events for
Brown medical students (a day-long seminar for students which included 4
diverse panels, and an AIDS Awareness Day).

Future plans include co-sponsoring a dental program with the state health
department and the dental society.
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I. Overview of Program

The AIDS Education and Training Center (ETC) funded by the Health
Resources and Services Administration (HRSA) at New York University (NYU)
provides a comprehensive training program for health professionals in New
York City; Long Island; New Jersey; Puerto Rico and the U.S. Virgin
Islands. Connecticut was initially included in the program but was
transferred to the New England ETC located at the University of
Massachusetts, Area Health Education Center (ARK). Also, upper New York
state and the mid-Hudson Valley region has been transferred to the ETC
based at the University of Pittsburgh. Finally, the State of New Jersey
came under the domain of the ETC funded at the University of Medicine and
Dentistry of New Jersey, although NYU-initiated programs for New Jersey
which were already in place will continue until June 1991.

This redefinition of the NYU-ETC service area which occurred at stages
during the first two years of funding allowed the program to concentrate on
the high need areas of metropolitan New York, Long Island, and Puerto Rico.
Reshaping of the ETC’s region as the program was just getting underway also
presented a significant obstacle to program planning and development
efforts. Nevertheless, the ETC staff have developed and implemented six
strong components in their education and training program including
programs for physicians and other primary care givers; programs for
dentists and dental hygienists; workshops and other educational offerings
for other professional disciplines; a Train-the-Trainer Summer Institute; a
Faculty Institute; and an AIDS Warmline  for health professionals.

A. Cooperating Groups and Agencies

The ETC is formally based in the Division of Nursing of the NYU School
of Education, Health, Nursing and Arts Professions, although the ETC
receives input from other Departments in the School, as well as from the
Schools of Social Work, Medicine and Dentistry. Prior to ETC funding, the
Division of Nursing was also funded by the National Institute of Mental
Health to provide training on mental health and neuropsychiatric issues of
AIDS to health professionals in New York City. The ETC and the NIHH
training projects share staff, space and materials. An Educational
Programs Committee (EPC) comprised of NYU faculty from a cross-section of
health professions assists in curriculum development and has been able to
expand the existing modules developed under the contract with the National
Institute of Mental Health (NIMH).

The ETC’s  organization emphasizes collaboration with professional
organizations through the Council of Professional Health Related
Organizations (CoPHRO) and the various State Nurses Associations. The
(CoPHRO) is composed of practicing health professional organizations in
each of the targeted states. The CoPHRO was initially created to support
programs, recruit members of their discipline to attend offerings, advise
on faculty selection, detect unmet educational needs, assist in acquiring
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space for workshops and contribute to the-process of program evaluation.
The redefinition of the geographic area by WSA has necessitated redefining
the membership of this council.
in the program has been in flux.

As a consequence, the role of the CoPtIRO

The ETC subcontracts with the Nurses Associations of New York and New
Jersey for state coordinators to plan and coordinate workshops. There was
also a subcontract with the Connecticut Nurses Association before the
region was redefined.

During year 01 of the program, a subcontract with the University of
Puerto Rico (UPR) Medical Sciences Campus was developed. This subcontract
establishes the Puerto Rico Center for AIDS Education (PRCAE) and assures
the delivery of AIDS education throughout the 6 health regions of Puerto
Rico. In the third year of the project, a subcontractual relationship was
also established with SUNY-Stony Brook, previously an NIMH AIDS training
project site, to coordinate and expand training efforts of the ETC on Long
Island.

B. Program Goals and Objectives

The ETC program goal is to establish a regional educational and
training center on AIDS for a variety of health care professionals in a
multi-state region. The objectives of the program as initially identified
in the proposal are:

1. To prepare primary care givers and other health care givers in the
region for the treatment and prevention of AIDS.

2. To prepare selected health care professionals to serve as
instructors in disseminating information about the treatment and prevention
of AIDS to other health care professionals in their institution and/or
community through a specifically designed trainer curriculum.

3. To serve as a support system for health care professionals in the
region and as the focal point for information and assistance in resolving
questions about AIDS.

4. To provide faculty who teach undergraduate and graduate students in
the health professions with information about the treatment and prevention
of AIDS which will assist them in incorporating the content modules
developed in the ETC into their respective curricula.

5. To sensitize health care professionals to the stigma that society
imposes on minorities by training these practitioners to be’aware of and
serve the needs of the minority communities.

6. To implement a plan for evaluating the effectiveness of the ETC in
increasing trainee knowledge, to improve attitudes and measure the
efficiency of the operation.

Supplemental grants received for the third year of the program also
helped to shape two additional, focused program objectives. The first was
a grant to develop and implement intensified training addressing substance
abuse issues. The second supplemental grant was for education and training
efforts for the Community and Migrant Health Centers in Puerto Rico.
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II. Program HistoT

A. Origin and Major ihveloprental  Milestones

One of the two most significant aspects of the development of the ETC
at NYU was the pre-existence of the AIDS Training program funded by the
National Institute of Mental Health (NIMH). The ETC staff considers this
situation to have been “fortuitous” as .the ETC training program was able
to build and expand on the NYU Mental Health Project in terms of both scope
of trainings and geographic outreach. The two programs draw on the same
established pool of trainers familiar with the projects’ training modules.
The ETC and NIMH projects also share offices and meeting rooms for cost
effective measures and enhanced communication and coordination of
resources.

The relationships established by the NYU Mental Health AIDS Project
also support the AIDS ETC Program. These relationships are with groups in
the public and private sectors of the health care system, gay and ethnic
minorities who are currently providing care or are administratively
responsible for care to AIDS/HIV populations, and members of the AIDS
Service Delivery Consortium for the New York City AIDS Services
Demonstration Program. Trainers for the NYU ETC course offerings are
selected from these experienced community groups which helps to establish
program credibility. The trainers are familiarized with the training
curriculum, given guidelines and learning objectives from the ETC
management team, and have access to all the information and training
resources of the ETC. The link to the NIMH AIDS Training Program was
further strengthened in the third year by the relationship established
between the ETC and SUNY-Stony Brook for training on Long Island.

The second major factor affecting development of the NYU ETC has been
the shifting definition of the ETC’s region reassigning Connecticut,
upstate New York and the mid-Hudson Valley region, and, eventually, New
Jersey. Although the ETC staff have proven to be adaptable, this situation
has been the source of some frustration, because it has interfered with the
ability of staff to plan and target their programs. It has likewise
resulted in a certain amount of wasted energy toward coalition building.
This geographic arrangement has also created some bewilderment among target
groups in New York. For example, health care workers requesting inservice
on AIDS in Westchester County frequently call the NYU ETC only to be
directed to the Pittsburgh ETC, a region to which they do not readily
identify for training activities.

Several other issues that have impacted the ETC’s development are also
notable. The ETC, as well as the NIMH project, has not had to contend with
a controlling institutional bureaucracy that often characterizes other
academic based training and research grants. NYU has clearly allowed the
programs to have autonomy in program design and implementation and the
Division of Nursing has been supportive in providing free office and
training space.

Finally, the original NYU proposal speaks openly about the competition
for ETC funding in New York and the resulting difficulty the University had
in coalition building. However, the ETC did meet and secure the support of
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several agencies prior to
efforts since the program

funding and has successfully continued its
was begun.

B. Institutional Background

The New York University is composed of fourteen schools, colleges and
divisions at six major centers in Manhattan with additional campus programs
throughout the state. The academic units that are part of the ETC program
are: the School of Medicine and Post-Graduate Medicine, the College of
Dentistry, School of Social Work, School of Education, Health, Nursing and
Arts Professions (SEHNAP), Center for Continuing Education in Nursing, the
Sex Information and Education Council of the U.S. and the Center for
Career Advancement. Each of these units has a history of sponsoring some
AIDS educational interventions since 1986.

The NYU School of Medicine receives funding from the NIH to be an AIDS
Treatment Evaluation Unit (ATEU). This unit evaluates the safety and
therapeutic efficacy of antiviral agents. Fred Valentine, MD, the
Principal Investigator of this Project also serves as a resource to the
AIDS ETC. The NYU College of Dentistry
Prevention and Patient Treatment Center
1986 there has also been special dental
patients at the Bellevue Medical Center
College of Dentistry.

has operated an AIDS Education,
since May 1986. Since December of
treatment facilities for AIDS
staffed by residents of the NYU

Other AIDS activities of NYU are found in the Division of Nursing. As
discussed, the NIMH has funded a three year Mental Health Project. The
division has also offered AIDS forums as early as 1982 for the University
and Greenwich Village community. Faculty from SEHNAP developed a brochure
on “HOW to Talk to Your Children About AIDSn and have been consultants to
local media about AIDS and AIDS education issues. The Recreation and
Leisure Studies Department from this same school has developed a series of
courses related to gay issues including AIDS, stress, and recreation and
leisure for people with illnesses.

The long range plans for NYU include continued collaboration with the
School of Medicine, NYU Medical Center, and the College of Dentistry and
the School of Social Work. The organization of the New York-Caribe ETC and
its interrelationship to the NIMH AIDS project is shown on the chart on the
next page.

III. Prwam Structure

A. Geographic Target Area

The targeted geographic areas serviced by this ETC originally
contained all of New York State which ranks first in the nation in AIDS
cases. In New York City, AIDS is now the leading cause of death among men
ages 25-44 and women ages 25-29. While gay men still comprise the majority
of AIDS cases in any risk behavior group, the disproportionate
representation of minorities among AIDS cases continues to grow.
Currently, 28 percent of AIDS cases are among Black males and 23 percent
are Hispanic males. An even more disproportionate number of women are
minorities (51 percent Black, 32 percent Hispanic and 16 percent White).
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Since 1983, the proportion of IV drug cases has risen from 19 percent to
34 percent. The combined pediatric cases of New York City and the State of
New Jersey are 50 percent of the pediatric cases in the country. While the
increase in each borough of NYC is similar,
of Brooklyn, Bronx,

the statistics for the boroughs
Queens and Staten Island are slightly higher than

Manhattan. The AIDS cases of Manhattan are predominantly gay white males.
The other boroughs have an AIDS population primarily of minority IV drug
users. The New York City Health Department estimates that up to 230,000
people in New York City are infected with HIV and that the number of people
with AIDS in the state will rise to 60,000 by the end of 1993.

New Jersey ranks fifth in the nation in numbers of AIDS cases. The
largest percentage are IV drug users, their sex partners and children.
Racially, 49 percent of the AIDS cases are among Blacks, 13 percent are
Hispanic and 38 percent are White. Thus, a large majority are from Black
and Hispanic communities of New Jersey even though they do not make up a
majority of the overall population.

The cumulative number of AIDS cases reported in Puerto Rico to date
is over 4,000 and the annual incidence rate is higher than any other U.S.
state or territory except’ the District of Columbia. The Virgin Islands,
which also has a very high incidence rate, is also included in this ETC
region.

B. Collaborating Programs

The organization of the ETC, including its relationship to the NIMH
AIDS Training Project, was described in the previous section. State Nurses
Associations in New York, New Jersey and Connecticut (until its transfer)
serve as subcontractors to provide State Coordinators and implement
workshops for the training of nurses, social workers, physical and
recreational therapists, rehabilitative and bereavement counselors and
nutritionists. The Nurses Associations are given a free rein in terms of
the location and target group for trainings, but are specifically required
to hold a certain number of trainings. Each of the Associations is
provided with and oriented to the centrally developed training modules and
materials. Each also follows the philosophy of drawing on a small pool of
tested trainers.

A subcontract was established with the University of Puerto Rico on
May 1, 1988, the first operational year of the NYU ETC. This contractual
agreement with the University of Puerto Rico established the Puerto Rico
Center for AIDS Education (PRCAE) as a subsidiary of the NYU ETC. The
PRCAB provides AIDS education for a variety of health professionals in
Puerto Rico. The management team of the NYU ETC has and will continue to
visit the PRCAE site twice a year. There will be six two-day workshops
delivered by the project in Puerto Rico during the 02 and 03 years of the
project. Some of the 22 potential AIDS trainers identified by the PRCAB
attended the Train-the-Trainer Institute provided during the 01 and 02
years of the NYU project. The evaluations and pre/post tests designed by
the NYU ETC have been modified by the PRCAE and translated into Spanish for
use in the PRCAE course offerings.

The Educational Programs Committee (EPC) has been established to
develop and organize curriculum content and plan teaching strategies for
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the health professionals in the ETC region. This energetic committee is
composed of fourteen faculty members from NYU, each representing a specific
health care discipline: medicine, nursing, dentistry, psychology, social
work, occupational, physical and recreational therapy, bereavement,
rehabilitation counseling and nutrition. Under the direction of the ETC
staff and assisted by practicing clinicians from various disciplines
serving people with AIDS, the EPC has developed discipline-specific and
interdisciplinary case management curricula.

Initially, the faculty were to contribute 5 percent of their time to
the curriculum development but it is evident that much more time has been
spent in this phase of program development. The EPC faculty representing
Therapeutic Recreation, Nursing, Nutrition, Social Work, Occupational
Therapy and Physical Therapy have consulted on videotape productions for
the modules that are discipline specific. The ETC has also drawn on AIDS
training and caregiving experts from Bellevue Hospital to develop the
train-the-trainer curriculum and to assure the consistency and currency of
HIV information provided by ETC programs.

The Council of Professional and Health Related Organizations (CoPHRO),
representing a broad range of practicing professionals and health care
organizations in the target states , was initially created to provide
regional input in all phases of program development and evaluation. As a
formal body, this advisory council has not played as active of a role in
program development of the NYU ETC as originally envisioned, because
membership was not consistent due to the shifting regional definition. The
CoPHRO met once during the first year and again in July 1990. During the
interim, members were contacted informally for reactions and input to ETC
programs. Individual council members have been supportive and
collaborative with the ETC management team on an ad hoc basis.

There were other major collaborative efforts underway at the time the
proposal was submitted. The NYU AIDS Mental Health Project and the NYU
AIDS ETC intended to work with New York Hospital Association under a grant
from the W.K. Kellog Foundation to develop a curriculum on AIDS mental
health issues for hospital CEO’s.
time the ETC was funded.

However, this grant had expired by the
The NYU ETC has collaborated with the NYC Health

and Hospitals to develop curriculum for training all city hospital
personnel. There will be co-sponsored offerings regarding substance abuse,
HIV testing and counseling, minorities, women’s issues and pediatric AIDS.

The Robert Wood Johnson Foundation AIDS Grant funds the AIDS Health
Service Program for Newark and Jersey City under the direction of the New
Jersey Department of Health. A resource person from this program serves on
the Council of Professional and Health Related Organizations. Other
collaborative efforts include cosponsoring programs with the Gay Men’s
Health Crisis and Sloane Kettering Hospital. The NYU ETC cosponsored a
multi-regional conference for PHS physicians in DHHS Regions I, II 6 III
with the ETC’s in Massachusetts and Maryland. As mentioned, the ETC
established an important subcontract for training in Long Island with SUNY-
Stonybrook, previously a NIMH AIDS training contractor.

Initially, there was a subcontract with the New York Minority Task
Force on AIDS to provide consultants for workshop faculty, curriculum
development and minority issues. Due to reorganization within the Minority
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Task Force there is no longer a formal contract with the ETC.
Consultations on minority issues are provided by individuals from the
Minority Task Force, faculty of NYU and the Hispanic AIDS Task Force
composed of Hispanic leaders and convened by the ETC management team.

c. Accessibility of Training Sites

In order to make training events accessible to large numbers of
health professionals across the region,
major emphasis of the NYU ETC.

video teleconferencing was to be a
In the first year of the project there were

three videoconferences. However, the ETC staff determined that this was
not an appropriate training strategy after the region was significantly
reduced in size. Perhaps more significantly, the staff was also not
satisfied with the quality of training and training event management
afforded through this medium.

A series of open workshop offerings are held on the NYU campus in the
Spring and Fall. Currently, many ETC course offerings are held on site in
hospitals and agencies that either request trainings or are
targeted/recruited by the ETC and its subcontractors because of the
population that the organization serves. The Summer Train-the-Trainer
Institute is held on the NYU campus where classrooms and housing are
offered to program participants. A clinical experience is offered to
participants in the Institute through arrangements with the Bellevue
Hospital clinics as well as area.agencies  according to the interests
specified by individual participants. The subcontract with UPR is intended
to assure that training is accessible throughout Puerto Rico.

D. Staffing

Dr. Erline McGriff - Project Director. As the head of the
“management team”, responsible to the Dean of the School of Education,
Health, Nursing and Arts Professions, Dr. McGriff provides direction for
the planning and implementation of the project; approves appointment and
assignment of project staff; administers the budget; provides for a
systematic and ongoing record keeping system; and supports the evaluation
methods of the project. Dr. McGriff is also the Associate Director of the
NIMH project. A Professor in the Division of Nursing, she spends about 50
percent of her time on the ETC project and about a 35 percent on the NIMH
project.

Dr. Patricia Hurley - Associate Project Director. Dr. Hurley
collaborates with the project director in carrying out the duties and
responsibilities related to the implementation of the ETC specifically as
they relate to the NYU AIDS Mental Health Project. Dr. Hurley also
assumes administrative responsibility for the Train-the-Trainer Institutes
and the Faculty Institute held in the third year in collaboration with the
School’s Center for Career Advancement. Also a Professor in the Division
of Nursing, Dr. Hurley spends about 30 percent time on the ETC project and
60 percent of her time as Project Director of the NIMH Training Project.

Dr. Arnold Grossman - Assistant Project Director. Dr. Grossman
collaborates with the Associate Project Director and Project Director in
planning and implementing the goals-and objectives of the project; and
assumes major responsibility as chairperson of the Educational Programs
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Committee for the basic core curriculum and the components of the
curriculum that are discipline specific. Dr. Grossman is a Professor
the Department of Recreation,_ Leisure, Physical Education and Sport.

in
He

devotes 35 percent of his time to the project and replaces Deborah Labovitz
who originally was Assistant Project Director and chair of the EPC. Dr.
Grossman was recruited to this position based on successful collaboration
with Drs. McGriff  and Hurley on the NIMH Project, where he spends about 20
percent time.

Dr. Robert Malgady - Director of Evaluation. Dr. Malgady analyses
and interprets data from evaluation instruments that measure the
effectiveness of the ETC in increasing knowledge and improving attitudes of
trainees. He assumes responsibility for coordinating and reviewing the
evaluation efforts of the UPR site. Dr. Malgady has also replaced the
individual that originally served as the NIMH evaluator in order to achieve
continuity of evaluation between the two programs. Dr. Malgady is a
Professor in the Department of Mathematics, Science and Statistics
Education. He devotes 10 percent of his time to the ETC project and 10
percent time to the NIMH project.

Mr. Bill Sakolsky - Project Administrator. Mr. Sakolsky assists the
members of the management team with the day to dav oneration and
implementation of tie project and responds-to calis from other units within
the project. He takes the lead in marketing the program, staffing the
offerings and arranging for facilities. He performs informal needs
assessments prior to individual training events and attends a majority of
the course offerings to assure coordination and quality control. Mr.
Sakolsky has experience as a caregiver to people with AIDS and experience
with office/business management and continuing education.

Mr. Fred Schmidt - Assistant Project Administrator. Mr. Schmidt is
responsible for the business management of the office including setting up
and maintaining an appropriate record keeping and fiscal control system.
He also provides direction for the administrative assistant funded under
NIMH and for graduate students.

In addition to the members of the management team, the ETC staff
resources include Joan Hoexter, RN, Professor Emeritus of the School of
Nursing who provides consultation on curriculum development and Tom
Adamski,  RN, an experienced caregiver who provides consultation for
consistency and currency of HIV information. Conrad Rosenberg, MD is the
ETC Medical Director. Dr. Rosenberg has assumed primary responsibility
for development of trainings targeted to primary care physicians including
directing development of three videotapes. Harriet Goldman, DDS is the ETC
Dental Director. She has assumed primary responsibility for development of
trainings targeted to dentists, including directing development of two
videotapes. The UPR site director is Professor Daisy Gely and the Project
Director of the AIDS Project at SUNY, Stony Brook is Dr. Rose Walton.

There are currently fourteen members of the Educational Programs
Committee (EPC). These members work under the direction of the Assistant
Project Director who chairs the EPC:
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DISCIPLINENAME

Vivian Clarke
Sharron Dal ton
Nancy Esibill (first two years)
Harriet Goldman
Joanne Griffin
Diane Grodney
Arnold Grossman (chair)
Claudette Lefebvre
Carla Mariano
Paula McCreedy
Eileen Nathanson (first two years)
Doris Berryman
Mary Cuff Plante
Conrad Rosenberg
Joan Hoexter

Health Education
Nutrition
Rehabilitation Counseling
Dentistry
Nursing
Social Work
Social Work/Recreational Counseling
Recreation Therapy
Nursing
Occupational Therapy
Physical Therapy
Recreation Therapy
Nursing
Medicine
Nursing

The faculty for this committee are all licensed or certified in a
health related profession; hold graduate degrees with successful experience
in the practice of their discipline; and have some experience with teaching
students or individual/group counseling related to HIV. These faculty
members assist with the design, revision and evaluation of the basic core
curriculum of the ETC.

In addition, some members were assigned to a specific function related
to the implementation of the project: Clarke expanded the IV Drug Abuse
Module with special consideration to minorities; Goldman and Rosenberg with
two attorneys (Wheatley and Barr) developed a module on legal/ethical
issues; Grossman organized the mental health content into modules to
include difficult psychosocial issues confronting health care providers;
Mariano  developed an interdisciplinary case management module; Grodney and
Griffin designed curriculum for train-the-trainer institutes in year 01 and
02; Griffin is the lead trainer for the train-the-trainer institute;
Hurley, McGriff  and Grossman designed the curriculum for the Faculty
Institute in year 03. In the third year of the program, two EPC based Task
Forces were formed; one to address minority issues under the direction of
Vivian Clarke and a second to address substance abuse issues under the
direction of Dr. Madeline Nagle.

Finally, eight part-time graduate students funded through both the
HRSA and NIMH  grants assist in the staffing of the AIDS Warm Line, staffing
workshops and work with the project evaluator.

B. Organizational Qualities

The NYD BTC has assembled a strong and committed core staff and
created an active Educational Program Committee to develop curriculum and
consult on videotape production. This academic committee has networked
with practicing clinicians in their specific disciplines who are actively
involved in the care of people with AIDS/HIV. The ETC Management team has
also collaborated with the existing AIDS network of providers/agencies.
This collaboration has increased the pool of experienced trainers and
provided credibility to a developing program.
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A definite strength of the ETC program is the collaboration and
co-development with the NIGH AIDS Mental Health Project at NYU. The ETC
training program has been able to build and expand on the NIMH Project,
coordinate resources and course offerings, and cultivate external
relationships and, linkages that benefit both programs.

The ETC has remained flexible in organizational and training program
development by design and from necessity. The regional redefinition by
HRSA basically undercut the structure and activities of the CoPHRO. The
management team has nevertheless maintained an‘active relationship with
specific individuals of the board and the program has benefited from this
relationship. Except for New Jersey and Long Island, the shifting region
also undercut the initial strategy of involving nurse associations to
disseminate the centrally developed training modules outside of New York
city.

The subcontract established with the University of Puerto Rico Health
Sciences Campus is clearly an asset to the ETC organization. This campus
is the primary educational institution for a majority of the health
professionals who serve in Puerto Rico, The relationship between the UPR
site and the central NYU ETC site appears to be mutually beneficial.

Finally, the NYU AIDS ETC has been able to manifest the best aspects
of an academic institution without accruing the associated liabilities; a
credit to both the ETC and NYU. The energetic, involved EPC committee and
the supportive, but autonomous environment in which the ETC program exists
at NYU are two apparent examples.

IV. Training Program

A. Needs Assessment Procedures

The NYU ETC proposal as submitted to the Health Resources and Services
Administration did not include specific plans for conducting a needs
assessment in the region. The central ETC staff have relied on “key
informantW input from the CoPERO  members and other AIDS practitioners/
agencies for identification of health professional training needs in the
region. In addition, the ETC subcontractors are responsible for assessing
needs and targeting trainings in their respective areas. Needs assessments
for planning individual programs targeted to specific agencies are
conducted on an informal, but consistent basis.

For the Faculty Institute held in the third year of the project, a
comprehensive survey was developed and administered to faculty of health
professional schools throughout the region. The survey assessed the
current place, content and future plans for HIV/AIDS in curricula. The
results, not yet available, will be used for planning the outline and
content of the Institute.

The PRAEC identifies the needs of health professionals relating to
AIDS/HIV through liaisons with the Secretariats throughout the island’s
health divisions.
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B. Training Strategies

To meet the objectives of the AIDS ETC there are seven overall program
components . These are programs for physicians and other primary care
givers; programs for dentists and dental hygienists; workshops and other
educational offerings for other professional disciplines; a Train-the-
Trainer Summer Institute; a Faculty Institute; special, ad hoc programs;
and an AIDS Warmline  for health professionals. All components are
discussed in this section on training strategies, except for the Warmline
which is discussed in Section V.

Trainers for the NYD ETC course offerings are selected from the public
and private sectors of the health care system, gay and ethnic minorities
who are currently providing care or administratively responsible for care
to AIDS/HIV populations, and members of the AIDS Service Delivery
Consortium for the New York City AIDS Services Demonstration Program. The
trainers are familiarized with the training curriculum and given guidelines
and learning objectives from the ETC management team.

1. Specific Training Strategies and Methods.

a. Programs for Physicians and Primary Caregivers. The program for
primary care givers targeted physicians, physician’s assistants and nurse
practitioners for skill building in care and management of people with
AIDS. The initial strategy for reaching this group employed the use of a n
interactive videoconferencing lecture series. The program content included
epidemiology, immunology, medical aspects of AIDS, diagnostic assays,
vaccines and treatment, safety protocols and prevention, multidisciplinary
case management, mental health issues’and neuropsychiatric complications.

The-interactive videoconferencing method was chosen to accommodate
physicians’ crowded schedules. State coordinators were responsible for
networking and encouraging attendance. Two interactive videoconferences
were held for primary care givers on April 6, 1988 and May 18, 1988.
Hospital Satellite Network calculated from their viewership survey that a
national audience of about 13,500 physicians and other primary caregivers
were reached through 91 downlink sites. However, the ETC staff was
dissatisfied with the documentation of program participants provided by the
production company and with the capacity for quality control and evaluation
that this medium allowed. Further, it was not practical to continue the
interactive conference strategy since 75 percent of the site links were
outside of the ETC region after it was redrawn. Thus, interactive
teleconferencing as initially proposed by the ETC was discontinued after
three conferences including one held for dentists.

The new ETC strategy for bringing AIDS information to large numbers of
physicians is production and distribution of videotapes of panels of HIV
experts. The ETC, with the Medical Director, Dr. Rosenberg, taking the
lead, is currently working with Telesource, a production company, to
develop three videotapes for physicians. One tape will address
epidemiology, risk assessment and sexual history taking; the second tape
will address issues of patient management; and the third tape will address
specialist issues (OB/GYN/Pediatrics). These tapes will be mass produced
and distributed through the NYU School of Medicine, the New York Academy of
Medicine, the New York County Medical Society, the Nassau-Suffolk County
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Medical Society and the Academy of Medicine for New Jersey. The tapes will
also be translated and dubbed for use in Puerto Rico. The ETC also intends
to include a content evaluation along with each tape that can be returned
for CME credit to encourage viewing.

The ETC originally planned to offer primary care givers who attended
the teleconferences a clinical opportunity under a preceptor at the NYU
Medical Center. The objective of this one day clinical experience in an
acute setting was to familiarize participants with the environment;
precautions necessary when dealing with the HIV patient; and to expose the
participants to treatment modalities used for opportunistic infections.
However, it was determined not to offer the clinical experience through
this component of the program, apparently because the audiences were too
large to logistically allow implementation.

The ETC has also started to offer workshops and conferences targeting
primary care physicians, both ETC generated and upon request. One program
held in the spring of 1990 was a three-day “faculty development” course for
about 40 physicians. An important effort just getting underway is a series
of six offerings for physicians in Community Health Centers in New York
City under subcontract to the Community Health Center Association of New
York State (CHCANYS).

b. Programs for Dentists and Dental Hygienists. Development of the
second ETC program component paralleled that of the physician program, The
second interactive videoconference sponsored by the ETC was targeted to
dentists and focused on three issues: general information about HIV;
identification of oral lesions associated with HIV; and appropriate
infection control precautions. A one day clinical experience at the Dental
Clinic for AIDS Patients in Bellevue Hospital was to be offered to
participants who attended the videoconference. The objectives of this
experience were to learn appropriate infection control; recognize lesions;
and reduce anxiety in providing care to AIDS patients. Because the
audience was so large the clinical experience was again not offered to
conference participants.

As with physicians, the ETC is now developing a videotape in
conjunction with Telesource to be distributed to dentists. The video
content is being directed by Dr. Goldman of the EPC and will focus on
operatory cleaning procedures and oral diagnosis of HIV related
opportunistic infections.

c. Program for Other Health Care Professionals. The third training
component provides programs for nurses, social workers, psychologists,
occupational, physical, and recreational therapists, nutritionists,
bereavement and rehabilitation counselors and health educators. The ETC
offers workshops which incorporate core curriculum modules developed by
the NIMH training project and expanded by the ETC. In addition to these
modules, the ETC has developed specific curriculum for each of the targeted
professionals. This has been a major area of activity of the ETC and the
primary focus of the EPC.

Videotape productions developed by EPC members for Therapeutic
Recreation, Therapists, Nutritionists, Nurses, Social Workers, Occupational
and Physical Therapists are part of the discipline specific modules. The
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concept for the videos originated with the management team in response to a
perceived need to support the capability of trainers to meet the diverse
training requirements of a multidisciplinary audience. It was thought that
at any given training event, individual trainers could train using the core
curriculum followed by splitting into small, discipline-specific groups
using the videos to support training. These videos are being/have been
produced at the NYU Center for Media Services.

The implementation of these modules is flexible and can occur in
different formats from two day workshops to a course implemented over a
period of five weeks. A series of four two-day workshops co-sponsored with
the NIMB project are held on the NYU campus each spring and fall. The ETC
also holds workshops on site at an institution co-sponsoring or requesting
training.

There was initially a clinical component for counselors, recreational
therapists, nutritionists, social workers, psychologists and health
educators. Community-based AIDS organizations such as the Gay Mens Health
Crisis, PWA Coalition, Minority Task Force on AIDS and the Institute for
the Protection of Lesbian and Gay Youth were to offer this face to face
experience for the workshop participants; The one-day clinical experience
for nurses, occupational and physical therapists was also tq take place at
various medical centers throughout the region. As for physicians, it has
proven logistically difficult to offer this clinical component to workshop
participants in the first two years of the project..

d. Train-the-Trainer Institute. The fourth program of the ETC is the
Train the Trainer Institute. Participants in this program were to be
selected from Upstate New York, and the rural areas of New Jersey and
Connecticut for the first year. This plan changed with the geographic
redefinition. Planned for only the first two years of the project, a
Faculty Institute was held in place of the Train the Trainer Institute in
the third year of the project. At one point the ETC management team
considered also having a train-the-trainer institute in the third year due
to high demand, however this proved to be logistically unfeasible.

State coordinators and Council resource persons assist in recruitment.
Participants are selected primarily because they are responsible for staff
training in their own setting. The participants of this week long
institute are required to provide a letter from their sponsoring
institution expressly stating that they accept and will be responsible for
the applicant’s commitment to train at least fifty other individuals at the
sponsoring institution. The Training Institute focuses on: barriers to
teaching and learning about HIV; HIV infections; the impact of AIDS on
PWAs, health care workers and targeted populations; and HIV instruction
program with objectives, lesson plans and evaluation.

The program is five days in length with two days covering the core
curriculum and two days covering education and training principles and
techniques. The training institute includes a clinical experience on the
fourth day of the program. The fifth day is devoted to integrating the
clinical experience with previous learning and setting future objectives.
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e. Faculty Institute. The Faculty Institute is the fifth component
of the NYU ETC program and was offered for the first time in the third year
of the grant. About 40 faculty from graduate and undergraduate colleges
and universities in the region attended a two day institute which focused
on barriers to teaching and learning about AIDS; effective strategies for
teaching about AIDS; and developing objectives, lesson plans and clinical
experiences for their specific discipline. The Faculty Institute was
offered through the Center for Career Advancement at NYU.

f . Other Special Programs. In addition to these primary program
components, the ETC initiates or responds to a number of specific
activities. On separate occasions, the assistance of the ETC was requested
to plan and hold two workshops, one for podiatrists and one for
pharmacists, on HIV issues. Both requests were catalyzed by mandatory CEU
requirements legislated by the state of Florida in which many New York
state practitioners hold joint licenses.

The ETC sponsored a Train-the-Trainer Institute for NYU Medical
Students on two consecutive Saturdays early in the second year. Supporting
the initiative of the American Medical Student Association (AMSA), the
objective of the Institute was to train medical students in public health
education skills focusing on HIV and adolescents.

In Puerto Rico, a training program for AIDS Support Facilitators is
being offered in the second and third year of the grant. This program
prepares selected health care providers to develop an HIV/AIDS Support
System Network for other health care professionals. The goal of the
network is to increase health professionals’ competencies in improving the
quality of care of persons with AIDS by assisting them with the stresses of
care of people with HIV infection and in preventing burnout.

On World AIDS Day, December 1, 1988, the NYU ETC sponsored a program
to recognize the efforts of agencies in the region that have contributed to
improving the quality of life of PWAs. This highly appreciated program was
also instrumental in developing contacts and coordination within the
region’s caregiving community. The ETC has continued this activity each
year on World AIDS Day.

The ETC is providing a series of trainings on AIDS issues to case
workers employed by the NYC Human Resources Administration at the request
of that agency.

2. Curricula and Materials Developed/Used

The core curriculum, including the mental health aspects of AIDS, that
had been developed for the NYU-NIMH AIDS training project are included for
each target audience in the AIDS ETC. The core curriculum includes modules
for HIV Infection and AIDS - An Introduction; Pathophysiology of HIV and
HIV-Related Diagnoses; HIV Antibody Testing and Counseling; Infection
Control and Health Teaching for Persons with HIV Infection; Psychosocial
Issues for Health Care Providers; Psychosocial Issues of Subgroups of the
Population; Neurological and Neuropsychiatric Manifestations; Concepts of
Death and Dying Related to Working; and Stress and Coping. Advanced
modules have also been developed covering HIV Counseling and Testing;
Neurological and Neuropsychiatric .Manifestations  Associated with HIV
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Infection; and Management Strategies for Health Care Providers in
Confronting Difficult Psychosocial Issues.

The ETC has expanded on this core curriculum by adding special modules
covering Substance Abuse; Minority Issues; Interdisciplinary Case
Management; Legal/Ethical Issues; and Long Term Planning. In addition, the
ETC has developed the curricula for each of the discipline-specific
modules. Each of the NIMH/ETC  modules include purposes, specific
instructional objectives,
bibliographies.

content, teaching methods and materials, and

As mentioned, the EPC has been actively involved in curriculum
development for their respective disciplines. The EPC faculty reviewed the
existing core curriculum and then worked individually to develop the
discipline specific modules. Each faculty member working on a module was
required by the ETC management team to contact a practicing clinician in
their field to provide formative input and content review. When it was
determined that videos would be a valuable training tool for the discipline
specific modules, EPC members took the lead in scripting and directing the
videos based on their respective modules.
for therapeutic recreation,

Videotapes have been completed
nutrition, nursing and social work;

occupational therapy and physical therapy are in production.

All EPC activities in curriculum development have been conducted under
the direction of Dr. Grossman. Be provides technical assistance and
maintains the committee’s momentum. However, the management team believes
that the flexibility allowed the EPC in the curriculum development and, in
particular, the video production process resulting in different and
creative approaches on each module.

The three videos for physicians are being developed in a like manner
under the direction of Dr. Rosenberg and produced under subcontract to
Telesource. Dr. Rosenberg established training objectives with input from
practicing clinicians and ETC staff. From there, the videos were scripted
and filming of physician and patient interviews began at Bellevue.
Approximately eight hours of taping were edited down on the basis of both
content and technical quality to comprise the first two of three tapes,
each about thirty minutes long. The first tape covers epidemiology,
history taking and basic clinical care. The second tape covers the role of
the primary caregiver as the medical and psychosocial case manager. A
third tape targeting OB/GYN and pediatricians, as well as a recap of case
management, is in the planning phase.

Participants in the Train-the-Trainer Institute receive a training
manual that contains each of the core, core advanced and discipline
specific modules. The training curricula and exercises prepared by Dr.
Griffin of the EPC for the second part of the Institute covering principles
and techniques for AIDS training and education have not yet been documented
by the ETC.

Persons from Puerto Rico who attended the first train-the-trainer
program formed the core of a curriculum development committee and adapt
the content from NYU’s program to make it relevant and culturally sensitive
to meet the needs of the people in Puerto Rico.
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3. Evaluation

The program evaluation design for the first three training strategies
is based on pre and post testing of trainees to assess change in the
affective domain, as well as participant satisfaction. The ETC uses a
variation of the instrument prepared for the NIMH project which was
developed from available instrumentation in the field and by adapting
standardized scales to be AIDS specific in content. During the third year,
the attitude scale was further refined and examined through factor
analysis and work-setting specific scales were developed. The ETC has been
working toward inclusion of components to assess behavioral
characteristics, as well as attitudinal, in instruments for trainee
evaluation.

Content examinations related to specific modules were developed by the
evaluator in consultation with the fourteen members of the Educational
Programs Committee, but it has been difficult to keep the content tests
current with the modules and the content tests proved not to be very useful
for evaluation.

In the case of instrumentation for the Puerto Rican component, all
scales were translated into Spanish. To ensure comparability with the
English version, the “back translation” method was employed.’ In this
method two specialists translate from English to Spanish, independently and
then reconcile any discrepancies; two additional specialists independently
translate back to English. The process is repeated until a suitable
English-Spanish match is achieved.

The evaluation of the Train-the-Trainer Institute is descriptive,
focusing on documenting the number of regional trainees reached by each
trainer and what specific training objectives were achieved. The cost
efficiency and cost effectiveness of specific program components were not
formally assessed in the first few years of the program, primarily because
the ETC staff did not sense that this was a RRSA priority. An overall
assessment of the program’s cost efficiency was performed in the third year
and estimated costs per trainee at approximately $125 or about $21 per
contact hour.

4. outputs

In the first year of the grant three workshops were held in New York,
two in New Jersey and two in Connecticut by the ETC subcontractors. Twelve
workshops were cosponsored by the NYU AIDS Mental Health project in New
York City. Thirty five trainers from New York, New Jersey, Connecticut,
Puerto Rico and the Virgin Islands attended the first year train-the-
trainer institute. These trainers were then expected to train a minimum of
1750 health professionals. About 16,150 physicians, dentists and other
health professionals reportedly received the teleconferences. The ETC
management team also responded to a number of individual requests from
agencies and institutions. As the reputation of the ETC grew in the
region the requests for these types of interventions increased.

During the second year of the project over 3000 health care workers
were trained in a variety of 35 workshops throughout the region. The
average number of contact hours for ETC course offerings was 8 l/4 hours.
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The ETC also co-sponsored six half-day programs for specific agencies. The
majority of course offerings were held on-site in local hospitals and
health care agencies. Over 500 health care professionals were educated on

AIDS through the programs sponsored under contract with the University of
Puerto Rico and 170 health professionals participated in programs held in
the Virgin Islands. About 40 trainers were registered for the second
Train- the-Trainer Institute in the second year. The Faculty Institute was
held in the 03 year of the program with 40 health professional educators
from schools around the region in attendance.

After the third year of the program, the ETC estimates that over
25,000 health professionals have attended events sponsored or cosponsored
by the ETC, not including those projected to have viewed satellite
broadcasts.

C. Bfforts to Reach Mnorities

Due to the location of the ETC in the greater metropolitan New York
area there are a great number of health care professionals who care for
minority patients. State Coordinators are instructed to plan health care
professional programs in communities where there are large minority
populations. This approach has been effective with the NIMB Mental Health
AIDS Project. A training module in IV drug abuse and modules concerning
the special needs/issues of groups in minority communities have been
developed. Finally, there is minority representation on the Education
Program Committee and the CoPHRO.

Efforts to reach minority practitioners and address minority concerns
are also demonstrated in course offerings and workshop participant
recruitment. The ETC sponsored a train-the-trainer two-day program for
first and second year medical students to improve communication skills and
overcome cultural barriers when talking to adolescents on the lower East
side of NYC, a large Hispanic neighborhood. Participants for the Train-
the-Trainer Institute were selected from the Hispanic Counseling Center,
Covenant House, Gouverneur Hospital and other agencies and institutions
from high incidence and minority areas. During the second year of the
project approximately 22 percent of the workshop participants were Black,
approximately 4 percent were Hispanic and approximately 10 percent were
Asian. In course offerings in the Virgin Islands the audience was 75
percent Black, 11 percent White and 4 percent Hispanic. In Puerto Rico, of
course, the participants are mostly Puerto Rican.

D. Center of Excellence

The NYU ETC formally proposed a Center of Excellence for HIV and
Substance Abuse to be developed in the third year of the grant. Although
HRSA has determined not to pursue the Center of Excellence concept, the ETC
management staff will continue to focus efforts on this serious problem
for the NYU ETC region.
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B. Training Issues and Successes

The NYU ETC has established a credible and visible program through
implementation of an academically designed curriculum that is discipline

the

specific; a training institute that has created trainers throughout the
region; a series of videotape productions that will be mailed extensively
throughout the region; and an AIDS Warmline  for the support and peer
counseling of health care workers. These strategies are effective in
establishing a regional AIDS education center in a constantly changing
region. There is a strong management team which draws on the strength of
the NIMH  training project and actively develops and markets the ETC
programs in the broad AIDS caring network.

Through subcontracts with the University of Puerto Rico Medical
Sciences Campus, the New York State Nurses Association, and the New Jersey
State Nurses Association the AIDS ETC is able to reach a large number of
health professionals and create a larger pool of experienced trainers to
implement the educational interventions of the ETC. The relationship of
these.subcontractors with the NYU ETC has been positive. The modules and
evaluation instruments are shared with each organization, including Spanish
translations, and some trainers are prepared at the Train the Trainer
Institute at NYU. This process allows for program continuity. The one
difficulty identified by the PRAEC program staff was in the hiring of a
part time health educator due to low salary. This problem has been
resolved and the position has now been filled.

The dedication of the Education Programs Committee composed of NYU
faculty clearly exceeds their initial commitment. Using academic faculty
in curriculum development is a shift from the NIMH  model for curriculum
development which used a program development committee composed of
clinicians to provide input to the staff. The ETC management team
believes that the increased academic involvement significantly lengthened
the development process, particularly with respect to videotape
production, but also significantly enhanced the quality of curricula and
training material products.

The ETC staff also felt that the EPC members involved in the
development and implementation of the Train-the-Trainer Institute were
directly responsible for much of its success. In particular, the staff
recognized Dr. Griffin for innovative training techniques and exercises
for training of trainers. An interest in documenting this in a train-the-
trainer module was expressed, but available time for this was limited. At
the time of the site visit, the possibility of taping this aspect of the
Institute for future documentation was a suggestion under consideration.

The ETC staff are much more pleased with the strategy to use
videotapes to reach physicians and dentists as opposed to the interactive
teleconferences. Although these tapes will be widely distributed, there is
some concern that the tapes alone will not be a useful training mechanism.
The staff considered developing a companion guide, but felt that this was
not flexible enough. The staff now hopes to be able to offer a discussion
leader to large groups, such as medical associations, that plan a showing
of the videos and to train volunteers to be discussion leaders for smaller
group viewings. However, specific plans have not been formulated.
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v. Program Administration

A. Systems for Hanaging  Training Programs

1. Marketing

The ETC staff feel that it has taken the first few years of the
program before word really got out about the ETC and its goals and
activities. They are now confident, based on the number of requests for
on-site training programs and applications for the Train-the-Trainer
Institute, that the program has become fairly visible in the community. To
formally market the ETC’s programs offered on-site to institutions in the
New York area, a media packet was sent to each hospital and health
professional school. Call backs were made to the major magnet hospitals
caring for AIDS patients. Bulk mailings are done on flyers for the open
workshop series held at NYU, one of the programs most visible activities.

The ETC does not keep an extensive mailing list in house, because it
is not cost effective. Instead the Program Administrator has developed a
“decision makers” list for direct mailings of ETC offerings and activities
and incorporates ETC information into the larger mailings of other groups,
such as professional associations. The ETC recently put all STD clinics,
drug rehabilitation centers and community health centers on their mailing
list to improve marketing to providers to high risk and minority groups.
The ETC staff had originally intended to segment the market more than they
have for targeting programs, but found that it has been effective to follow
the in-roads and contacts that the program already has through staff, EPC
members and other ETC associated people and programs.

2. Trainee Recruitment/Selection

Rather than recruiting or selecting trainees, the ETC often responds
to calls to do programs on site for institution/agency staff. The only
prerequisite in this instance is that the requesting organization must be
able to assemble a minimum number of people, about 35 or 40, before the ETC
considers it cost effective to conduct a program. The Program
Administrator does an informal assessment to determine the perceived
training needs of the audience and their previous AIDS training
experiences. The Program Administrator also actively “recruits”
institutions and agencies that serve high incidence/high risk communities.

The NYU ETC does selectively accept applicants for its summer Train-
the Trainer Institutes. Applicants must be health care professionals and
are almost always responsible for inservice training in their home
institution. Applicants must supply the ETC with a letter of intent and a
letter of support from their supervisor indicating that the applicant will
train at least 50 individuals at the home institution. The ETC Program
Administrator does some recruiting of train-the-trainer candidates from
organizations serving high incidence populations. The subcontractors also
refer individuals from their areas, including Puerto Rico and the Virgin
Islands. Overall, recruitment efforts are limited since the number of
applicants has been about double the 40 person Institute limit in the first
two years.
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3. Output/Outcome Reports

The NYU Center for Continuing Education in Nursing contributed a
personal computer to the project which is used for the project data base
and evaluation data. For each training event, data are maintained on
number of trainees by profession and race, numbqr  of contact hours,
training satisfaction and pre/post attitude responses. The Program
Administrator also reviews participant comments on the evaluation forms and
provides feedback to the trainers.

Participants in the first Train-the-Trainer Institute were required to
provide the ETC with formal documentation of having trained at least 50
health care professionals before they receive ETC certification.
Participants in subsequent Train-the-Trainer Institutes are also requested
to provide evaluation results, as well as documentation. There are reports
on Warmline  activity every six months which break down calls by question,
profession worksite, and geographic categories. The State/Site
Coordinators submit quarterly reports to the Project Director. on program
activity.

4. Subcontractors

The site coordinators of the Puerto Rico AIDS Education Center and the
State Nurses Associations of New York and New Jersey are responsible for
planning and marketing their own training events. These coordinators also
apply for continuing education credit, select the training sites, develop
and mail promotional brochures and coordinate registration at the
workshops.

B. Training Facilities

Many trainings are held on site at the institution co-sponsoring or
requesting training. The NYU AIDS ETC has access to the facilities of the
NYU including auditoriums, classrooms, libraries and the Loeb Student
Center where most of the open workshops are held. The New York Medical
Center also has three teaching centers in close proximity: Bellevue
Hospital, University Hospital and Veterans Administration Medical Center.
The administrative offices of the AIDS ETC are located with the NYU AIDS
Mental Health Project which are located at the Center for Continuing
Education in Nursing.

c. Co8 t-sharing

NYU has provided office space, training facilities and housing for the
summer Institute to the ETC. It can also be assumed that sharing of space,
programs and materials with the NYU AIDS Mental Health Project also
results in overall cost savings.

There is a minimum fee structure for current course offerings. The
ETC requests $75 from Train-the-Trainer participants to defray the cost of
meals and for a training manual and materials provided for use at the home
institution. The open workshop series held on the NYU campus are
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subsidized by a $40 charge per participant.
also offered.

Group and student rates are

The ETC has pursued other grants and funding sources, including
concept papers presented to the New York AIDS Institute and to NYC Health
and Hospitals, as well as applications to the NIMH and CDC, but these
efforts have not yet yielded additional funding. As mentioned previously,
the ETC has received supplemental funding from HRSA to address substance
abuse and HIV, and to sponsor programs targeting Community and Migrant
Health Centers in Puerto Rico.

D. CM’S

In general, the ETC has not gotten prior approval for Continuing
Education Credit for all disciplines. CEU’s have been provided for nurses
and recreational therapists since the first year of the project and for
dentists since the second year of the project. The physicians who view the
videotapes and complete the evaluation will receive CME’s. The ETC is also
working towards being able to offer ME’s on a regular basis in the future.
The ETC staff noted that obtaining prior approval is a difficult process
and is made-more problematic by the constant revision of the BTC’s
curriculum. The ETC does provide each trainee with a letter of attendance

_so that they may pursue CEU’s in their discipline. In many instances,
co-sponsoring of trainings by the ETC in the second year of project has
also obviated the problem.

B. Infor8ation  Services

AIDS Warmline. The seventh program component of the NYU AIDS ETC is
an AIDS Warmline  to provide AIDS information, referral and consultative
support .to health care professionals in the region. The AIDS Warmline  is
staffed by graduate assistants who use the Sex Information and Education
Council of the U.S. based within SEHNAP and other local hotlines as a
resource, as well as Dr. Fred Valentine of the NYU AIDS Treatment
Evaluation Unit. All calls are answered within twenty four hours. The
majority of the calls are primarily from health educators and nurses and
also social workers, physicians and counselors. The callers are generally
seeking information on AIDS research, educational inquiries, counseling and
legal issues. Additionally, the ETC has developed a professional peer
counseling network of over 40 health care professionals who have
volunteered to participate as peer counselors. These counselors are from
the geographic target area and from various health professions.

The BTC’s  Warmline  has not been used as extensively as the staff had
anticipated, although activity had increased somewhat by the middle of the
program’s second year. This component of the program had not been
identified by the staff as an initial priority area for development and it
was thought that the Warmline  would benefit from a more explicit definition
of purpose and function and increased marketing based on such definition.
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VI. BTC Future Plans

The New York-Caribe ETC will continue to provide trainings following
their seven component format and will continue to update and modify their
training curricula through the efforts of the Educational Programs
Committee. The staff would like to document the participatory exercises
currently used for training of trainers and develop others. The ETC staff
are also planning to develop an advanced training module on long term care
issues.

In order to follow up on the first level of information dissemination
to the medical and dental community through videotapes, the ETC staff hope
to involve physicians and dentists more directly in the educational
processes of the ETC. As mentioned, the ETC hopes to provide discussion
facilitators in companion with video viewings. The ETC’s  medical and
dental directors also plan to increase the number of workshops or clinical
update conferences targeting physicians and dentists in the future.

Finally, the staff would like to enhance their evaluation mechanisms
for measuring program outcomes. The ETC had originally hoped to assess
behavioral changes, but this has proven difficult in practice. There may
be the possibility of having a graduate student to do telephone follow-up
of trainees or agency directors to assess behavioral1practice  outcomes in
the future. The ETC would also like to evaluate the effectiveness of
training provided by Train the Trainer participants and to follow-up on the
effects of the Faculty Institute on changes in health professional school
curricula.

VII. SuuaIy

Building on the foundation of the NYU AIDS Mental Health Project, the
NYU AIDS ETC has established a credible and viable regional program through
collaboration with existing AIDS networks and an active Education Program
Committee who create and consult on curriculum for the various health
professions. Despite a constantly changing geographic region, the
management team has been able to provide education to health professionals
in high incidence areas and address cultural and minority issues through
use of a defined pool of experienced trainers and by targeting workshop
participants from high incidence areas that serve minorities.

Although some of the actual ETC training throughout its region is
subcontracted, the ETC maintains program continuity by a uniform,
centralized process of curriculum and materials development and evaluation.
As with other ETC’s,  the ETC faces challenges in effectively reaching
physicians and in improving outcome evaluation of their activities.

The structured and participatory process for curriculum development by
the ETC is clearly a strength of the project. The positive energy of both
the ETC staff and EPC members experienced during the site visit is also
notable.
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WBnI AIDS EDUCATION AND TRAINING CENTER

I. Program Overview

The WAMI AIDS Education and Training Center is developing and
implementing a regional program for training primary care practitioners,
allied health care personnel, and health professional students in the states
of Washington, Alaska, Montana, Idaho (WAMI) and Oregon. The sheer size of
this region and the resultant physical and professional isolation experienced
by many primary health care, providers in the region are situations that the
WAMI AIDS ETC is attempting to address through their program. The program
components include a train-the-trainer program, a series of clinical updates
held around the region, integration of AIDS curricula in health professional
schools, and other special courses and activities according to training needs
identified in the region. Trainees are to include faculty of health
professions schools; primary care practitioners including health aides in the
Alaska bush and individuals serving Native American populations; allied health
personnel such as medical technicians and dental hygienists; adolescent and
substance abuse counselors; and students of the various health professions.

A. Cooperating Groups and Agencies

The program is being integrated into the extensive WAMI Medical
Education and WAMI AHEC network with AIDS ETC coordinators being placed with
the AHEC headquarters in five locations throughout the region. In Oregon, the
ETC efforts are being independently coordinated by the Oregon Health Sciences
University.

The program uses existing resources and facilities of six AIDS related
programs in Seattle-King County. In particular, the program has direct
connections with the regional STD Training Program based in Seattle and the
NIMH AIDS Training project operated by the University of Washington Schools
of Social Work and Nursing. In the near future, these training programs will
be physically located with AIDS and STD clinical and research programs in one
facility. The facility, which may be the first of its kind, will be called
the University of Washington School of Medicine Center for AIDS and STD’s.

B. Program Goals and Objectives

The program’s major goals are both outcome and impact oriented and are
stated as follows: 1) increase the number of primary care practitioners in
the Northwest and Alaska who are willing and able to diagnose, manage and
refer HIV infections and related conditions; 2) develop and support
capabilities in “resource cities” (smaller, but important medical communities
in the region besides Seattle and Portland) by training multidisciplinary
teams of health care personnel to diagnose, manage and counsel AIDS patients
and their support systems and to serve as the local area source of
consultation and training to health personnel in outlying communities; and, 3)
institute AIDS curricula for medical, dental,physician assistant and nursing
students and medical residents at the University of Washington and Oregon
Health Sciences University, and,for students in nursing schools, schools of
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social work, clinical psychology, naturopathy and chiropractics around the
region.

The specific objectives for achieving these goals establish
organizational and programmatic targets.
original proposal, are shown below.

These objectives, adapted from the
The full descriptions are attached as

Appendix I.

1.

2.

3.

4.

5.

6.

7.

Develop a regional AIDS Education and Training Center Program
conducted through the WAMI Area Health Education Center Program and
co-located with other AIDS prevention and management programs to
promote cooperation, collaboration and creativity.

Develop the capabilities of “resource cities”, which are strategically
located cities in Washington, Alaska, Montana, Idaho and Oregon, for
the multidisciplinary care and management of HIV/AIDS by training a
nucleus of health professionals from each targeted community in AIDS
diagnosis, therapy, care, management, resource recognition, and
teaching techniques.

Provide support in each “resource city ” to provide training to their
geographically related health care communities.

Establish component state-wide AIDS education advisory committee and
maintain collaboration with other programs that participate in AIDS
control and educational efforts in Seattle-King County and across the
WAMI states and Oregon.

Develop educational techniques and materials as needed, including
developing materials for an AIDS-specific train-the-trainer program
and working with other HRSA AIDS ETC’s to identify and share existing
resource materials.

Work with health professional schools in the region, and University
of Washington health professional schools in particular, to integrate
an AIDS curriculum into course work.

Evaluate the impact of the program.

Following on these overall objectives established at the beginning of_ _ _ -.
the program, the ETC staff developed seventeen related and specific
objectives for the second year of the grant to focus on identified
strengths of the project and to concentrate on areas of need or
improvement. These are also contained in Appendix I.

With respect to the second objective, the original proposal projected
the establishment of 20 “Centers of Competence”. However, implementation
of this concept was delayed, except in Oregon, by high training demands
placed on the ETC in Washington state and by organizational development
issues. During the third year of the project, the ETC began proceeding
with the development of a modified version of the Centers of Competence
idea -- now termed “resource cities”. Eleven communities throughout the
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region which are expected to see between 5 and 50 persons with HIV/AIDS in
the next few years were identified and reviewed for their readiness to
provide a continuum of HIV care. The ETC intends to focus its training
efforts toward supporting the development of local service ‘delivery systems
in these communities along a “continuum of care” model.

II. Program History

A. Origin and Developmental Milestones

1. WAMI States

The initial conception of the WAMI AIDS ETC recognized that a number
of resources for AIDS education programs and AIDS care services already
existed in the Seattle-King County area. Many of these were associated
with the University of Washington and the Seattle-King County Department of
Public Health. Further, the Seattle STD Training Program funded by the
Centers for Disease Control, was already serving the region, but its
dedication to AIDS education was limited due to its mission to provide
training in all STD’s,

It was also recognized that numerous continuing medical education
programs and journal articles related to AIDS were already available, but
that this did not necessarily translate into changes in provider attitude
and practice. It was thought that community-based, practical, convenient
and informal training programs, delivered by influential local physicians
and/or providers would provide the best mechanism for a truly effective
education and training program.

Therefore, it was felt that a dedicated AIDS Education and Training
Center, affiliated with the University of Washington’s regionalized medical
education program in Washington, Alaska, Montana and Idaho (WAMI) and with
the WAMI Area Health Education Centers (AHEC) would provide the most
appropriate structure for the program. This would provide the basis for
the “centers of competence/resource cities” concept and would be the best
vehicle to make accessible Seattle’s STD and AIDS resources to regional
primary care practitioners and allied health professionals for training and
consultation in their own communities.

The program was placed under the Associate Dean for Regional Affairs
who is also the regional director of the AHEC program. In consideration of
the expansive region to be covered, the correspondingly high travel costs,
and the size of the initial grant (about $4OOK), the decision was made to
keep the core project staff small, supplemented by training faculty on a
consulting basis from throughout the region as required. A conscious
decision was also made to hire most of the staff from outside the
University to bring in new and fresh expertise.

The original plan for achieving regional program development and
outreach was to place AIDS health education coordinators in each of the
four AHEC sites outside of Seattle (Spokane, Bozeman, Boise and Fairbanks).
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This was delayed into the second year, because the relatively new AHEC
sites were not prepared to quickly assimilate ETC initiatives. By the
middle of the second year, half-time coordinators had been placed in each
of the AHEC sites in the hopes that this would help the ETC to more
effectively move its program out into the region.

The existing infrastructure of the STD program was of assistance in
establishing the ETC regionally. However, the public health system focus
of the STD training program is a different network than the AHEC’s  were
apparently accustomed; also contributing to the slower than anticipated
assimilation of the AHEC structure into the ETC.

By the third year of the UAMI ETC program, the AHEC’s  had still not
been satisfactorily involved in the ETC effort and effective
regionalization of ETC activities and programs continued to be problematic.
During this year, a new Director joined the ETC bringing a renewed
commitment to decentralizing large parts of the ETC program. Initially,
dropping the AHEC’s  out of the ETC structure was considered, because of
their disappointing level of involvement. Instead, the central ETC site
decided to develop explicit scopes of work for each of the AHECs following
directly on the findings of the third year needs assessments of the eleven
resource cities. The AHEC’s  in Alaska, Montana and Idaho have now
developed and begun acting on individualized plans for impacting the HIV
care system locally through training and support. The central site has
also been reorganized into two program components - Regional Activities and
Centralized Activities - to more clearly emphasize the different functions
through this structure.

Another major external influence that affected the regional
development of the ETC was the passage of “Omnibus AIDS Legislation” by the
Washington Legislature in early 1988. One provision of this legislation
established requirements for AIDS education for a wide range of health
professionals as a condition of licensure. The practical effects of this
legislation were twofold. The first was generation of tremendous and
immediate demand for AIDS training in the state. The second was the entry
into the AIDS training ‘market’ of numerous and variously qualified groups
competing to offer training. The net effect for the ETC was that much of
their energy and resources were directed towards quickly establishing a
training program in Washington and responding to many requests for training
around Seattle and the rest of the state. Meanwhile, this further
contributed to a slowing of the program’s regionalization in Alaska,
Montana and Idaho.

2. Oregon

An exception to the relatively slow pace of regionalization
encountered by the UAMI ETC has been the independent development of the
site based at the Oregon Health Sciences University. In Oregon, the ETC
program was filling a significant gap in that little AIDS training for
health professionals beyond “AIDS 101” was occurring prior to the infusion
of HRSA funds. The program's development was further facilitated by an
informal partnership with the Oregon Health Division and its network of
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health departments. The partnership has the Health Division concentrating
primarily on public education and the ETC on professional education.

The relatively low AIDS prevalence in Oregon and the associated fact
that the number of players in the AIDS field was small presented both
opportunities and challenges to the ETC development. The opportunities
arose from the fact that the key individuals of the Oregon ETC site were
already or quickly became highly visible as the state’s AIDS experts.
are each highly involved in AIDS-related committees and community based

They

organizations, further facilitating cooperation and non-duplication of
activities within the AIDS training and service network. Through their
intense efforts, they were able to channel this opportunity into extensive
training and clinical program activity. Conversely, the fact that there
were so few resources in the state led to great demand on the energy and
resources of the staff and reinforced the need to implement the original
ETC strategy of developing locally based expertise.

B. Institutional Background

1. University of Washington, School of Medicine

The School of Medicine is a component of the University of
Washington’s Health Sciences Center in Seattle, which comprises the Schools
of Dentistry, Medicine, Nursing, Pharmacy, Public Health and Community
Medicine, and Social Work. The combined faculties teach 3,000
undergraduate and graduate students enrolled in the six schools. An
additional 650 resident physicians are completing their postgraduate
training at the University.

The University of Washington is internationally recognized for
expertise in research and training in the field of sexually transmitted
disease. As the only medical school in the region, the institution has
traditionally provided education and service in the states of Alaska,
Montana, and Idaho. The programs described next are examples of this
tradition.

a. WAMI Program of Regionalized Medical Education

The WAMI Program began in 1971 with funding from the Commonwealth
Foundation and later by the federal Bureau of Health Manpower. Through
this program, up to 60 medical students from Washington, Montana and Idaho
take their first year at Washington State University (Pullman), Montana
State University (Bozeman) and the University of Idaho (Moscow). As many
as 15 start their medical education at the University of Alaska, Fairbanks.

In their third and fourth years, all of the school’s students may take
six-week clerkships in disciplines required for graduation and elective
clerkships with physicians in 16 communities throughout the four states.
Twenty-one percent of the school’s clinical training takes place away from
Seattle. The majority of this training is provided by clinical faculty
members who are office-based private practitioners.
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b. WAMI Area Health Education Centers

In 1985, the School of Medicine received a three-year grant from the
Public Health Service to establish a network of five area health education
centers in the WAMI states. The grant, conducted in cooperation with the
other schools of the Health Sciences Center, addresses the continuing
problems of a shortage of primary care personnel and a maldistribution of
health providers in the region.
rural parts of the region,

The multidisciplinary program focuses on
building upon the network of clinical training

established in the WAMI Program.

The centers are being established sequentially. The Montana AHEC,
affiliated with Montana State University,
and serves the entire state.

has its headquarters in Bozeman
The Eastern Washington AHEC in Spokane is

affiliated with Washington State University and serves the area of
Washington east of the Cascade Mountains. The Idaho AHEC, which just
started up in 1988, is based in Boise and will cover all of Idaho. Also
recently initiated are an AHEC based in Seattle to serve Weste.rn  Washington
and Southeast Alaska and another with headquarters in Fairbanks to serve
rural Alaska. The latter emphasizes working with Alaska Bush hospital
staffs and their health providers who are Alaska Natives working as
community health aides or as MEDEX practitioners. Each of the AHEC sites
are free-standing, non-profit organizations with local boards and
associated with a University.

2. Oregon Health Sciences University

The WAMI ETC has subcontracted with the Oregon Health Sciences
University, Division of Infectious Diseases to develop and implement ETC
programs in that state. The University includes schools for Medicine,
Dentistry and Nursing. Within the medical school, the Division of
Infectious Diseases runs a comprehensive AIDS outpatient clinic, support
group and case management program from the university hospital. The clinic
follows many of the AIDS patients in the Portland area and from around the
state. The Division also provides consultative back-up to AIDS care
providers around the state and sponsors a six-week rotation on the ID
service for medical residents focusing on the inpatient and outpatient
management of HIV infection.

3. Collaborating Agencies

Primary collaborating organizations for the AIDS ETC include the
School of Medicine’s Seattle STD Training Program (CDC), the Seattle-King
County Health Department’s AIDS and Demonstration Prevention Project (CDC),
the University of Washington School of Social Work’s AIDS Project (NIMH),
the School of Medicine’s AIDS Treatment and Evaluation Unit (NIH), the
Seattle-King County’s AIDS Clinic (Robert Wood Johnson Foundation and
Harborview Medical Center) , and each of the WAMI states’ Health
Education/Risk Reduction Programs (CDC).

The activities of each of these programs and their relationship to the
ETC is described in more detail in the next section.
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III . Program Structure

A. Geographic Target Area

The five states of Washington, Alaska, Montana, Idaho and Oregon
covered by the WAMI-0 AIDS ETC encompass 28 percent of the total area of
the United States. This predominantly rural region is noted for its rugged
terrain and diverse geographical characteristics.

Approximately 50 percent of the region’s 9.25 million residents live
in metropolitan areas surrounding Seattle and the Puget Sound, Spokane in
Eastern Washington, Anchorage in Alaska, Boise in Idaho, Billings in
Montana, and Portland in Oregon. The other half are sparsely distributed
throughout the region. Hispanics and Native Americans, the two largest
ethnic minority groups, each form about 3 percent of the population in the
region. Urban areas have also attracted a large number of recent
immigrants from Asian countries.

The occurrence of AIDS cases in the Northwest and Alaska has
paralleled that in the United States as a whole; both in that most AIDS
cases are concentrated in urban areas and among specific population groups.
About 75 percent of the region’s more than 2,000 cumulative AIDS cases by
1989 had been reported from the Seattle or Portland metropolitan areas.
As in the remainder of the country, the most rapid rate of increase is now
occurring in smaller cities and in rural areas.

B. Collaborating Programs

The AIDS Education and Training Center Program is administered by the
University of Washington School of Medicine’s regional.program (WAMI) and
its component Area Health Education Centers Program (AHEC). Through this
arrangement, the AIDS ETC has access to the region’s medical students,
physicians-in-training and medical professionals. The AIDS ETC is also
allied with the University of Washington School of Medicine’s Division of
Continuing Medical Education, Primary collaborating organizations for the
AIDS ETC are described individually starting on the next page.

1. Seattle STD Training Program and Clinic

Seattle’s STD Prevention Training Program is one of 10 regional
centers funded by the Centers for Disease Control to teach and update
skills needed to diagnose, treat, and prevent sexually transmitted
diseases. This program has been developed and administered cooperatively
by the School of Medicine and the Seattle-King County Public Health
Department. The STD Program is located at Harborview Medical Center, a
county facility and the medical school’s largest teaching hospital.

The staff and faculty of the Seattle STD Training Program consult and
share resources with the School of Social Work’s NIMH-funded AIDS Project
and the health department’s AIDS Prevention and Demonstration Project.
Through its nine years of operation, the program has established a regional
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as well as national reputation, The program annually reaches 400-500
medical and allied health professionals through its system of eight core
courses, medical school curriculum and clinical updates.

Since the beginning of the AIDS epidemic, the Seattle program has
expanded its curriculum so that one-fifth of its didactic material is for
AIDS professional education, but is limited by its obligation to the
teaching of the other major sexually transmitted syndromes. Thus, the
program is offering its experience and resources in collaboration with the
AIDS ETC in order to extend the AIDS training efforts and capabilities in
the region.

2. AIDS Prevention and Demonstration Project (APP)

The AIDS Prevention Project is funded by the Centers for Disease
Control and administered by the Seattle-King County Department of Public
Health. The primary mission of this project is to test five AIDS control
strategies, including education, one-to-one counseling with antibody
testing, extended counselling and contact
service area is Seattle-King County. The
since 1985.

tracing. The project’s primary
program has been in operation

The AIDS ETC is working closely with the staff of the AIDS Prevention
Project (APP). Ann Downer, MPH, who is now the Director of the ETC, was
previously the Director of Education for the APP. In that capacity, she
consulted on curriculum development and training to the AIDS ETC. She
contributed her train-the-trainer curriculum to be refined and utilized by
the AIDS ETC. This curriculum has also been made available to the other
HRSA ETC’s  throughout the country.

A close working relationship with the APP also provides access to its
medical and epidemiological expertise, and its medical database. The AIDS
ETC has benefited the APP by providing access to collaborative regional
networks, and to faculty, staff and technical support.

3. National Institute of Mental Health (NIMH) AIDS Project

This AIDS Project is funded by the NIMH through the Schools of Social
Work and Nursing, but staff are co-located with the ETC. Program planning
and resources are closely intertwined between the two programs. The
primary mission of this project is to develop and deliver training modules
on the psychosocial aspects of AIDS for primary care practitioners and
allied health care professionals. The project’s service area was primarily
Washington State, but this has recently been extended through the ETC sub-
contracts with the WAMI state AHEC’s.

Dr. Lewayne Gilchrest, principal investigator of the AIDS Project,
was being funded partially by the AIDS ETC to develop and implement the
evaluation component. Ms. Heather Andersen, coordinator of the NIMH AIDS
project, is also one of two program coordinators and a trainer for the ETC.
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In addition to supplying the internal evaluation structure, the AIDS ETC
has access to NIMH psychosocial and neuropsychiatric modules for use in its
curricula and has access to the use of the project’s database on
psychosocial aspects of AIDS.

4. AIDS Treatment Evaluation Unit (ATEU)

The AIDS Treatment Evaluation Unit is funded by the NIH to design and
perform clinical studies regarding the treatment of AIDS. Seattle’s ATEU
is administered by the School of Medicine and located at Harborview Medical
Center. In addition to the expertise of its staff and the strength of its
clinical research, the Seattle ATEU is in frequent communication with
primary care physicians in the community. As a collaborating entity of the
AIDS ETC, the ATEU provides expert consultation and access to updates in
the latest research.

5. AIDS Outpatient Clinic

The AIDS Outpatient Clinic is supported.through county, Harborview
Medical Center and Robert Wood Johnson Foundation funds. The clinic
operates five mornings a week and is currently located at Harborview
Medical Center, adjacent to the STD clinic. Physicians who staff the AIDS
clinic share the WAMI-sponsored MEDCON beeper for AIDS calls. The ETC had
originally planned to offer clinical training to community based providers
through this facility, but this has proven logistically difficult.
However, the education and clinical programs will soon be joined together
in the same facility enabling the staff of the AIDS clinic to provide
clinical training for selected AIDS ETC participants.

6. State Health Education/Risk Reduction Programs (HE/RR)

The Health Education/Risk Reduction Programs of Washington, Alaska,
Montana, Idaho and Oregon are components of their state departments of
social and health services and most frequently an expansion of STD
programs. The HE/RR programs are funded by the CDC.

The HE/RR programs are responsible for setting up and monitoring HIV
testing and counseling sites throughout the state. Working closely with
state AIDS epidemiologists, the HE/RR directors provide excellent access to
epidemiological data. They also sponsor public and community education
efforts, which provide access to community sponsors and interest groups.
The AHEC AIDS coordinators and the Oregon site coordinator are or will be
working closely with the state HE/RR directors to assure interchange of
data and activities between state, university and community activities.
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c. Accessibility of Training Sites

The ETC’s  main training facility is located at the ETC office in
Seattle and many of the trainings to date have taken place there or on-
campus. This has been an adequate arrangement to date, since the demand
for training and, consequently, much of the ETC’s activities have been
centered in the metropolitan Seattle-Tacoma area.

The ETC staff acknowledge that the major problems confronting health
professional education and health care of any kind in the Northwest and
Alaska include geographic barriers to communication and health care
delivery; geographic maldistribution of resources along with inadequate
access to health care by underserved populations; lack of continuing
education and other forms of support for primary care providers to
underserved populations, and; cultural and social barriers within the
various subgroups of Native Alaskans, American Indians and migrant workers
throughout the region.

The WAMI AIDS ETC is attempting to meet these challenges in the area
of AIDS training and education by building upon the WAMI Regionalized

\ Medical Education Program and the WAMI Area Health Education Center
Program. The AHEC AIDS coordinators are responsible for becoming
acquainted with AIDS resources in.their area and for working with local
health care agencies and professional organizations to use the resources of
the ETC to effectively meet local needs. Many of the ETC trainings are co-
sponsored and offered locally to improve recruitment of and ease of access
for health professional trainees. Perhaps. the most significant effort of
the WAMI AIDS ETC to make the program accessible to trainees throughout the
region has been an emphasis on training of trainers. This component of the
program has clearly been successful in inducing a multiplicative effect on
information dissemination to health professionals. In the future, the
concept of developing capabilities in the eleven resource cities that are
focal points of the medical network throughout the region will also
significantly improve accessibility of training and consultative support.

In Oregon, a majority of trainings are also in the major Metropolitan
area, Portland, but trainings to date are proportionately more often taken
out of Portland into local communities. This is partly by strategic design
for fostering local capability and partly by the need to “piggy-back” on
other training projects to stretch the available resources.

D. Staffing

1. Project Staff

The WAMI AIDS ETC has both a core staff based at the University of
Washington School of Medicine and regional staff assigned to each of the
WAMI statewide Area Health Education Centers. The positions and roles of
the WAMI AIDS ETC staff are described below.
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David W. Johnson, MD - Project Director. Dr. Johnson is director of
the Area Health Education Center Program in the University of Washington
School of Medicine and is deputy director of the University’s Washington,
Alaska, Montana, and Idaho (WAMI)  Regional Programs. He is responsible for
the overall leadership and management of the ETC and for the integration of
the AIDS education and training efforts into the work programs of the five
WAMI AHEC sites. Dr. Johnson has spent much of his ETC-related time on
maintaining inter- and intra-University relationships and in developing the
organizational infrastucture, including taking the lead in development of
the Center for AIDS and STD’s. He is also responsible for evaluating
progress and monitoring expenditures and for serving as the contact person
for the University of Oregon Health Sciences University.

Ann Downer, MPH - Deputy Project Director. Formerly the director of
the AIDS Prevention Project, Ms. Downer has now joined the AIDS ETC full
time to direct general operations. Her responsibilities include
supervision of ETC staff, faculty and consultant recruitment and
evaluation, planning and scheduling of multi-component and
multidisciplinary programs, course organization and planning, curriculum
development and training. She was preceded in this position by Ms. Susan
Kaetz.

Lynn Chapman, M.Ed. - Program Coordinator. Ms. Chapman is
responsible for coordinating the central activities of the ETC and
participates in many of the_ETC trainings, including having primary
responsibility for all aspects of the Train-the-Trainer component of the
ETC program. In this capacity, she has taken the lead on train-the-trainer
curriculum development and implementation, trainee selection, evaluation,
and follow-up . She also serves in the role as AHEC AIDS Coordinator for
the Western Washington area. MS; Chapman is full-time on the project.

Heather Andersen, RN, MN - Program Coordinator. Ms. Andersen is
resnonsible for coordinating the regional activities of the ETC. She is
responsible for ETC training programs in Eastern Washington, Alaska, Idaho
and Montana, including facilitating activities of the central site and its
AHEC satellites intended to develop and support the resource cities. Ms.
Andersen is also the coordinator of the NIMH funded AIDS training project.
She is the lead person in the ETC structure for developing and conducting
trainings on the psychosocial issues of AIDS.

Lucia Mejier - Training Specialist. Ms. Mejier is a full-time
trainer on the project focusing on IVDU issues. Ms. Mejier has developed
an innovative and comprehensive curriculum on IVDU counseling and risk-
reduction. A highly skilled trainer, Ms. Mejier currently works full-time
for the ETC project.

Bernadette LaLonde, PhD - Program Evaluator. Dr. LaLonde is
responsible for developing course evaluation methods and for the design,
conduct and reporting of evaluation efforts. Dr. LaLonde is a research
assistant in the University of Washington Schools of Social Work and
Nursing. She is currently assisting the ETC program to develop an
evaluation plan for assessing program impact in the “resource cities”.
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Dr. LaLonde works closely with Dr. Lewayne Gilchrest, the principal
investigator on the NIMH AIDS training project. Dr. LaLonde replaces Dr.
Lynn Mandel as the Program Evaluator.

The central ETC staff also includes two full-time administrative
assistants. The first was hired at the beginning of the project and the
second was hired in the middle of the first year.

AHECYAIDS  Coordinators. Each of the four AHEC sites outside of
Seattle have been funded by the central ETC site to hire part-time AIDS
coordinators. In the first year of the grant, the AHEC sites were not
prepared to assimilate ETC related activities and much of this funding was
returned. Half-time AIDS health education coordinators were hired in the
second year for the Eastern Washington, Idaho and Alaska AHEC’s.

In the third year, the increased emphasis on decentralization brought
by the new ETC project director resulted in a substantial change in the
roles of the AHECs,  particularly in Alaska and Idaho. In Idaho, there are
now three half-time coordinators; one for each “resource city” in the
state. Their role will be to facilitate and encourage development of an
HIV caregiving network. In Alaska, the AHEC has further subcontracted with
the local community based AIDS organizations to be the agent for the ETC’s
efforts to develop local capability. Each of the AHEC coordinators report
to the AIDS ETC program director for functional direction and work with the
AHEC directors to establish a special AIDS Education Advisory Committee in
each state or “resource city” and help to develop AIDS interest groups in
their states.

2. Subcontractor Staff

Mark Loveless, M.D. - Site Director. Dr. Loveless is an Assistant
Professor of Medicine at the Oregon Health Sciences University in the
Division of Infectious Diseases. Dr. Loveless is directly involved in all
aspects of the ETC program at the Oregon site including participating in
trainings for health professional practitioners and students, responding to
“Physician’s AIDS Hotline” questions and consultative requests, and
supervision of the clinical residency. He is acknowledged as one of, if
not the leading AIDS expert in the state.

James Simons, R.N.C. - Program Administrator. Mr. Simons is
Instructor of AIDS Education in the Division of Infectious Diseases at OHSU
and is funded full-time by the ETC to be the Oregon site administrator.
Mr. Simons has primary responsibility for all program planning, curriculum
development, materials development, training implementation and evaluation.
He is the primary contact for inter-site communications and reporting. Mr.
Simons also supervises the AIDS outpatient clinic and teaches in the OHSU
Schools of-Medicine and Nursing, as well as at the Portland State School of
Social Work.
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3. Consultants

Whenever possible, the WAMI AIDS ETC brings in expert consultant
trainers to assist with curriculum development and training in specific
areas. A recent example is the use of Ms. Jane Crigler, “Health Care
Services Consultant,” to conduct the needs assessment or “evaluation of
readiness” of eleven cities around the region.

4. Changes from Proposed Staff

A Nurse Practitioner, responsible for development of curriculum and
training for nurses, nurse practitioners, and MEDEX personnel, was to be
added to the ETC staff. The nurse practitioner was also to participate in
AIDS out-patient clinical care in Seattle. Similarly, a Social Worker was
to be hired to act as a case manager to help reduce the demands placed on
clinic staff by rotating ETC trainees, and to serve as a trainer in case
management and other social services to AIDS patients. However, these
positions have not been filled yet as the clinical component at the central
site of the WAMI ETC will not be in place until the Center for AIDS and
STD’s is completed.

E. Integration with Other Programs

The description of the collaborating agencies in this project
demonstrates that there are significant areas of integration between the
WAMI ETC and the other AIDS programs in the Seattle area and with the AHEC
program. Another concrete example of integration is the sharing of office
and training space.

A shortage of space at the University Medical School necessitated that
office space for the central training site be rented off-campus. As in
many academic settings, priority is given to programs with research grants
that contribute higher ratios of indirect costs to the University. For the
first six months of the ETC’s existence, the office space was located in
the basement of a building on-campus. In seeking more appropriate space,
the ETC made a concerted effort to co-locate the office with other AIDS
training programs to facilitate both coordination of the programs and
cost-effectiveness. This was seen as an important and unique opportunity
for the different projects to share resources and work together toward
common goals.

At the time of the site visit, the ETC was co-located with the NIMH
AIDS Training Project and the STD Training Program on one floor of a
building near the campus’. The rent for this space comes entirely out of
ETC funds and, in return, the ETC is able to make NIMH and STD program
training resources and materials available beyond the Seattle-King County
area.

Soon the ETC will become even more integrated with other AIDS related
programs when the Center for AIDS and STD’s is formed. The Center will
combine in one building a center for AIDS research, an AIDS clinic, a viral
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disease clinic, an STD clinic and all of the NIMH, CDC and HRSA funded AIDS
and STD training programs. The Center will be placed under the office of
the Chairman of the UW Department of Medicine and will have linkages to
both the University Hospital and to the Harborview Medical Center (county
funded) and Department of Public Health.

The initiative for this Center came from the ETC effort to counter the
physical space problem and separation from the University, but enlisting
the interest and support of enough collaborating programs was required
before the University would act on the idea.
three years.

This process has taken almost
The Center will allow incorporation of a clinical component

in the ETC program that was not previously feasible. It is also expected
that the Center concept will help to attract more physicians to ETC
offerings and to promote greater involvement of UW faculty in ETC programs.

F. Organizational Qualities

Clearly, major assets of the WAMI AIDS ETC are the project staff in
both Seattle and Portland. Although it is not unusual to find similarly
energetic and dedicated individuals working in the AIDS field, the WAMI-0
staff is further distinguished by a complementary and synergistic
combination of individuals. An extension of this complementarity,  and an
additional strength of the program, is the extensive integration and
cooperation of AIDS-related programs in the Seattle area which will surely
be enhanced by the new Center for AIDS and STD’s.

A potential strength of the program that has yet to be realized is use
of the WAMI and AHEC networks to address the problems of bringing trainings
to such a vast region. For a number of reasons already outlined, this
aspect of the program has lagged behind. Important adjustments for the
future will be the central ETC site’s intent to be more specific on
expected AHEC tasks and ‘deliverables’;
into central and regional components.

and the central sites restructuring
The new project director, Ms.

Downer, clearly has a strong commitment to developing an effective regional
program that will direct the resources of the ETC as closely as possible to
local communities that are in need. Another challenge may be for the WAMI
AIDS ETC to maintain an identity distinct from the Center for AIDS and
STD’s;  not to be dominated by the Seattle-King County medical community
hierarchy that has the potential to restrict the ETC’s capability for
becoming a truly regional resource.

IV. Training Program

A. Needs Assessment Procedures

Some training needs assessments had already been conducted prior to
the inception of the ETC. This includes a survey of 1,000 Washington State
physicians carried out by the Seattle-King County Department of Public
Health’s AIDS Prevention Project and the Seattle Sexually Transmitted
Disease Training Program in conjunction with the Washington State AIDS
Program. The survey found that a majority of respondents were dissatisfied



WAMI - 15
Case Study

with the relevancy and applicability to their own practices of the AIDS
material presented by continuing medical education programs. A similar
survey conducted in Oregon also found that “AIDS 101” was fairly well
disseminated, but a need existed among physicians for more specific
clinical information and opportunities to increase or become more
comfortable with expertise in AIDS care.

Between January and May 1990, the ETC conducted an evaluation of the
readiness of eleven cities (resource cities) in Alaska, Idaho, Montana and
Eastern Washington to serve persons with AIDS. Meetings of professional
and volunteer representatives of public and private service agencies were
facilitated and held in the communities of Omak and Tri Cities in
Washington; Billings, Great Falls and Missoula in Montana; Boise, Moscow
and Pocatello in Idaho; Fairbanks, Anchorage, and Juneau in Alaska. With
the assistance of a health services consultant, the meetings were designed
to assess community service capabilities, current issues and corresponding
training needs ; and to establish local contacts for ongoing ETC work. The
findings of the analysis are being used to target ETC training resources
and activities for the next few years and to develop scopes of work for the
AHEC subcontracts.

The ETC also coordinated with the state AIDS programs to perform
statewide needs assessments specifically of primary care physicians. The
Oregon State Health Division, in conjunction with the Oregon Medical
Association have already completed this assessment. Alaska is conducting
an assessment based on Oregon’s model. Washington state physicians were
being surveyed by the Department of Licensure at the time of the visit. In
addition to each of these assessments, the ETC and the Department of Family
Medicine at the University of Washington are co-funding a medical student
research project to perform a needs assessment of primary care physicians
in the Northwest region.

Curriculum needs assessments have been conducted or are in the process
of being conducted for the University of Washington Medex Program (survey
of the students), Schools of Social Work, Medicine, Nursing, and Public
Health, as well as the region’s 4-year nursing schools.

The WAMI ETC joined with the NIMH project to sponsor a series of
“retreats” to get key informant input into the program planning process.
On one retreat, trainers and other representatives of minority communities
were invited to discuss mechanisms for coordinating program offerings with
minority communities and for improving the cultural sensitivity of
trainings. A second retreat sought input from area physicians on the needs
of practitioners and strategies for increasing physician participation in
trainings.

Finally, the Training Coordinator conducts a survey of individual
needs of students for each train-the-trainer program several weeks prior to
the course. The information gathered through a mailed survey is used to
adapt the course and manual content as necessary to fit the overall needs
of each group.
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B. Training Strategies

P

To accomplish its overall goals and objectives, the AIDS ETC is
developing, implementing and evaluating activities, including
train-the-trainer programs, clinical updates, and curriculum for health
professional students in the University. of Washington system, the Oregon
Health Sciences University and other regional health professional schools.
The ETC also develops materials that are needed to fill gaps, such as
development of a series of instructional videotapes partly in response to
the training demand created by the Omnibus AIDS Legislation.

The project is also starting toward development of a regional network
of 11 resource cities in Washington, Alaska, Montana, Idaho and Oregon.
Professionals in each community are being trained in AIDS through programs
offered on-site in regional cities and in Seattle to selected groups. It
is expected that the trainees are then available to provide further
training locally and/or to serve as an important local resource for
clinical care and consultation. To date, this strategy has been applied in
an organized, targeted manner by the Oregon site only, although there are
now clearly defined plans for the WAMI region as well.

The actual training program has been an evolving process drawing on
staff strengths, lessons learned and somewhat shaped by external
influences. The project is implementing four basic strategies and
consequent training methods as outlined on the next page in order to
achieve its goal of increasing the number of primary care practitioners in
the region willing and able to care for people with HIV infection. A fifth
strategy originally termed “AIDS Intensive Training” has not been
implemented. The AIDS intensive programs were to be three days in length
for a multi-disciplinary team and were to include a clinical practicum.
However, the concept was essentially ‘sabotaged‘ when health professionals
throughout the state rushed to satisfy the training requirements of the
Omnibus legislation. The ETC now has developed preliminary plans for
offering a clinical training program as soon as the relocation to the
Center for AIDS and STD’s is complete.

1. Specific Training Strategies and Methods

AIDS Intensive + Instructor Training (Train-the-Trainer) Programs:
Due to
effective train-the-trainer programs are essential to a successful project
outcome. The train-the-trainer programs are designed for health
professionals who are already or are interested in becoming AIDS trainers.

The program was originally designed as a four day course with the
fourth day focusing on teaching methods. Based on feedback and evaluation
the course has been extended to five 8-hour days of instruction with health
education concepts and AIDS-specific teaching techniques integrated
throughout the week. Each participant receives an extensive resource
manual with chapters included for epidemiology and infection control,
psychosocial issues, sexuality, testing and counseling, patient management,
drugs and HIV, special populations, and legal and ethical issues. In
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addition, sections are included on training guidelines and training
resources. .

Upon completion of the course, participants were asked to teach at
least one 3-hour session on AIDS to other health care providers. In the
third year, the ETC began having trainees sign a ‘contract’ to train at
least 12 hours per year and to include participant evaluations as part of
their trainings. By the middle of third year of the program, the WAMI ETC
had trained about 500 trainers around the region through its train-the-
trainer activities. About 300 of these individuals are considered
currently active trainers. The ETC staff feel that they may have
sufficiently exhausted this strategy and intend to significantly decrease
emphasis on training of more trainers in the future.

Clinical Updates: Clinical updates are made available to groups of
providers throughout the five state area upon request and in cooperation
with co-sponsoring organizations. These updates are delivered by a
multidisciplinary team of experts in AIDS-related fields from the
collaborating institutions and programs. Annual one to two-day clinical
updates were also planned as reinforcement to graduates of the
train-the-trainer program. However, budgetary constraints have not allowed
implementation of this “institute” so far.

AIDS clinical updates are also delivered through the University of
Washington’s Division of Continuing Medical Education and through organized
state and/or regional annual meetings of health professions associations.
In 1988189, the Division of Continuing Medical Education was offering six
courses for primary care physicians around the state of Washington. The
ETC managed these trainings including planning the agenda, recruiting
speakers, paying honoraria and marketing the program.

The curriculum of the updates is flexible to cover the unique training
and logistical needs of each training site. Information covered includes
medical aspects relating to epidemiology, means of transmission, infection
control, sexual and substance use history taking, clinical manifestations,
early signs and symptoms including for psychological/neuropsychiatric
disorders, antibody testing and counseling, and primary patient care and
management. The psychosocial aspects of AIDS are also covered including
reactions to terminal illness and threat of death, patients’ loss of social
support, the process of stigmatization, homophobia and its effects on the
care of patients and their families, legal and ethical issues, staff impact
and burnout, and the special problems of racial and ethnic minority group
members with AIDS or at high risk of AIDS.

Integration of Curriculum in Professional Education: In an effort to
impact health profession education with respect to AIDS content, curricula
has or is being developed for Oregon Health Sciences University, the School
of Social Work at Portland State, and the University of Washington Schools
of Medicine, Social Work, Nursing, Dentistry, Public Health and Community
Medicine, and the MEDEX Program. Under a grant from the Association of
Public Health Schools, the ETC staff, specifically Ann Downer, prepared
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the curriculum for an AIDS concentration in the Extended MPH Degree program
of the University of Washington.

The medical school AIDS curriculum will be established as an elective
clerkship for third- and fourth-year students and residents, much as an
elective in sexually transmitted diseases through the Seattle STD Training
Program now stands. Medical Students and residents will also receive AIDS
training during their clerkships and rotations at WAMI regional sites. The
AIDS curriculum will be developed by the project’s staff consultants and
collaborating medical school faculty.

In collaboration with the NIMH project, specifically Dr. Gilchrest in
the School of Social Work and Ms. Andersen in the School of Nursing, the
ETC is providing technical assistance toward establishing cross-listed
interdisciplinary AIDS courses in the curriculum of each school. In
addition, the Nurse Practitioner Program of the Division of Community
Health Care Systems has agreed to provide access through instructional
courses to its students. This curriculum will be developed in liaison with
project staff and collaborating faculty from the School of Nursing.

Special Courses and Activities: A faculty development course was
offered to medical staff and facultv from the Oregon Health Sciences
University, from the University of Washington, and major affiliated
teaching hospitals around the region. The three day course, held in
Portland, was intended as a vehicle to identify and train key individuals
that would serve as the key experts and foundation for the ‘center of
competence’ in their respective areas. AIDS experts from around the
country were brought in as trainers and a curriculum developed for AMFAE
was used. Although the course was successful and was originally planned as
a periodic activity, the ETC staff is re-thinking the benefit of this
activity relative to the cost of the course and difficulty of recruiting
physicians to multi-day courses.

A major effort in 1988 was the production of a videotape series in
conjunction with the Novela  Health Foundation, the Department of Licensing,
the Washington Community College System, and the State AIDS office. The
state decided to disseminate a core program through the Community College
system in response to the health professional licensing requirements
established by the Omnibus Legislation. The Novela  Health Foundation was
contracted to produce the video training program and the ETC was in turn
commissioned to provide technical assistance in design and development of
the videos. Six videotapes were produced covering epidemiology and
etiology, clinical manifestations, psychosocial aspects of care, testing
and counseling, transmission and infection control, and legal and ethical
issues. Each video is intended to be presented by a qualified facilitator
and each segment includes facilitator’s instructions with learning
objectives, summary points and discussion questions.

A special curriculum was developed and a series of courses have been
provided to substance abuse counselors in Washington for the state Bureau
of Alcoholism and Substance Abuse. All substance abuse counselors in the
state were to be trained with this curriculum by the summer of 1989,
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following which the ETC was planning to extend the same training to
counselors in each state of the region beginning with Oregon.

A modified version of training of trainers was also conducted focusing
on substance abuse issues. Three day courses focusing on substance abuse
have been held for institution based health professionals who are
responsible for inservice education or are managers of clinical services.
The course also includes segments on effecting organizational development
and behavior with specific ideas for changing or improving intake
procedures to be more attuned to substance abuse. Trainees were asked to
both hold trainings in their home institutions and to implement appropriate
systemic or procedural changes. Trainees are currently being followed-up
by the ETC staff to assess factors contributing to organizational successes
and barriers.

2. Curricula and Materials Developed/Used

In addition to curriculum development for the clinical updates and the
health professional schools, the AIDS ETC works closely with the AIDS
Prevention Project and NIMH-funded AIDS Project to develop training
materials to facilitate and supplement each program’s training efforts.
Through collaboration with the AIDS Prevention Project, the AIDS ETC was
able to utilize the train-the-trainer curriculum created by Ann Downer.
The AIDS Teaching Skills Curriculum was also disseminated to each of the
ETC’s throughout the country. The curriculum includes sections on adult
learning theory, creating a climate for learning, curriculum design and
planning, choosing and using instructional methods, preparing and using
visual aids, recognizing and responding to resistance, and training and
facilitation skills.

As indicated above, each participant in the AIDS Intensive +
Instructor Training receives an extensive AIDS resource manual with
training guidelines, information, articles and a bibliography. In the
future, the ETC Program Coordinator is considering changing the manual to
provide the actual training modules and to incorporate more of the NIMH
developed psychosocial training modules. The curriculum used for each
instructor training course is adapted to meet the needs indicated by each
group.

For the faculty development course held in Portland, the ETC used the
curriculum developed for AMFAE  by Dr. Harvey Makadon from Beth Israel
Hospital in Boston and also brought Dr. Makadon out to lead the course.
Although the course was beneficial, the ETC staff is confident that enough
expertise exists within the region to accomplish similar efforts in the
future.

The ETC’s Training Specialist on substance abuse issues, Lucia Mejier,
developed the curriculum for substance abuse and other counselors. The
curriculum is comprised of 14 lesson plans, including innovative modules on
“strategic risk intervention” and “risk intervention skills”. Ms. Mejier
is also working with the NIMW project to develop an instructor training
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curriculum on “cultural relevancy” which focuses on the development of
culturally sensitive/aware trainings.

In conjunction with the Novela  Health Foundation, the ETC produced a
video on the Care of a Latin0 Patient, based on the care of a real patient.
Another video produced in conjunction with the Novela  Health Foundation was
on HIV Counseling: Avoiding The Pitfalls. Each of these products are to
be used as part of a training program and include a facilitator’s guide.

3. Target Trainees

The WAMI ETC had originally intended to target its programs in two
phases. The first phase was to concentrate on faculty, other primary care
providers, and students in the WAMI network and communities with relatively
large populations at high risk. The second phase was to expand trainings
to include communities with lower incidence of AIDS and was to target
providers in allied health care settings. The AHEC coordinators were to
assist the ETC in targeting communities and specific trainees. This plan
was somewhat diverted by the Washington state legislation which led to the
WAMI programs being more reactive than originally intended and was also
delayed by the slow start up of the AHEC sites.

For the train-the-trainer courses, the ETC has been able to target
health care providers and educators in health departments, community and
migrant health centers and other health care facilities seeing people at
risk for HIV infection. The program has also been targeting communities
along the north/south Interstate 5 corridor where AIDS cases and high risk
populations are concentrated. The program achieves institutional and
geographic targeting through a trainee application and prioritizing
process. The program coordinator maintains a map of the region displaying
where past participants have come from and highlighting areas on which to
concentrate future efforts. Capitalizing on the strength of their training
specialist, the ETC has also targeted substance abuse and other counselors.

The ETC site in Oregon has targeted specific communities that are area
medical centers and that have a person or persons that can be trained to
serve as the area AIDS expert. These persons are either self or community
identified through the site’s needs assessment process. Trainings have
been held in three such communities (‘centers of competence’) and two more
have been targeted for future trainings.

4. Evaluation

An integral part of the program’s first phase of development was to be
the creation of a definition of competence for AIDS practitioners.
Successful participants of the AIDS ETC train-the-trainer program were to
have met these criteria and model these standards. The standards of
practice/criteria for competence were also to be used in the establishment
of the centers of competence.

/-Y
This idea of developing standards of competence has, not surprisingly,

proven problematic in implementation and has not received great attention
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to date, either by the WAMI ETC or anyone else. Achieving consensus on
appropriate standards and devising a method of measurement are clearly not
simple tasks. Recognizing that it is an important area, the ETC still
intends to address the issue and will be working with others at the
University of Washington School of Medicine, including Ms. Susan Kaetz, the
former Director of the ETC, to develop clinical competency criteria.

Training activities of the participants in the train-the-trainer
programs are tracked by a follow-up form and participants are “rewarded”*
for training by receiving journal updates. Most ETC trainings are
evaluated using participant evaluations, pre/post tests of knowledge and
attitudes, and in some cases follow-up evaluations. The Oregon site
currently evaluates the impact of their programs on targeted communities
through informal feedback by the community based organization network.
The general evaluation plan of the ETC is described more fully in a
separate document.

5. outputs

The WAMI AIDS ETC distinguishes five levels of ETC involvement in
trainings. Level I is when the ETC staff are the primary planners and
providers of the training. Level’11 is when ETC staff have major planning
input, but not necessarily program delivery or when staff present as part
of another organization’s program. Level III is when the ETC provides
financial support only and Level IV is space only. Level V is secondary
training provided by graduates of the ETC’s instructor training. Almost
all of the trainings have co-sponsors; most frequently the STD program, the
state Bureau of Alcohol and Substance Abuse, or the Office of CME.

The WAMI AIDS ETC provided training to 1,885 health professionals in
its first year through 24 training course offerings. Four of these
trainings were train-the-trainer courses that trained 78 instructors that
went on to train an additional 924 health professionals (Level V). In the
first three quarters of the second year, the ETC had been directly involved
in about 75 trainings for over 5700 trainees. About 400 trainees were
trained through 23 Level I ETC offerings. Most trainees, about 3,300, were
participants in Level II offerings. Another 5,900 trainees were indirectly
trained through Level V activities reported in the first three quarters of
the second year. In addition, the Oregon site reported having trained
about 1800 health professionals and students in the first year and another
2,500 in the first half of the second year. The WAMI AIDS ETC had
projected that by the end of the three grant period more than 7,900 health
care workers would be reached through the project’s activities. This
figure has already been exceeded.

Other outputs include the three video training products and the three
training curriculum manuals, all of which already have been or can be made
available nationally.
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c. Efforts to Reach Hinorities

Already an important part of the AHEC mission is to address the
problem of the lack of minority health professionals in the region. The
WAMI AIDS ETC is attempting to meet this’challenge in the area of AIDS
training and education by building upon the WAMI Regionalized Medical
Education Program and the WAMI Area Health Education Center Program. The
AHEC/AIDS Coordinators are or will be responsible for working with the AHEC
directors to establish a special AIDS Education Advisory Committee in each
state and will help to develop AIDS interest groups including the minority
populations in their states.

In addition to the inclusion of culture and minority sensitive
material in the core curriculum, there are a number of specific examples of
ETC projects aimed at addressing minority issues in their training program.
Specific ETC activities have included co-sponsoring a training with the
Migrant Farmworker’s Council ,in Yakima, WA for a multidisciplinary group of
health care professionals; work with the People of Color Against AIDS
Network (POCAAN) to develop and deliver trainings for minority health
professionals; a training for the Indian Health Service in Montana;
production of the video on Care of a Latin0 Patient in conjunction with the
Novela  Health Foundation; and the current effort to develop a curriculum on
Cultural Relevancy with the NIMH project.

D. Training Issues and Successes

The WAMI AIDS ETC has developed strong training curricula, course
offerings, and training materials. This is again a tribute to the
impressive staff and the close collaboration and cross-fertilization
between AIDS training projects. The curriculum for substance abuse
counselors is a notable example of an innovative training curriculum
developed through the ETC, as is the videotape series developed with the
Novela  Health Foundation. The ETC has also directly or indirectly trained
large numbers of health care professionals, particularly in Washington and
Oregon, in large part through the success of the Instructor training
program. It is obvious that the ETC expended a great deal of energy to be
responsive to the immediate training needs of health professionals in

.Washington  created by the legislation.

The main issue facing the ETC is the dislocation of the training
strategies from the objective of regionalizing the program and establishing
local centers of expertise. Although the focus on train-the-trainers has
clearly been an effective training strategy for disseminating information
to large numbers throughout the region, the ETC expects to be able to offer
more intensive, focused trainings to communities outside the Seattle area
with its new decentralized structure and individualized state training
plans. The ETC staff is also excited about the opportunity presented
through the Center for AIDS and STD’s to initiate a clinical training
program.
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V. Program Administration

A. Systems for Managihg

1. Marketing

Training Events

Initial marketing of the ETC included a news release prepared and sent
to newspapers and television stations around the region announcing the
program. Two brochures describing the program were also prepared and
distributed throughout the region by general mailings and distribution at
association meetings. A panel exhibit was prepared for use at conferences
and an article featuring the ETC was printed in the School of Medicine’s
lay-oriented publication, Medicine Northwest.

The ETC is developing its own mailing list database for promotion of
its offerings. Courses and video products are also advertised through the
regionwide AHEC newsletter and the Washington State AIDS Office’s
newsletter and the Washington Medical and Hospital Associations. The
Oregon site similarly promotes its course offerings.

Many of the offerings are announced through the ETC’s co-sponsoring
organizations. For example, the clinical updates on AIDS for physicians
are advertised through University’s Division of Continuing Medical
Education’s system of course announcements.

One of the Oregon sites major activities is a “Physician’s AIDS
Hotline”, The Hotline was successfully marketed by distributing a printed
Rolodex card through the Oregon Medical Association’s journal.

2. Trainee Recruitment/Selection

Trainer participants in the train-the-trainer program are selected
through a formal application process. To date, the program has received
more applications than there are spots available allowing the program to be
selectively target its trainings. Health care providers and educators in
health departments, community and migrant health centers and other health
care facilities seeing people at risk for HIV infection receive priority.
In Oregon, the site recruits specific individuals from targeted communities
that have been identified as key community resources through the sites
training needs survey process.

3. Output/Outcome Reports

Output reports are provided from an automated database maintained by
the ETC evaluator. Data is summarized according to type of course,
training site, major co-sponsors and professional discipline. Data
reported by train-the-trainer graduates on ETC provided tracking forms are
also tabulated and included in this report. The central site receives
similarly organized quarterly activity reports from the Oregon site.

The evaluator also provides outcome summaries for each course which
include speaker evaluations and pre/post test results. Follow up outcomes
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are also assessed and reported for some trainings. A report of training
costs which details expenses, in-kind contributions, revenues and cost per
trainee are prepared for major training offerings

These output and outcome reports are used to modify and improve
training procedures, and to provide detail on the actual process of
training.

B. Training Facilities

Facilities for training are shared with collaborating programs.
Currently, the AIDS Prevention and Demonstration Project, the Seattle
Sexually Transmitted Disease Training Program, and the National Institute
of Mental Health’s AIDS Project each share conference facilities with the
AIDS ETC. Rooms are also available through the University of Washington
School of Medicine. On-site training facilities are available through the
AHEC’s  university affiliations (Washington State University in Spokane;
Montana State University in Bozeman; the University of Alaska in
Fairbanks). Training facilities in Oregon are available through
affiliation with the Oregon Health Sciences University.

Many trainings are or will be held in local communities., The ETC
works with the AHEC’s,  health departments, professional societies and other
co-sponsoring organizations to identify training sites and facilities.

c. Cost Sharing

By close collaboration with the five major AIDS-related programs in
the Seattle area as well as the Seattle STD Training Program, the WAMI AIDS
ETC has achieved significant cost efficiency by sharing space and
equipment. Additionally, most trainings are being co-sponsored with one or
several other health organizations such as state health departments,
professional associations or other major AIDS-related programs. This also
translates into significant cost sharing/cost effectiveness in training
activities within the region. In-kind contributions to the ETC have
included salaries and honoraria, training materials, space and equipment,
and promotional materials.

Most Level I ETC courses are offered free of charge. The five day
Instructor training course requires a participant fee of $50 to cover the
cost of materials and refreshments. The ETC has also made its videos
available for purchase approximately at cost.

The ETC has also looked to supplement their program by obtaining other
sources of funding. For example, the ETC staff submitted a grant to the
Association of Schools of Public Health to prepare an extended degree
program. This will be a major ETC product developed completely without
HRSA funds.

The Oregon site is very active in seeking alternative funding, often
out of necessity. For several of the larger course offerings, the Oregon
site was able to secure underwriting from corporations such as
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Burroughs-Wellcome and LyphoMed. The staff have also formed a charitable
AIDS Research and Education Foundation to help defray the cost of training
and clinical programs. The site uses undergraduate assistants to assist
with database management and other program management activities. At the
time of the visit, the site was investigating the possibility of obtaining
CDC funds via the state Public Health Division to support the Hotline.

D. CEU’S

In general, the legislated licensing requirements in Washington has
encouraged professional associations to approve CEU’s for ETC trainings.
The video update series has been approved for CEU’s by 26 professional
associations. Through its NIMH linkage to the School of Nursing the ETC is
able to offer Nursing CEU’s on all course offerings. Through other
co-sponsorings, such as with the UW Office of Continuing Medical Education
which can offer CME’s,  the ETC is able to offer continuing education
credits to a variety of professions.

E. Library/Information Services

A resource lending library of written and visual materials has been
created at the central office to assist trainers. In addition, the ETC
computer system is linked to the Health Sciences Library system. Through
this connection, the ETC has arranged to be automatically sent recent
articles with certain key word identifiers. The Program Coordinator sends
the bibliography to all of the Train-the-Trainer graduates. Each trainer
can choose up to five articles to be sent to them in support of their
continuing education and training activities.

The Washington site is establishing a speakers bureau database to
support the activities of their train-the-trainer graduates, as well as
other organizations looking for speakers. Each site also acts as a
resource of information and technical assistance to providers and AIDS
service organizations on an ad hoc basis.

F. Other Services

MEDCON Telephone Consultation Service - Clinical faculty members and
other physicians in the region can already gain access to the specialty
resources in Seattle by telephone. MEDCON is a 24-hour service that offers
toll-free telephone consultation in all fields of medicine to physicians in
the WAMI states and Oregon through specially trained operators and 250
faculty members in the University of Washington’s Schools of Medicine and
Dentistry. MEDCON provides access to AIDS consultation for health
professionals through the AIDS ETC. Calls coming in to MEDCON of an HIV-
related nature are referred to the ETC for response. The ETC increased
attention to this element of the program in the third year of the program
by including it directly in the budget and by establishing formal
procedures for receiving and responding to calls.

As mentioned, the Oregon site of the ETC has also developed an “AIDS
Provider Hotline” to serve as an educational resource for health
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professionals. This has been a very successful activity as they receive an
average of one call per day, many from previous trainees with questions or
requests for consultation. The site administrator formally tracks each
call according to requestor, location, request and response. Each request
is classified by category including infection control, testing, education
resources, medical referral, legal/ethics, research, and specific
diagnosis/treatment. In addition to providing a service to the provider
community, this information is maintained on a database that feeds
directly into the sites program planning process by providing information
on AIDS knowledge, issues and activity around the state.

VI. ETC Future Plans

The ETC’s  future plans are partially predicated on the recognition
that the program needs to move more aggressively out of the Seattle area to
other population centers. The ETC will be actively pursuing the
implementation of state training plans and development of resource cities.
It is anticipated that the AHEC coordinators will be of direct.assistance
in identification of needs and coordination of the activities toward this
objective. The increased emphasis on decentralization of the WAMI program
comes in part through the philosophy of the new director and also through
gradually reached awareness of both local needs and important local
resources on the part of the central office training staff while conducting
trainings throughout the region during the second year.

As mentioned, the ETC intends to begin a clinical training program
once the Center for AIDS and STD’s is in place. WBile currently in the
formative stages, it is thought that the program may include three or four
separate tracks -- Biomedical, Psychiatric, Dental, and perhaps a track for
“Continuum of Care” training. The program would have preceptors for
individualized instruction and would incorporate rotations through
appropriate agencies.

The ETC would also like to improve on its minority targeted trainings.
The ETC has already moved in this direction with the development of
culturally relevant curriculum, videotapes and train-the-trainer courses
for minority health professionals. The ETC hopes to work more with the
Indian Health Service and Community and Migrant Health Centers. The Oregon
site is intending to increase and solidify the clinical aspects of their
training program. The site administrator would also like to develop a
technical assistance service to communities for development of AIDS care
networks, although no specific plans have been made. The assistance would
cover the range of administration, education and clinical assistance
activities.

Finally, the ETC is interested in going beyond evaluation of outputs
to developing more substantive impact evaluation, such as measuring
changes in professional practice, but is struggling with developing useful
methods and assessment tools, as are other ETC’s.
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VII. summary

The ETC has made significant progress toward their primary mission of
establishing an AIDS ETC in the Northwest region. The ETC has assembled a
strong and committed staff and has developed comprehensive and specific
training curricula, courses and materials. The formation of the Center for
AIDS and STD’s is an important and exciting development. The Center will
foster even greater inter-program collaboration, already a strength of the
program, and provide the ETC with access to facilities for clinical
training. The ETC may, however, have to be careful not lose its identity
as an independent program within the strong Seattle-King County and UW
medical community.

As has been discussed in this document, the Washington state
legislation mandating training ‘threw the ETC program a curve’,
particularly as it came early in the ETC’s development. This diversion of
the central ETC’s attention and energies, in combination with the tendency
of the outlying AHEC’s  to co-opt the time of the site AIDS coordinators,
and the prohibitive travel costs encountered in the region, have retarded
regional training program development. An additional problem perceived by
the ETC is that they had looked for more guidance from HRSA regarding
program expectations and, in particular, more contact with the work of
other ETC’s,  but felt that this was not forthcoming.

In spite of these obstacles, the ETC has directly or indirectly
trained large numbers of health care professionals. However, it has been
difficult to assess, other than anecdotally, progress towards the first
goal of increasing the number of practitioners willing and able to manage
patients with HIV infection. The ETC has developed a strong plan for
evaluating program outputs and knowledge and attitude outcomes, as will be
discussed in a separate document, but a method for evaluating program
impact on the first goal above or the second goal of establishing centers
of competence/resource cities has remained elusive.

By virtue of the positions of ETC staff or collaborators within the
University structure, the ETC has made strong progress toward the third
goal of instituting AIDS curricula in schools of health professions. This
may in the long run be the most important area of achievement for impacting
AIDS care practice.
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Appendix I ’

Proghm Goals and Objectives

The program’s goals are to: 1) increase the number of primary care
practitioners in the Northwest and Alaska who are willing and able to
diagnose, manage and refer HIV infections and related conditions; 2) create
“centers of competence” in major medical communities in the region by
training multidisciplinary teams of health care personnel to diagnose,
manage and counsel AIDS patients and their support systems and to serve as
the local area source of consultation and training to health personnel in
outlying communities ; and, 3) institute AIDS curricula for medical, dental,
physician assistant and nursing students and medical residents at the
University of Washington and Oregon Health Sciences University, and for
students in nursing schools , schools of social work, clinical psychology,
naturopathy and chiropractics around the region.

The specific objectives intended to address the achievement of these
goals are:

1. Develop a regional AIDS Education and Training Center Program
conducted through the WAMI Area Health Education Center Program.

Purpose: To increase the numbers of primary care practitioners capable
of handling the medical and psychosocial aspects of HIV infection in
the Northwest and Alaska.

a. Establish and equip a central training site in Seattle in
proximity to existing AIDS clinical services.

b. Locate the WAMI AIDS Education and Training Center with other
AIDS prevention and management activities to promote cooperation,
collaboration and creativity.

c. Hire AIDS Center staff and an AIDS educational coordinator to be
located at each of the WAMI AHEC sites.

2. Develop multidisciplinary centers of competence (COC) for the care
and management of AIDS in strategically located cities in Washington,
Alaska, Montana, Idaho and Oregon.

Purpose: COCs within each state can better and more cost effectively
address the many barriers to training and health care, and also
provide a system of continuing education and support for practitioners
in underserved areas.

Potential locations of the centers of competence include: Bellingham
and Tacoma in western Washington; Spokane, Wenatchee and Yakima, in
eastern Washington; Anchorage and Fairbanks, in central Alaska and
Ketchikan in Southeast Alaska; Great Falls, Missoula, and Billings in
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Montana; Boise, and Pocatello in Idaho; Portland and Eugene in western
Oregon and Bend in eastern Oregon.

a. Identify and survey key community leaders, health providers, and
care givers in major population centers in the WAMI states and
Oregon to determine community-specific training needs.

b. Develop centers of competence by training a nucleus of health
professionals from each targeted community in AIDS diagnosis,
therapy, care, management, resource recognition, and teaching
techniques. A definition of competence and/or standards for
practice will be established and modified by the COCs.

C . Give encouragement and technical support for the above health
professionals to provide inservice training for their colleagues
and staff.

3. Provide support for each center of competence to provide training to
their geographically related health care communities.

Purpose : To “bring  the training home” to hard to reach populations as
well as develop a cadre of well-trained professionals who can train
others, thereby initiating the multiplier effect throughout the
region.

a. Identify and recruit key community resources responsible for
dissemination of information regarding AIDS and attitudes
including and especially representatives from minority
communities such as health aides in the Alaska bush.

b. Provide intensive training for the above in teaching techniques,
values clarification, didactic presentations, and AIDS medical
and psychosocial aspects.

C . Provide on-site supervision, direction, technical assistance, and
updates for local trainers.

4. Establish component state-wide AIDS education advisory committee and
maintain collaboration with other programs that participate in AIDS

control and educational efforts in Seattle-King County and across the
WAMI  states and Oregon.

a. Establish an advisory group consisting of representatives from
the network of AIDS organizations in each state, including CDC
Health Education/Risk Reduction counselors, local and state
health departments, volunteer organizations, and health
professions associations.

b. Collaborate with funded organizations to potentiate development
and implementation of AIDS training activities.

5. Develop educational techniques and materials during years 02 and 03.

Purpose: To facilitate effective and efficient training of medical and
allied professionals, caregivers, and support services.
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a.

b.

c.

d.

Work with other HRSA AIDS ETCs to identify and share existing
resource materials.

Identify gaps in training techniques and materials and develop
appropriate responses.

Develop materials needed for AIDS-specific train-the-trainer
program, local training needs of centers of competence and other
specific target audiences.

Define a specific train-the-trainer program to be made available
to other HRSA AIDS ETCs.

6. Work with University of Washington health professional schools to
integrate an AIDS curriculum into course work, including the Schools
of Medicine, Dentistry, Nursing, Social Work, and the School of Public
Health and Community Medicine’s MEDEX Program for physician’s
assistants. Integrate AIDS course work into the curriculum of other
health professional schools in the five states.

Purpose: To assure that all health professional schools in the
five-state region have appropriate and adequate information for
student education.

a. Provide continual technical assistance, consultation and staff
support when requested.

7. Evaluate,the  impact of the program.

a. Create criteria for competence/standards of practice for the
care and prevention of AIDS, ARC and HIV infections,

b. Develop and implement evaluation of the train-the-trainer
program to be used by the AIDS ETC.

C . Develop and implement quantitative measurements to evaluate the
effectiveness of training provided by the centers of competence.

d. Develop and implement quantitative measurements to evaluate
clinical updates (on-site and in Seattle).

e. Research response to AIDS training in urban and rural
communities of the Northwest and Alaska.
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Following on the first years experience, the WAMI AIDS ETC established
the following specific objectives or tasks to provide the plan for the
second year’s activities.

1,

2.

Complete hiring and training of AHEC coordinators in four AHECs.

Provide technical assistance to existing AHEC AIDS Advisory Boards
(Idaho, Alaska, Montana).

3. Develop pre- and post-course measurements to determine impact on
individual participants and use these measurements in the development
of criteria of competence.

4. Continue to assist communities in the development of centers of
competence.

a. continue to train trainers in the designated communities.

b. sponsor at least one forum on community coalition - building in
AIDS services and prevention.

C . provide technical assistance and training to existing AIDS task
forces .

5. Develop train-the-trainer model for minority professionals.

a. offer and evaluate closely two train-the-trainer courses for
minority professionals.

b. develop and test culturally and ethnically relevant curriculum
and materials.

6.

C . develop tracking device for trainers to evaluate their impact.

d. offer ongoing technical assistance to trainers.

Offer an instructor training to all ETC trainers, instructors and
lecturers.

7. Develop prevention and treatment curriculum for at-risk populations
(substance users, women, children, adolescents) and develop common
agendas for institutions that work with those populations (example:
create mutual curriculum for health care professionals and substance
abuse professionals stressing health care principles for substance
abuse professionals and substance abuse principles for health care
professionals).

8. Provide training and technical assistance to Bureaus of Alcohol and
Substance Abuse in each state.

9. Develop additional train-the-trainer curriculum as needed.
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10. Provide support for and technical assistance to cross-listed
interdisciplinary courses for the Schools of Nursing, Public Health
and Community Medicine, Social Work, and Medicine.

11. Develop a technical assistance manual.

12. Plan, implement and evaluate at least four in-house instructor
trainings.

13. Plan, implement and evaluate at least four major AIDS trainings
outside of our facility for health care providers who see clients at
high risk for AIDS.

14. Develop a qualified speakers bureau.

15. Assist health facilities in setting up AIDS training for their staff.

a. Arrange for speakers and educational materials.

b. Monitor entire training process by using technical assistance
manual.

16. Market and promote our program.

a. Develop mailing lists and distribute.

b. Speak at conferences.

C . Advertise in health professional journals and newsletters.

17. Work with evaluator to develop data collection forms for our trainers
in the field.
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WESTERN AIDS EDUCATION AND TRAINING CENTER .

CASE STUDY

I. OVERVIEW OF THE PROGRAM

In September 1987, the University of California at Davis (UCD) School
of Medicine, in association with the California Area Health Education
Center (AHEC) established an AIDS Education and Training Center (ETC) which
has subsequently become known as the Western AIDS ETC. This ETC
encompasses California (except for the Los Angeles area), Arizona, Nevada,
and Hawaii. The Western AIDS ETC is part of the AIDS Education Center
(AEC), a division established within the California AHEC system to respond
specifically to the growing AIDS epidemic by educating primary care
providers. The regional ETC office, based in Fresno, coordinates and
oversees the functions of numerous Area AIDS Education and Training
Centers (AA ETCs) which were phased into operation over the three-year

project  period. Each AA ETC has its own faculty and is responsible for
implementing five levels of AIDS training in the geographic area where it
is located. This decentralized regional model was chosen in order to be
responsive to local community needs and relationships, to encourage local
com.nunity involvement, and to establish foundations for self-sustained
training activities.

A. Cooperating Groups and Agencies

The Western AIDS ETC links together a number of universities and
schools throughout the region and has been built on existing structures for
health professional education. In California, Nevada and Arizona, the AHEC
system provides the structure for the ETC. In Hawaii, the University of
Hawaii School of Medicine is the site of an AA ETC. National Institute of
Mental Health (NIMH) AIDS Training Projects have also contributed
significantly to the programmatic structure in Arizona and Hawaii. The ETC
has also established a Program Steering Committee (PSC) involving many
public and private AIDS interest groups, as well as representatives of
participating universities in the ETC.

B. Program Goals and Objectives

The broad goal of the Western AIDS ETC is a statement of intended
impact on improving access to AIDS/HIV care:

Improve access to high quality health care for patients at risk
for or infected with HIV using educational and informational
interventions.

Each year, the specific focus of the goal has shifted slightly to reflect
the changing nature of the AIDS environment. In the third year, for
example, the goal has focused on increasing the number of providers willing
and able to treat HIV+ individuals.
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The six objectives which support the ETC’s goal are more process than
outcome oriented. They relate to organizational or programmatic issues:

1. To develop the network of AA ETCs for providing education and
training.

2. To establish the provision of five levels of training to a
specific number of health professionals.

3. To provide materials to support the AA ETC training activities.

4. To establish the ETC as a resource center for health
professionals throughout the region.

5. To establish the AA ETCs with teaching hospital affiliations to
encourage integration of AIDS curricula and sustainability of
training activities.

6. To provide minority specific and culturally relevant programs.

II. PROGRAM HISTORY

A. Origin and Developmental Milestones

1. Development of the ETC

The California AHEC and, specifically, the AIDS Education Center
within the AHEC took the lead in forming the regional coalition of
institutions participating in the ETC. In Arizona and Nevada, the
respective statewide AHECs were invited to participate in the ETC to
maintain the formative strategy of building on existing AHEC networks. No
AHEC exists in Hawaii, but the University of Hawaii School of Medicine was
thought to fit well,with the AHEC philosophy of community-based, primary
care programs. The University was thus invited to participate in order to
approximate the region defined by DHHS Region IX. The ETC became known as
the UC-Davis AIDS ETC.

At the outset of the program, the regional ETC staff focused on
developing the AA ETC projects, conducting the faculty development program,
promoting the ETC programs and acquiring the educational materials.
Initially, up to 24 AA ETCs were planned for phase-in over the course of
the project. The sites were each to be funded at about $40,000 per year
for a two-year period , after which they were expected to be essentially
self-sufficient. However, it quickly became apparent that budget
restrictions and other practical considerations required revision of this
strategy to the funding of fewer AA ETCs, 14 or 15 over the course of the
project, for longer periods of time to foster complete development and
institutionalization.

In the first year, AA ETCs were established in California and Arizona.
In year two, additional sites in California, as well as one in Hawaii, were
added. AA ETCs in Nevada were funded for the first time in the 03 year of
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the project. However, even in the absence of AA ETC funding, health
professional faculty from Nevada received ETC training materials at the
Faculty Development course offered in the second year of the project,
enabling the ETC to have informal impact in the state earlier than
anticipated.

In California, the local AHECs,  which shared the ETC mission of
providing continuing education to primary care providers, served as the
focal point of the development and implementation of the ETC’s program. In
Arizona, a subcontract was awarded to the University of Arizona; funding
was passed through the AHEC and on to the AIDS Education Projects. In
Hawaii , the ETC subcontracted with the University of Hawaii. In  the  lat ter
two cases, the ETC program was piggybacked onto the NIMH programs that were
already operational. For example, at the Arizona AIDS Education Projects,
the NIMH team consisted of five faculty with training in medicine, clinical
psychology, psychiatric nursing, health education and dentistry. The ETC
subcontract supplemented this team by providing funds for a program
coordinator and a portion of the extramural facility housing the projects.

In the third year of the project, several organizational changes took
place. First, the ETC changed its name from the UC-Davis AIDS ETC to the
more appropriate Western AIDS ETC. Second, the regional configuration was
finally completed; through a subcontract with the University of Nevada, two
sites in Nevada were added. Third, the structure of the Arizona AA ETC
changed slightly. As of the beginning of the third year, the relationship
between the ETC and the AIDS Education Projects became more direct,
bypassing the AHEC. Finally, in the third year of the grant, the Western
AIDS ETC, through the California AHEC System, was awarded an NIMH grant to
train health care providers in the mental health aspects of AIDS, which
will ultimately enable each of the AA ETCs to add a mental health
professional to its training team.

2. Developmental Issues

By attaching the ETC to existing structures already providing
professional education, the ETC bypassed many developmental stages. For
example, administrative and communication systems were, to a large degree,
already in place for use by the ETC. The AHEC and NIMH projects also have
established ties with medical, nursing and dental school faculties,
professional societies, hospitals, and health departments. Through these
contacts and other community affiliations, the ETC developed a
decentralized program to fulfill its mission and goals for offering
accessible and community-focused AIDS education and training to its health
professional constituencies. This allowed the organization to quickly
establish its first 5 AA ETCs and begin significant training in the first
program year.

In Arizona, the ETC was fortunate to have drawn in members of the AIDS
Education Projects team who had already been involved professionally and
personally in the AIDS field. For example, Dr. Kay Bauman, the site
Director, had been highly visible throughout the state both as an AIDS
caregiver and educator. Dr. James Allender, a clinical psychologist and
AIDS caregiver, was also major asset in the development of community
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networks for the Arizona AA ETC because of his activities as a Board member
on the Tucson AIDS Project (TAP). Similarly, the Projects’ program
coordinator, Mr. Marcos Rodriguez, had been very active in the community
through TAP and the Tucson Minority Consortium on AIDS.

A major developmental challenge that faced the Western AIDS ETC
initially was the establishment of relationships beyond the AHEC network.
In California, because of the high incidence of AIDS, there had already
been extensive AIDS training activity in both the public and private
sectors. UCD was, by its own admission, a “latecomer” to AIDS education
and needed to work to establish the credibility of the ETC. A major
portion of the Project Director’s time early in the project was devoted to
meeting with many agencies and organizations for the explicit purpose of
networking. One of the functions of the PSC was also to solidify linkages
outside the AHEC system.

Though the ETC regional office relates to the UCD campus, it is
actually located in Fresno. This distance and off-site location has
provided the ETC with the dual advantages of being somewhat removed from
the bureaucracy of the University of California system, but also being
able to invoke the UCD name to establish program credibility. One major
problem, in part due to this physical separation, has been the processing
of contracts at the UCD campus.

The University base of the AHEC was switched from UCSF to UCD in 1988
creating a period of adjustment due to significant procedural differences
between the two campuses. In the first two years of the ETC, significant
delays were experienced in the subcontracting and billing processes leading
to subcontractor frustration. The AHEC and ETC have an effective liaison
officer on the UCD campus responsible for coordinating contracting and
payment; however, the physical separation and the inevitable procedural
errors resulting from the new relationship slowed the process.
Fortunately, programs were able to get started in the absence of payment
because of the placement of the AA ETCs in a larger infrastructure that
was able to support efforts.

As the program has developed, new roles for the regional office have
also surfaced. The first was to serve as a resource center for both the
educational and clinical needs of health professionals. Secondly, a need
for filling in training gaps was identified. The regional office directly
sponsors training beyond that conducted by the AA ETCs,  such as train-the-
trainer programs and clinical training for providers not served by an AA
ETC.

B. Institutional Background

The California Statewide AHEC program organized eight medical schools
into a cooperative relationship with the major state health agencies and
with a network of 18 local AHECs. A state-funded system of 12 AHECs is
expected to remain after all the AHECs have completed their federal
funding phase.
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The California AHEC program has been successful in establishing many
health professional training opportunities throughout California. These
include : clerkships; new primary care residency training programs;
expansion of residency programs into underserved areas; dental residency
programs; geriatric dentistry curriculum components; miniresidency programs
for pharmacists; health education and nutrition components for medical
residency programs; new degree granting nursing programs; networks of
hospitals and clinics providing continuing education to staffs of small
rural hospitals and clinics; minority recruitment programs; post-
baccalaureate programs; a Hispanic medical education and training program;
a group of consortia of biomedical libraries linking hospitals, academic
institutions and public libraries throughout northern and central
California.

Specific AIDS training experience of the universities and medical
centers affiliated with the ETC is also extensive. All the University of
California Medical Schools have incorporated AIDS material into their
curricula and virtually all the teaching hospitals affiliated with the ETC
have initiated in-service AIDS training programs. UCLA, UCSF, the
University of Hawaii and the University of Arizona are recipients of NIMH
AIDS Training contracts and have been providing training on the
psychosocial aspects of AIDS.

The Arizona and Nevada projects have structures similar to the
California AHEC. The Nevada AHEC, initiated in 1987, is based in Reno
and has an initial rural target area in Elko. Arizona’s AHEC project has
been in existence since 1984. It functions from the Rural Health Office
and the Department of Family Med,icine  at the University of Arizona and
covers the entire state. The University of Hawaii has no AHEC program, but
has similar goals and activities in administering programs aimed at
underserved populations and establishing educational programs for primary
care providers.

III . PROGRAM Sl’RUCTURE

A. Geographic Target Area

Since the first group of AIDS patients were identified at UCLA in
1981, California has had a high proportion of the AIDS cases. With
approximately 12 percent of the U.S. population, the four states in the
Western ETC region have about 21 percent of the AIDS cases reported
nationally. In California, the AIDS epidemic is highly concentrated among
homosexual and bisexual men. However, the California State Department of
Health Services Office of AIDS has reported a rapid increase in the numbers
of IV drug users, women, children and minorities.

As the AIDS epidemic spreads, the responsibility for the care of HIV
infected patients is moving from the university health sciences centers to
community hospitals and clinics and from tertiary care specialists to
primary health care providers. The Department of Health Services Office of
AIDS estimates that by 1991, 30.8 percent of California’s cases will be
reported in areas of the state outside of the Los Angeles and San Francisco
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SMSAs  . The spread of the epidemic in California and the rest of the region
is radiating outward from the two large urban areas.

B. Collaborating Programs

The AIDS educational programs of the Western AIDS ETC are carried out
by community based subcontractors, the area AIDS Education and Training
Centers (AA ETCs).  In general, the regional ETC office seeks to establish
AA ETC

0

sites based on:

local need for additional AIDS education programs for health
professionals;

the presence of a teaching hospital partner for the AA ETC;

the presence of an agency, generally an AHEC office, which is
prepared to carry out the educational programs of the AA ETC with
modest administrative support;

the willingness of the staff and faculty to enter into a subcontract
for the delivery of a prescribed number of educational programs and
to operate within a specified budget.

For the first year of the project, subcontractors were established in
five communities. The AA ETCs and their respective sponsoring agencies are
as follows:

San Jose AA ETC San Jose Medical Center
Health Education and Training Center

Tucson AA ETC University of Arizona at Tucson
Department of Family and Community

Medicine

San Diego AA ETC University of California at San Diego
Department of Internal Medicine

Sacramento AA ETC University of California at Davis
Department of Family Practice

Fresno AA ETC San Joaquin Valley Health Consortium
Valley Medical Center

In the second year, sites were established in the following five
communities:

East Bay (Oakland) AA ETC Highland-Alameda Hospital

Central Coast (Salinas) Natividad Medical Center
AA ETC
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Northern San Joaquin
(Modesto) AA ETC

North San Joaquin AHEC

Honolulu Area AA ETC

Contra Costa (Martinez)
AA ETC

University of Hawaii, Manoa

Contra Costa County Health Dept.

By the third year, AA ETCs had been established in each of the four states
in the region. Year-three sites included:

Las Vegas AA ETC University Medical Center of Southern
Nevada

North Coast (Santa Rosa)
AA ETC

Community Hospital of Sonoma County

Phoenix AA ETC Phoenix Baptist Hospital
University Medical Center

Reno AA ETC Washoe  Medical Center and Veterans
Administration Hospital

San Francisco AA ETC
AA ETC

San Francisco General Hospital

To streamline administration, in 1990 and beyond, several of the AA ETCs
will be consolidated--Northern San Joaquin Area AIDS ETC will be placed
under the Sacramento AA ETC and the East Bay Area AA ETC will be
responsible for the adjacent Contra Costa County area--resulting in 13
ongoing AA ETCs.

Each AA ETC has a director who is responsible for the overall conduct
of the AIDS education programs in the AA ETC’s community. The AA ETC
Director is also responsible for the development of a working relationship
with a teaching hospital formalized by a written agreement and subject to
the approval by the ETC regional coordinator. The faculty of each AA ETC
is selected from established AIDS service teams at teaching hospitals. The
faculty are expected to be centers for excellence for AIDS-related services
in their communities.

The ETC is guided by a Program Steering Committee (PSC) involving many
public and private AIDS interest groups, as well as representatives of
participating universities in the ETC. The charge of the PSC was
originally to provide an advisory role into educational issues,
but this has since been expanded beyond educational issues to include a
review of project strategy, funding priorities and planning decisions. The
PSC has been meeting on a semi-annual basis. Currently, the 16-member PSC
includes 13 representatives from the California health care community, as
well as one each from Arizona, Nevada and Hawaii.
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C. Staffing

1. Western ETC Staff

Hibbard Williams, M.D., Dean of the UCD School of Medicine serves as
principal investigator, with Malcom Watts, M.D., project director of the
California Area Health Education Center system, serving as co-principal
investigator. The time of both these men is donated to the project.

Day to day administration and management of the project is carried out
by the California AHEC system based in Fresno. Initially, Charles Gessert,
MD, the director of the AHEC’s  AIDS Education Center (AEC) and a major
force behind the conceptualization and establishment of the ETC, served as
the ETC’s Project Director as well, assisted by Barbara Marquez, MPH.
During the second year of the project, Dr. Gessert and Ms. Marquez left the
project and the ETC’s management was restructured. Currently, the
management team consists of Clark Jones, who serves as the Project
Director, Roger Larson, M.D. is the Medical Director, and Michael Reyes,
M.D., is the Associate Medical Director. Lynette Jordan, an information
specialist, is the Director of the ETC Resource Center, while Maria
Canfield, M.S., serves as the ETC Evaluator.

UC-Davis has provided for the general oversight of the project with
support services from the medical school dean’s office, the office of the
vice chancellor for business and finance, the office of research, the
department of family practice, and other offices. Liaison with offices on
the UCD campus is managed by Roberta Wallace, MA, project liaison
administrator for the project.

2. Subcontractors

Each AA ETC is staffed by a site director and faculty. The faculty of
each AA ETC is composed of at least one physician, one nurse and one
dentist. In the spring of 1990, there were a total of seventy faculty
members. These faculty are recruited from the AA ETC-affiliated teaching
hospital based on their experience with and commitment to AIDS. Faculty
members are trained through the ETC’s Faculty Development Institute and in
turn become key trainers for the AA ETC’s target area.

Key staff at the subcontractor level include:

San Jose Medical Center Esparanza Garcia-Walter

University of Arizona Kay Bauman, M.D., Gloria Valenzuela, and
Sarah Kraner, M.S.

U C - S a n  D i e g o Chris Matthews, M.D., and Susan Benson,
M.S.

UC-Davis Jane Fox-Garcia

San Joaquin Valley Health Kathy Pomaville
Consortium
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Highland-Alameda Hospital Kathleen Clanon,  M.D.

Central Coast AHEC Robert T. Phillips and Dianne Shaheen

University of Hawaii Jane Waldron, Ph.D.

University of Nevada Nancy Rody, M.D.

Community Hospital of
Sonoma County

Marshall Kubota, M.D. and Tina Faux

San Francisco General Ronald Goldschmidt, M.D. and Claire
Hospital Rappapor t

3. Other Contractors

Contractual relationships were established with several individuals
and institutions throughout the region to provide educational support for
the AA ETC faculty teams. The ETC contracted with:

. Charles Lewis, M.D., Sc.D., at the University of
California at Los Angeles for faculty training and
educational materials;

. the University of California at San Diego for faculty
development for physicians and nurses;

. the University of California at San Francisco School of
Dentistry for dental faculty development; and

. the California Nurses Association for faculty
development.

D. Organizational Qualities

The Western AIDS ETC has developed an educational program based on
the existing AHEC structure and on the programs developed by the NIMH AIDS
training projects of UCLA, Arizona and Hawaii. This structure allowed for
rapid development of the AA ETCs,  particularly those established in the
first year.

The AA ETCs were planned, developed and operate with the goal of
creating an ongoing AIDS education/service resource for their communities.
This has been accomplished by building on the existing system of
decentralized health professions education, utilizing the existing
faculties of affiliated teaching hospitals , and centralizing curriculum
development, faculty training and material distribution. Though the
processing of contracts through the University of California system has
been cumbersome, it has not constrained the initiation of training by the
AA ETCs;  training efforts of the AA ETCs were supported by the affiliated
hospital or University while funds were being processed.
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The five levels of training strategy to accomplish the goals of the
AIDS ETC, which are described in the next section, have provided structure
to the decentralized model of training interventions. The decentralized
structure is meant to enable the AA ETCs to be responsive to the training
needs of their communities while providing centralized resource support.
However, decentralization has, at the same time, thwarted efforts by the
regional ETC staff to institute a common, core curriculum.

The concept of building on the extensive AHEC network and pre-existing
relationships for organizational development and program implementation has
worked well in California. The degree to which the AHEC structure played a
facilitative role in the development of the Arizona program is less clear.
In Hawaii, the NIMH training project provided the foundation for the AA
ETC. The outcome of the AHEC based development strategy in Nevada is not
yet apparent.

IV. TRAINING PROGRAM

The Western AIDS ETC conducts the majority of its AIDS related
training through the AA ETCs as described. Each AA ETC develops a scope of
work as part of their funding request describing their intended training
program for the next year based on four levels of training established by
the regional office. In order to get the program underway in the first
year of the ETC, the Scopes of Work were developed centrally. Based on
input from the Program Steering Committee and from the AA ETCs, the
regional ETC has since established the policy that, in the first year, AA
ETCs are held to a Scope of Work that includes all four levels of training
and that, in subsequent years, are allowed to develop and present their own
Scope of Work.

Additional funds are made available on an essentially competitive
basis for special initiatives. For example, the Arizona site was able to
delineate a broader scope of work in the second year with somewhat
different priorities, although still adhering to the basic idea of
providing four levels of training. The site also proposed and received
additional funding to develop training programs targeting the issues of
Native Americans and rural communities.

A. Needs Assessment Procedures

The ETC did not conduct an initial, centralized needs assessment of
health professional training needs. However, a number of targeted
needs/demand assessments have been conducted. Prior to conducting its
first faculty development program, the ETC did a needs assessment survey of
AA ETC faculty. This survey provided input into the planning process and
identified interest in clinical training and exposure to integrated AIDS
health care service systems. The Fresno, Sacramento and North San Joaquin
sites did training demands assessments in their local areas. The Tucson
site conducts informal needs assessments as part of the planning process
prior to any community based trainings. Further, the Association of
California Health Centers, in conjunction with both the UCD and USC ETCs,
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conducted a survey to gauge interest in AIDS-related educational programs
for the staffs of primary care health centers.

In addition to these specific mechanisms, the Western ETC relies on a
key informant process through its Program Steering Committee to provide
general information on training needs and issues. Similarly, the Arizona
site has its own advisory board through the NIMH project that provides
direction on training needs in the area.

B. Training Strategies

1. Specific Training Strategies and Hethods

There are five levels of training provided by the Western ETC:

Level One - Training for Faculty Development. During each year of the
project, the regional ETC staff arranges for training opportunities for AA
ETC faculty teams at major AIDS centers. The AA ETC faculty teams
participate in a week of intensive clinical and didactic training. The
faculty are also brought together for an annual three-day retreat.

The intent of the Level One training is to develop familiarity with an
integrated AIDS health care service system ; expertise in a wide range of
AIDS education materials for health professionals; the ability to improve
and expand the care of AIDS patients within the faculty members’ local
communities; and the ability to teach the major principles of prevention:
risk assessment, sex history taking and behavior modification.

The site for the health sciences center/medical school-based faculty
team training experience is chosen on the basis of availability of health
sciences center faculty to devote appropriate blocks of time to working
with the AA ETC faculty teams; availability of intensive exposure to
inpatient and outpatient AIDS services; presence of a well-articulated set
of protocols; and community involvement in the service system.

The first faculty development training was held in February 1988 at
the UCSD Owen Clinic, a HHSA AIDS Demonstration project. A complementary
experience was held for dental faculty in April 1988 at the UCSF School of
Dentistry.

In the second year of the project, a five-day program for dental
faculty was held October 31-November 4, 1988 at the UCSF School of
Dentistry. This program was attended by the dental faculty of the second
generation and unfunded AA ETCs. A total of 11 dentists attended,
including two from the Hawaii Department of Dental Public Health. The
clinical training program for the physicians and nurses was again held at
the Owen Clinic November 14-18, 1988. This program included a combination
of didactic, small group and experiential sessions at the Owen Clinic and
at various community-based AIDS service organizations.

In addition to these training experiences, faculty teams have had the
opportunity to share ideas and foster ongoing professional relationships
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with their counterparts at.annual faculty retreats. The first retreat was
held in January 1989 at the Asilomar Conference Center in Pacific Grove,
California. The retreat emphasized training concepts, skills and
techniques, and psychosocial issues and drew upon individuals from several
AA ETCs,  including three from Arizona, to serve as conference faculty. The
retreat was attended by more than fifty AA ETC faculty.

Three major faculty development events were held in the first half of
the third year. The first was November 8-10, 1989, when thirty people
gathered in San Diego for a three-day AIDS update for physicians and nurses
and other interested faculty. The major portion of the program was put
together by the San Diego AA ETC at the Owen Clinic through a subcontract.
Staff from the regional office of the Western AIDS ETC provided technical
assistance, training materials and spoke during the program.

The second major faculty development program took place at Asilomar
Conference Center, January 30-February 2, 1990. This faculty seminar,
which was open to all faculty from the AA ETCs, was entitled “AIDS  and
Mental Health.” Over seventy people attended the seminar which emphasized
the mental health issues associated with HIV infection. The program was
sponsored by the Western AIDS ETC with the assistance of the AIDS
Professional Education Program (APEP)  at UC San Francisco which organized
the agenda and arranged for speakers, while the ETC was in charge of the
list of invitees and overall meeting arrangements. A wide range of mental
health issues was offered in both plenary sessions and in small group
workshops.

On March 2-3, 1990, the dental faculty from the AA ETCs met at the UC
Davis Medical Center for the dental faculty refresher course. This faculty
development program was co-sponsored with the Sacramento AA ETC through a
subcontract. Fourteen dentists attended this two-day course. The first
day dealt with issues related to learning resources, teaching techniques,
and dealing with difficult audiences; while the second day addressed
clinical issues of HIV and dentistry.

Level Two - Training for Primary Care Residents. Family practice
residents are the primary audience for this level of training. A
substantial number of medical students on clerkships participate in level
two experiences. Each AA ETC assures through written agreement with the
teaching hospitals and the statewide AHEC office that the training will be
integrated into the primary care residency programs at the affiliated
teaching hospitals. Residents are introduced to AIDS-related competencies
such as risk assessment, counseling, screening, testing, early diagnosis of
all AIDS conditions, care of symptomatic HIV infected patients, and the
organization of health services for AIDS patients.

Initially there was to be implementation of common ETC-disseminated
modules in the residency programs of the teaching hospitals of the AA ETCs.
This did not prove to be practicable. Each AA ETC now determines its own
residency training model, most conducting traditional AIDS seminars for
family practice residents.
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Three of the first generation AA ETCs have established AIDS rotations
for primary care residents. The faculty of the Tucson AA ETC hold a
conference one day each month for Family Practice residents and provide
in-service sessions for nurses in the Department of Family Practice. In
addition, Dr. Kay Bauman offers a one-month AIDS elective working with her
through independent study and by participating in the Immunodeficiency
Clinic of the University Medical Center. At Santa Rosa, “Grand Rounds”
devoted to AIDS/HIV infection are held at least once per month run mostly
by the faculty member. There is also an HIV “Hot Line” for the residents
to get answers to questions from this faculty member. There are also
innumerable “hallway consults” with the residents about clinical problems.
At Fresno, there is a two-hour session each month. Dr. Michael Reyes, the
physician faculty member, does one hour and an outside consultant does the
other hour. Topics include: Early Intervention and Assessment;
Pneumocystis pneumonia; Evaluation of Altered Mental Status in HIV
Infection; Dermatological Manifestations of HIV Infection.

Level Three - Training for Health Care Workers in the AA ETC-
Affiliated Teaching Hospitals. Hospital-based physicians, nurses and
social workers are trained on different AIDS issues such as sexual history-
taking, risk reduction counseling, psychosocial concerns and’clinical
management. These sessions are generally organized as a short series of
two to three-hour formats and are attended by small groups of hospital
workers.

Level Four - Training for Health Professionals in the Community. The
AA ETCs focus these workshops on developing skills of the primary health
care provider and target community hospitals, public clinics and-
professional societies. Some of these skills are in risk assessment,
counseling, early screening, testing and diagnosis, and case management.

Level Five Training - Community Impact Workshops. The purpose of this
level of training is to provide a forum for community education and bring
together a range-of community leaders , policy makers-and care providers.
The objectives are to improve awareness of the AIDS epidemic’s impact on
the local community, improve awareness of the local AIDS health services
system, and improve awareness of the need for the development of local AIDS
related services, educational programs and prevention programs. The eleven
AA ETCs either sponsor or co-sponsor these educational interventions.

The expected activities in each of these areas are outlined by the
sites in their scopes of work agreed upon at the beginning of each year.
AA ETC directors with their faculty teams are responsible for planning
arrangements for levels two, three, four and five of the training program.
The directors are responsible for the identification of the need for
consultants from outside of the AA ETC community and for securing these
speakers.

In addition to the training levels described above, the regional ETC
office coordinates programs to supplement the efforts of the AA ETCs. Six
AIDS training programs were conducted by the regional ETC in the first two
years of the project including an ongoing noontime case management
conference, a breakout workshop at the national conference of
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migrant/community health centers and a three day HIV antibody counselor
training program.

An innovative outreach training program, which cross-cuts several
levels of training, was begun in the third project year. Faculty teams,
consisting of a physician and nurse or a dentist and nurse, visit private
practice providers in their offices during non-patient hours. The medical
or dental faculty member trains the provider while the nurse trains the
rest of the staff. Issues addressed can be customized according to the
needs of the practice. Piloted by the Associated Medical Director and a
nurse practitioner from the Fresno AA ETC, the outreach training is being
conducted by a number of the AA ETCs. Providers willing to participate in
the outreach training were originally identified through a survey sponsored
by the local medical society; the training is continuing via word-of-mouth
publicity.

2. Curricula and I4aterials Developed/Used

Since its inception, the Western AIDS ETC has operated under the
premise that many excellent AIDS education and training materials already
exist. Rather than duplicate efforts in curriculum development, the ETC’s
strategy was to disseminate these existing materials. It was anticipated
that each AA ETC would adapt the .materials  to their own situation and
training needs.

The series of training modules developed by the UCLA NIMH AIDS
training project were chosen to serve as the core curricula to be utilized
by the AA ETCs. There are eight modules each of which includes a Trainer’s
Guide, a Learner’s Guide, Videos, and evaluation instruments. Reportedly,
however, the modules are used only sporadically.

Through subcontract with several individuals, the Western ETC
developed three modules/slide series on “AIDS lOl”, “AIDS in the Latin0
Community” , and a dental curriculum including oral manifestations of HIV
infection and infection control which were distributed to the AA ETCs.

Several AA ETCs also have developed their own curricula and modules
with other resources available to them. For example, the AIDS Education
Projects team of the University of Arizona (Tucson AA ETC) has developed
and specifically documented a curriculum consisting of 19 lessons ranging
from “Introduction and Overview” to I’ How to Approach an AIDS Patient in
Your Practice” to “AIDS: Personal Experiences”.

As part of the ETC’s resource center function, the regional
information specialist obtains and screens educational materials from
around the country, and then publicizes those found to be useful.
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3. outputs

Approximately 9,600 health care professionals were initially projected
to be trained over the three-year project period. This target was revised
upward based on the first year’s experience.

Year 01 Year 02 Year 03

Level One--Faculty Development

Faculty 20 ? 114

Level Two--Clinical Training

Primary Care
Residents 373 852 274

Level Three--Hospital-Based Professionals

Physicians 329 541

Nurses 907 1,054

Others 1,064 973

Level Four--Community-Based Professionals

374

678

337

Physicians

Nurses

Dentists

Dental Auxs .

Mental Health
Providers

EMTs

Allied Health

Others

Level Five

532 1,648 578

(see Others) 1,258 1,394

(see Others) 834 674

(see Others) 1,187

(see Others) 189

(see Others) 307

(see Others) 820

1,018

1,225

Community Leaders 6,000 5,643 1,585

TOTAL 10,500 15,306 7,233
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c. Efforts to Reach Minorities

The AA ETCs have planned and are already conducting outreach and
training programs to reach minority health professionals and other health
professionals serving largely minority clientele. The San Diego AA ETC
offers a mini-residency at the Owen Clinic for physicians of the local
community health centers in San Diego. Rural hospitals and clinics in the
agricultural-based valley of California are the focus of the Fresno AA ETC.
The San Jose AA ETC outreaches and networks with minority health
professionals in inner city health centers. The regional Resource Center
also has a curriculum available to faculty on AIDS in the Latin0
Community. The Arizona AA ETC is very active in providing programs
specifically for health care workers in the Native American and Latin0
communities and collaborates closely with organizations such as the Tucson
Minority Consortium on AIDS and Proyecto SIDA.

D. Training Issues and Successes

The AA ETCs through their scopes of work are implementing programs
according to five levels of training as defined by the Western AIDS ETC.
This regional model allows for a local response to training needs,
identification of local trainers to implement the course offerings, and
local marketing of programs , while still maintaining the sense of a
coordinated, regional training program. The regional ETC also participates
in training efforts by sponsoring or co-sponsoring workshops/conferences
throughout the region.

The faculty development program designed by the Western AIDS ETC
provides a common direction to the faculty of the AA ETCs. This program
and the faculty retreat provide for faculty support and sharing. This
type of formative development allows the ETC to get feedback from the field
and implement new curricula which can be modified by the individual AA
ETCs  .

The ETC has designed a program around existing structures with
continuing institutional interest in and responsibility for medical
education. Each subcontract requires that programs be planned with
continuation in mind and annual reports record progress towards this goal.
Although the ETC has relaxed the concept of AA ETC self-sufficiency within
two years, the perception remains that funding levels are not guaranteed
from year to year. This seems to have the effect of producing both anxiety
and eagerness to actualize high levels of training activity at the AA ETC
level.

Special emphasis has been given to integrating the AIDS content into
residency programs, programs of hospital in-service training programs,
dental society teaching programs and the established education delivery
systems. The community awareness workshops will help to generate
governmental and consumer support for the long range effort.
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V. PROGRAM ADHINISTRATION

A. Systems for bnaging Training Programs

1. Central Management Activities

The project is administered by a network of subgrants. These
contractual instruments include specific scopes of work for each
subcontractor, name the reports and documents to be delivered and specify
the budget for that portion of the work of the ETC.

The AA ETCs’ activities are monitored by the regional ETC staff in a
number or ways. The AA ETC directors were initially responsible for
compiling semiannual reports, and quarterly meetings with ETC staff were
planned to assure that the development of each AA ETC remains on schedule.
The latter schedule was modified due to budget constraints. There are
frequent informal telephone contacts between the AA ETCs and the ETC, as
well as formal quarterly telephone reporting. The telephone reporting
system for monitoring and collection of data, which was introduced in the
third grant year, covers: identifying information; scope of work review;
report on programs conducted , and calendar of future events. The
information is collected during a telephone conversation with the
subcontractors; data collection is facilitated using a telephone reporting
worksheet. Once the data is collected, it is entered into a database and a
summary report is produced. The summary reports are distributed to the
subcontractors to confirm the accuracy of the data.

Further, regional ETC staff conduct annual sites visits. In the first
two years, the ETC Project Director visited each of the sites except
Hawaii , most annually, meeting with the AA ETC director and principal
faculty. The first round of site visits was used to provide program
planning assistance to the AA ETCs, and the written agreements between the
AA ETCs and their teaching hospital were reviewed to assure the adequacy of
training programs. In the third year, all sites were visited by at least
one member, usually two, of the regional ETC’s management team. A formal
site visit protocol has been developed to structure data collection.

The AA ETC Management Notebook documents the annual subcontracting
process, as well as reporting and evaluation requirements.

2. Marketing

Marketing is seen as an important function of the regional ETC office.
In the first year of the project, the project director spent a significant
portion of his time networking with other AIDS training or service
providers. The regional office has also initiated a quarterly newsletter,
The AEC Bulletin, with a calendar of upcoming events. The first issue of
The AEC Bulletin was distributed to 225 people throughout the region.

The ETC has developed a formal range of Networking/Promotion efforts.
The Resource Center has established working relationships with several AIDS
agencies and clearinghouses. Visibility of the ETC has also been promoted
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through a series of meetings, conferences and presentations to
organizations throughout the ETC region.

The Western AIDS ETC has also marketed itself by conducting or co-
sponsoring a series of surveys and needs assessments in cooperation with
the Associated California Health Centers, the PHS Region IX Office in San
Francisco, and the California Medical Association.

3. Output/Outcome Reports

The regional office of the ETC has developed a uniform “sign-in” sheet
for use at all AA ETC trainings. This uniform sheet was to assure
consistent information on trainees collected throughout the program,
although this data has not been tabulated beyond overall numbers of
trainees. The sign-in sheet was revised in the third project year to begin
to prepare for uniform data set being recommended for ETCs nationwide.

The local sites have been providing quarterly reports to the regional
off ice, though consistency was only achieved in the third year. Year-end
progress reports with activities, outputs and some outcomes are
consistently provided by each AA ETC.

B. Training Facilities

The Western ETC is providing accessible training sites throughout the
4-state region by using the extensive AHEC network. Training is provided
primarily through these AA ETCs at their local affiliated teaching
hospitals. In addition, the ETC is using the facilities at major AIDS
treatment centers such as UCSD for its faculty development training.

The ETC has also recognized the need to provide training to providers
not located in an AA ETC area. The staff of the regional ETC office
conduct training programs to supplement the capabilities of the AA ETCs
including subsidizing selected individuals to attend the APEX training
program at San Francisco General.

c. Cost Sharing

Cost-sharing is an issue that receives major attention at the Western
ETC. The program had originally intended to fund each AA ETC for a two-
year period, after which the programs were to be absorbed by the teaching
hospitals. The actual feasibility of this plan has subsequently been
called into question, however it continues to shape the attitude and
activities of the ETC sites.

Each AA ETC provides assurance that all of its supported personnel
(staff and faculty) are significantly cost-shared by other community
programs and/or the affiliated teaching hospital. The AA ETC’s financial
support for level five training, the community mobilization workshops, is
limited to the contribution of staff time, the time of the AA ETC faculty
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team, and some support for consultant speakers. Remaining budget items are
covered by local community co-sponsors.

In addition to extensive cost-sharing requirements in all its
subcontracts, the ETC is actively pursuing funding from state, local,
foundation and federal sources. The ETC has obtained California state
funding for some of its AA ETCs, totaling $90,000, and two of them have
obtained supplemental grants on their own.

D. CEUs

The regional ETC office reported that of 88 programs offered by AA
ETCs in the first year, 46 programs did not offer CEUs and 42 offered
CEUs . The AA ETCs are responsible for obtaining CEU/CME approval,
although this is not required by the ETC.

E. Library and Information Services

A major function of the ETC regional office is information collection
and dissemination through the Western AIDS ETC Resource Center which was
established at the Fresno headquarters in September 1988. The Resource
Center is staffed by an information specialist who is available to respond
to questions or requests for information from throughout the region. The
Resource Center is organized into four components: the AIDS Training
Activities Calendar; the educational materials database; the clinical
training programs database; and an on-site library, including a videotape
lending library of more than 50 AIDS training tapes. A quarterly
newsletter on training activities is published. In addition, the
information specialist reviews and distributes educational materials.

In the third project year, the development of the AIDS Clinical
Information Network was begun. The Clinical Information Network, which
will include up-to-date clinical protocols, a warmline, and other types of
technical information to provide support providers in the treatment of HIV+
individuals. Information will be available to providers via a variety of
media including telephone, fax and online computer access.

VI. stJMl4ARY

The Western AIDS ETC credits the fact that it was established by
piggybacking on an existing structures that were already providing
education and training to primary care providers, together with the fact
that, for its training materials, it primarily utilized existing training
materials that were developed by such organizations as the NIMH AIDS
training program for its rapid start-up.

Over the three years of the ETC’s  existence, 15 AA ETCs have been
developed and based at a teaching affiliated hospital. 13 of these sites
are on-going entities. Each has been responsible for AIDS education
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programs within a given catchment area. The staff and faculty of the AA
ETCs have been significantly cost-shared with their teaching hospitals.

The network of AA ETCs provides for rapid dissemination of
information; a mechanism for linking clinicians for participation in
clinical research; a large network of decentralized AIDS training for
health care providers and a mechanism for replicating integrated inpatient,
outpatient, hospice and home care for AIDS patients.
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AIDS EDUCATION AND TRAINING CENTERS

FINAL EVALUATION OVERVIEV

I. INTRODUCTION

The following report is an overview of the evaluation activities planned
and conducted by the eleven AIDS Education and Training Centers funded by the
Health Resources and Services Administration (HRSA) in the first and second
funding rounds (September 1987 and April 1988): the AIDS Education and
Training Center for Southern California (AETC-SC); the Delta Region AIDS
Education and Training Center (Delta ETC); the East Central AIDS Education and
Training Center (ECAETC); the Emory AIDS Training Network (EATN); the Mid-
Atlantic AIDS Regional Education and Training Center (MAARETC); the Midwest
AIDS Education and Training Center (MATEC); the Mountain-Plains AIDS Education
and Training Center (MPAETC); the New England AIDS Education and Training
Center (NEAETC); New York-Caribe AIDS/SIDA  Education and Training Center (NY-
Caribe); WAMI-0 AIDS Education and Training Center (WAMI-0); and the Western
AIDS Education and Training Center (Western ETC). The report’was prepared
after reviewing the ETCs’ evaluation documents and instruments, and discussing
evaluation issues with ETC staff during the site visits and follow-up
telephone calls. The report reflects the status of evaluation at the eleven
sites in Summer 1990.

II. SUMMARY OF FINDINGS

A. Relationship Between Project Structure and Evaluation

Among the four first generation ETCs, direction and control of evaluation
activities closely parallels program structure. Three of these four ETCs are
decentralized in both their program structure and evaluation activities.
While some have developed or adapted evaluation tools centrally, they have
been disseminated as models; sites are free to use them or not, or to modify
them as they see fit. Virtually no standard evaluation methodology or
approaches are being used ETC-wide. At the more centralized of these four
ETCs (NY-Caribe) evaluation is also centralized. A uniform evaluation
instrument is used throughout and standardized data for evaluation is
available for central analysis.

Among the seven second generation ETCs,  project structure is not
necessarily a predictor of the degree to which evaluation activities are
centralized or decentralized. In the ETC where sites are most independent--
the AETC of Southern California--evaluation activities are most independent as
well. Among four of the five remaining ETCs which are relatively
decentralized programmatically (Delta, MATEC, MAARETC and New England), as
well as EATN which combines a high degree of centrally-directed programming
with a number of independently functioning subcontractors, basic evaluation
procedures are standardized with some degree of coordination from the ETC
headquarters. In all of these cases, there has been and continues to be a
trend toward more uniform procedures and more ETC headquarters involvement.
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The last of the seven ETCs, Mountain-Plains where there is a high degree of
autonomy in the implementation of training activities, uniform evaluation
procedures were developed collaboratively and are being coordinated centrally.

B. Administration of the Evaluation Process

1. Evaluation Coordinators

With the exception of AETC of SouthernCalifornia,  all of the ETCs have
a designated evaluation person at the regional level. At Delta, EATN, ECAETC,
MATEC, MPAETC, NY-Caribe, and WAMI-0, this person serves exclusively in an
evaluation capacity, devoting lo-25 percent time to the ETC; the evaluator at
the Western ETC devotes 50 percent time. At the New England ETC, evaluation
is one of the responsibilities of the .40 FTE Project Administrator while, at
MAARETC, the full time Education Coordinator also supplies the regional
evaluation input.

Evaluation expertise at the program implementation site level is varied
not only across the ETCs but within ETCs as well. At several of the ETCs,
there have been formal plans to enhance evaluation expertise or increase time
commitment of individuals to evaluation across all sites, but this has yet to
occur. For the most part, commitment to evaluation at the site level beyond
basic data collection has been directly related to the personal interests of
individual site staff.

2. Evaluation Reports

Throughout the ETC network, evaluation reports are produced at a number
of levels: evaluation reports of individual events; evaluation reports on a
series of events; evaluation reports on selected issues across dissimilar
events ; and overview evaluation reports, both ETC-wide and for individual
sites, for a given time period.

In most cases, reports are prepared at the site level, if at all, and are
made available to the regional ETC. At others--EATN, MPAETC, New England and
NY-Caribe--some or all of the evaluation reports are prepared at the regional
level and returned to the implementation sites.

Two important issues have arisen with regard to evaluation reports:
timeliness and usefulness. The timeliness of reports, which is as important
as the information the report conveys, has been an issue for most of the ETCs.
Several of the ETCs have expressed concern over this issue and are making an
effort to improve turnaround time. Approaches to speeding up turnaround have
included the use of mark sense coding for optical scanning/data entry
(MPAETC and WAMI-0) and requiring that reports be submitted with request for
reimbursement (Delta). In the case of at least one ETC site, the desire to
publish before releasing preliminary data has interfered with the timely
dissemination of useful evaluation information.

In part, the utility of evaluation reports lies in their ability to serve
a documentation/accountability function. In that regard, the ETCs have
performed well. On the other hand, evaluation reports should also serve a
guidance function. For the most part, evaluation reports, whether prepared at
the site level or at the regional ETC level, have consisted of simple
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aggregation of data with little or no narrative discussion; interpretation
being left up to the person reviewing the data. Several exceptions are noted.
The New England ETC attaches a cover letter to the aggregated data it returns
to its subcontractors which includes some interpretation of the data and
recommendations. The Northern Illinois site of MATEC, which does a
considerable amount of specialized training for other organizations such as
the Chicago Health Department and the U.S. Public Health Service, prepares
substantial evaluation reports for the recipient agency in which evaluation
data collected in a variety of ways are integrated and interpreted, and formal
recommendations made. A comprehensive evaluation report was prepared for the
Western ETC’s faculty development training which included a review of the
literature and a description of the methodology as well as the results from
participant feedback about the program and outcome evaluation (pre/post
knowledge and attitude tests), a discussion of the findings, and suggestions
and recommendations. In cases where evaluative research has been undertaken
as a special project under the auspices of the ETC, substantive reports should
be forthcoming.

C. Approaches to Project Evaluation

1. Project Monitoring

Within the context of this evaluation review, monitoring refers to the
process by which progress toward the ETC’s formal goals and objectives is
tracked and reported, and goals and objectives are modified if necessary.
For the most part, ETC goal statements have been directed at the activities
the organizations intended to undertake, rather than the outcomes these
activities were intended to produce; project monitoring has had a “process”
evaluation focus with regard to institutional and program development.

While most of the ETCs continue to structure their progress reports to
HRSA to coincide with their initial goal statements, emphasis on project
monitoring as an evaluation activity has diminished as the ETCs have become
increasingly involved in evaluation activities that speak to the quality of
the programs they provide. ECAETC continues to place heavy emphasis on
monitoring as an evaluation activity.

2. Evaluation of Outputs

Evaluation of outputs, within the context of this evaluation review,
refers to the collection and analysis of data about the education and training
events offered by the ETC as well as data about the participants who attend
these events. Analysis may include the degree to which training targets are
met and potential trainee “markets” are penetrated.

While the ETCs universally collect and report data on training events and
participants, the way in which data are collected and aggregated, the
variables identified, and the reporting formats widely differ among ETCs.  In
some cases, uniformity of data collection within an ETC was not achieved
until a year or more into the project period. In other cases, the data
collected was modified two or three times in the initial two-year period.

All of the ETCs,  with the exception of the New England ETC, maintain or
are in the process of developing an automated uniform database of training
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events and participants. dBASE is most often used. The nine databases that
are currently operational are maintained at the regional level. ‘The MAARETC
database, based on the database created by its Maryland site, is currently
being expanded to all sites. NEAETC stores its event and participant data in
paper files at the regional level.

All of the ETCs collect and store descriptive data about each of the
education and training events provided under their auspices. However, there
is little comparability across ETCs. The variables common to most of the
ETCs include only: an identifying title; date(s) held; some form of location
descriptor; number of hours; and a count or estimate of total participants.
The character of the databases differ as well. Delta and ECAETC’s  databases
detail various aspects of the educational structure, process and/or content of
the events; MATEC has a similar but less intense focus. Southern California,
MAARETC and WAMI-O’s databases tend to broadly characterize events according
to their educational approaches, while EATN, MPAETC, New England and the
Western ETC keep basic management-type data which essentially allows them only
to identify events and distinguish between them.

At the regional level, the ETCs’ participant databases generally fall
into one of two categories: individual participant data or aggregate
participant data. Southern California and New England receive participant
data from the site level only in aggregate form, while Delta, EATN, MATEC and
Mountain-Plains have access to individual participant data as well as
aggregate data. MAARETC has been getting aggregate data from its sites, but
with its transition to a uniform database may now be in a position to get
individual data. ECAETC offers both options; at a minimum, sites report
aggregate data, but may submit data on individual participants for aggregation
by the regional office.

Two ‘important concerns with regard to participant data are whether the
relevant variables are captured and whether the data are complete. Overlying
these concerns is the issue of comparability of data across ETCs. HRSA has
expressed particular interest in knowing the degree to which primary care
practitioners, particularly physicians, are being reached by ETC programs and
the degree to which training programs are reaching minorities. Delta, ECAETC,
EATN, MATEC, and Mountain-Plains have occupation and work-setting data on
individual participants and can easily identify the number of primary care
providers reached. New England receives aggregate data by profession and work
setting. MAARETC, NY-Caribe, Southern California, WAMI-0 and the Western ETC
currently do not have ready access to data identifying the number of primary
care providers served. With regard to minority reach, Delta, ECAETC, EATN,
MATEC, MPAETC and NY-Caribe collect trainee ethnicity for individual trainees,
while Southern California, MAARETC, WAMI-0 and the Western ETC are or will be
collecting aggregate data or estimates. New England makes gross estimates of
minority participants. Further, Delta, ECAETC, EATN, MPAETC and NY-Caribe
collect data on ethnicity/minority status of participants’ practices, either
in terms of proportion of each ethnic group or the predominate minority.
MATEC obtains aggregate data on number of participants with various
proportions of minority patients.

The way data are collected strongly influences the completeness of the
information, the ability to do cross-tabulations and the inferences that can
be drawn from the results of the analyses. Data which are collected at
registration are far ‘more likely to be complete than data collected post-
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training particularly that collected as part of the evaluation process. The
individual data collected by,four of the ETCs is collected post-training;
these ETCs also have aggregate data. To the extent that the aggregate data is
registration data, completeness of the more detailed individual data can be
estimated. Only a few of the ETCs have actually attempted to make estimates
of completeness of data.

The number and complexity of output reports run the gamut of simple to
complex, and few to many. For the most part, these reports tend to be simple
documentation of events and participant characteristics. Several of the ETCs
routinely generate reports on variables of special interest to HRSA. MATEC’s
“Minority Case Load Report” provides data on participants by ethnicity as well
as minority caseload by site and ETC-wide. MATEC' s “Training Productivity”
report provides data on the number of primary care providers trained by site.
EATN prepares pie charts detailing the work-setting and occupation of its
participants.

A few of the ETCs have begun to look at outputs in a more evaluative
light. The most common evaluative use of output data is a comparison of
actual number of participants to the number targeted, either by type of event
or by profession. MATEC has done a comprehensive analysis of changes in
trainee/training patterns (Yr 01 to Yr 02). Some ETCs have begun the process
of assembling output data in a way that it can be used to judge impact. EATN
has begun to map participants by broad zip code in preparation to analyzing
the degree of market penetration it has achieved in various geographic areas
within each state.

3. Analysis of Program Costs

In this review, cost analysis is a generic term referring to any one of a
number of ways of relating costs to program. Cost accounting refers to the
compilation of costs for various cost centers , cost centers generally being
various categories of training. Cost efficiency refers to input/output
analysis --cost per event or cost per trainee-- either overall or by type of
training. Cost/benefit refers to an analysis which relates cost to outcome,
while cost/effectiveness compares the cost of one type of intervention to
another in achieving the same or similar outcomes.

Only four of the ETCs have done any cost analyses to date. EATN and New
England have cost efficiency calculations for some of their programs using
direct cost methods. EATN has calculated a “cost per trainee” for several
types of events such as conferences and customized trainings; New England has
calculated “cost per training day If for its faculty development workshops ,and
for conferences. Both use these figures more for management than for
evaluative purposes.

MATEC and NY-Caribe have done more extensive analysis. Using full cost
methods, they have calculated “average cost per participant” and “average cost
per contact hour.” NY-Caribe has done a summary analysis for the three-year
project period by site as well as the program as a whole. MATEC’s analysis is
by site for Years 01 and 02 , as well as changes in these cost figures from
Year 01 to Year 02.

It is generally agreed that cost analysis focusing on cost/benefit or
cost/effectiveness is not feasible for a number of reasons: difficulty in
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identifying, classifying, categorizing and determining the cost of the program
inputs that would serve as the basis of the analysis; difficulty in
identifying and quantifying the program outcomes (effects and benefits); and,
finally, establishing the linkages between the two.

D. Formative Evaluation of Training Products

In this evaluation review, formative evaluation of training products
refers to the process by which training products--curricula, audiovisual
materials and other items which are intended to have specific effects on
trainees’ knowledge, attitude, skills or behaviors--are assessed during their
developmental stage to determine whether instructional objectives are being
met. The results of the assessment are incorporated into modifications of
the product before its final release. Formative evaluation is a collection
of assessments from various perspectives including verification of the
accuracy and appropriateness of the information, assessment of the sensitivity
of the presentation, pretesting of visuals, and testing of the preliminary
product for acceptability, effectiveness and unintended effects.

For the most part, formative evaluation of training products has been
limited to “expert review” of content for accuracy and appropriateness, and
occasionally feedback from users about whether they liked the product or found
it useful.

Several sites report having formal protocols for formative review of
curricula or products in development--Delta Region ETC, the Kentucky site of
ECAETC and the Morehouse site of EATN for curricula, Southern California and
the Michigan site of ECAETC for materials--but as yet, there have been no
reports forthcoming which document the conduct of these reviews, their
findings or the way the findings were used to improve the final product.

There have been no reported formative evaluations of audiovisual
materials developed, particularly on videos, which have required significant
investment of ETC resources. As a result, while these products might have
been well-received by the intended audience, there is currently no
documentation of their educational value.

The only notable example of formative evaluation of an ETC product comes
from the Ohio State site of ECAETC in which a field test was conducted as part
of the development of its computer-assisted learning package. Approximately
twenty physicians tested the package on their own computers under conditions
similar to the intended user environment. The computer program itself allowed
respondents to document difficulties or questions as they were encountered;
these annotations were printed out and returned to the ETC. Upon completing
the field test, the field test subjects responded to a questionnaire about the
respondent’s interest in the material, the importance, practical value, and
adequacy of coverage of the content, self-reported improvement in knowledge,
the quality, ease of use and value of the computer-assisted format.

The Western ETC has planned an elaborate evaluation of its forthcoming
mental health curriculum module including a pilot-test and more summative
evaluations of effectiveness in general use.
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E. Approaches to Evaluation of Education and Training Programs

1. Standardization of Evaluation ETC-Wide

Initially, most of the ETCs reported resistance on the part of their
sites to standardized evaluation. Over the two year period, a trend toward
more acceptance of uniform procedures has been noted as relationships between
ETC headquarters and their sites have matured and trust built. Particular
success in implementing standardized procedures has been achieved where the
procedures were developed collaboratively. On the other hand, the Delta ETC
has developed a comprehensive “Manual of Operation for Evaluation” centrally
which has been disseminated to all of the sites, yet there has been little
evidence of its use.

Collection and reporting of output data, as described above, has been the
major target of standardization. Nine of the ETCs have standardized event and
participant data collection ETC-wide; Southern California and MAABETC are
currently in the process of doing so.

The next most common targets of ETC-wide standardization is formative
and/or process evaluation of individual education and training interventions.
The specific approaches to formative evaluation of events is described in
Section II.E.2 below. Delta, ECAETC, EATN, MAABETC, Mountain-Plains and NY-
Caribe have designated forms for use ETC-wide which solicit feedback from
participants about various aspects of the training.

NY-Caribe has developed and validated a pre and post-training attitude
scale which is used routinely in conjunction with all of its training
programs. Mountain-Plains has attempted to standardize procedures for
assessing training effectiveness in enhancing knowledge, attitudes, belief and
intended behavior (KABB) by developing a “pool” of KABB questions to be drawn
upon by sites opting to do pre/post-training testing. Partially in response
to requests for a standardized instrument, the Western ETC, through its San
Francisco site, has developed and validated an attitude scale; it has been
distributed in preliminary form to be used at the option of the sites.

EATN, New England and WAMI-0 each use relatively standardized procedures
for doing follow-up on participants of selected intensive events to begin to
gauge impact on practice.

2. Approaches to Formative Evaluation of Training Events

Formative evaluation of training events, for the purposes of this
evaluation review, refers to the assessment of various aspects of the content,
structure and/or process of the event with an eye toward incorporating the
findings into the improvement of future events. Much of what the ETCs have
called “process” evaluation is included. In the strictest sense, preliminary
evaluations of effectiveness which feed into future programs are also
formative, but are considered separately.

The most commonly applied approach to formative evaluation of training
events is the post-training ratings of various aspects of the event by the
participants themselves using a written questionnaire. The focus ranges from
global assessment of the entire program to detailed ratings of presenters,
sessions and teaching methods. Sessions and topics tend to be rated on
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usefulness, practicality and relevance; presenters on clarity of presentation,
educational skills and knowledge. These process-oriented evaluations provide
documentation of the event and the way in which it was received, they are of
limited value as formative evaluation because, while they may diagnose problem
areas, they provide little specific direction for program improvement.

Open-ended questions which solicit post-training participant feedback
provide more extensive data. “What did you like best?” “What did you like
least?” and “What  would you change?” are frequently asked open-ended
questions. Delta ETC uses a variant on this approach, routinely asking
participants to comment on “things I would change,” “things I would keep,” and
“1 would like to tell the presenter or program organizer . ..” The Florida
site of EATN uses an “extended evaluation” for its more intensive programs,
asking participants for substantive comments on each presenter and session, an
approach which has yielded rich formative data.

As a supplement to its participant feedback, EATN routinely obtains
feedback from its trainers. Its “Trainer’s Evaluation” form asks for the
trainer’s own assessment of, among other things, what went well with the
session and how well the trainees and workshop objectives had been matched.
On its “Training Report Form, ‘I WAMI-0 asks “which techniques worked best?”
“which techniques did not work well ?” and “what kind of problems (if any) did
you encounter in your training?”

Several other approaches to formative evaluation are in use in selected
instances. Exit interviews are routinely held for obtaining formative data
from participants in clinical experiences organized by Mountain-Plains and
EATN . In a number of instances, three to six month follow-ups are done,
either by mailed questionnaire or telephone interview, in which respondents
are asked to comment, in retrospect, about aspects of the training that have
proven most useful. The Delta ETC uses a particularly innovative approach to
formative evaluation in which PWAs  who have been part of a panel are asked to
comment on the overall program from the perspective of the trainees’ potential
clients.

For the most part, utilization of formative data for program improvement
has been informal. The Maryland site of MAARETC, for example, takes a more
formal and strategic approach. Intensive courses are subjected to detailed
formative evaluation at the outset and the results fed back into course
improvement. Ultimately a maintenance level of formative evaluation is built
into ongoing courses. “One-shot” presentations are subjected to broad
formative questions to ensure that the course planners continue to tune into
the needs of the providers and provider agencies they serve; detailed
evaluation with an eye toward improving specific components of the training in
such courses is deemed unnecessary.

3. Approaches to Evaluation of Program Outcomes

The degree to which
not only across ETCs but
conducting evaluation of
or no outcome evaluation
approaches to evaluating
are illustrative and are
evaluation activities.

ETCs are evaluating program outcomes varies widely
among the sites of a given ETC. However, interest in
outcomes has been piqued even among ETCs where little
has here-to-fore been conducted. A variety of
program outcomes has been noted. The examples below
not intended to be an exhaustive catalogue of outcome
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a. Evaluation of Effectiveness

For purposes of this evaluation review, the evaluation of effectiveness
refers to the assessment of the degree to which a training intervention has
met its instructional objectives relative to increasing knowledge, changing
attitudes, enhancing skills and stimulating the “intention to act.” While not
identical, effectiveness roughly coincides with “immediate impact.”
(Immediate impact may measure outcomes that are not necessarily related to
instructional objectives.)

Pre/post-training testing is the primary method used for assessing
effectiveness of training in increasing knowledge, utilizing primarily
multiple choice and true/false questions. This approach has been used only
sporadically among ETC sites and, where used, its use has appropriately been
limited to longer programs. The value of measuring the ability of
participants to memorize random and isolated facts has been called into
question by some ETC evaluatqrs.

Pre/post-training testing is also commonly used to measure changes in
attitudes, beliefs and opinions felt to have relevance to AIDS caregiving.
These changes are generally measured by presenting opinion statements and
asking participants to rate the degree to which they agree or disagree with
these statements. The NY-Caribe ETC appears to be the only site which has
done significant validation of the attitude scales it uses.

Attitude assessment being done by the ETCs is beginning to move from
assessments of more general attitudes such as homophobia, which are less
susceptible to change via a limited training intervention, to more focused
ones such as assessments of perception of personal risk, which are more likely
to change in response to training. WAMI-0, in conjunction with its Substance
Abuse Counselor Course, has developed a six-item scale to measure personal
reaction to situations which some might consider personally risky. The scale
is prefaced as follows:

Sometimes what we know and how we feel are very different. Please
read the following statements and circle the number that most
closely corresponds with what you know about risk. Then circle the
number that most closely describes your feelings.

The San Francisco site of the Western ETC is in the final stages of
validating an attitude assessment instrument which includes scales measuring
situation-based perception of risk, fear of contagion, emotions towards AIDS
patients, and professional resistance.

The degree to which ETCs and their sites have borrowed pre/post-training
questions or entire tests from one another, or have expressed interest in
doing so, is a matter of concern. There have been a number of instances where
such tests have been adopted, whole-cloth, without any consideration of
whether they relate to the teaching objectives or content of the adoptive
program. AS a counter-example, the Mountain-Plains has made an effort to key
items in its pool of KABB questions to specific units in its standard
curriculum. Thus, when its sites select individual units for a particular
training event, they can select only the appropriate test questions to
accompany them.
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Different approaches based on self-assessments have been used by ETCs.
One of these approaches, the “self,efficacy” approach, calls on participants
to directly assess the degree to which the training has contributed to a
particular change--typically level of knowledge or degree of comfort with a
particular situation or ability to perform a particular task. Effectiveness
of MAAHETC’s  Home Health Care training is assessed via an item that states:
“As a result of this program, I think I’ll feel more comfortable with HIV
patients,’ asking respondents to select “a lot more comfortable,” “somewhat
more comfortable, ” and “not more comfortable.” WAMI-0 uses open-ended
questions to assess the effectiveness of its more intensive programs. The
evaluation questionnaire used in conjunction with its train-the-trainers
program asks participants to “name  one skill that you have acquired or
improved as a result of attending this workshop?” while that used in
conjunction with its substance abuse counselor training asks participants to
“write  one fact or idea from the training that you learned, and that seems
important to you.” ,

Other well-focused examples of the self-efficacy approach to determining
the effectiveness of training change come from several of the Southern
California sites. From the University of Southern California site:

As a result of this program, do you feel that you:

. know the current issues pertaining to HIV infection in
the Latin0 Community?

. know what issues to cover when counseling HIV infected
persons? when conducting an initial HIV evaluation?

. can conduct comfortably an initial HIV evaluation?

. can integrate sexual history taking and risk
identification into one’s own practice?

Paraphrasing a test item from UCLA:

On a scale of l-5, how much did attendance at the conference
influence:

. your willingness to screen and care for patients with HIV
infection?

. your decision whether or not to take sexual histories on
patients you’re seeing for the first time?

Another self-assessment method asks participants to self-report
competencies prior to training and then again at the end of training. EATN
uses this approach in the assessment of its train-the-trainers program.
Participants are asked to report their confidence in their level of knowledge
and skill with regard to various tasks, both clinical and teaching. EATN f s
South Florida site uses this same approach to gauge the effectiveness of its
clinical training in increasing participantsf comfort level in providing care
to clients who are engaged in nine specific risk behaviors.
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A third approach using self-assessment is done post-training only but
asks participants to make retrospective assessments of the competence levels
prior to training as well as at the end of training. This approach was
borrowed from the one developed by the AIDS Task Force of the Society of
General Internal Medicine for its “AIDS & the Primary Care Provider”
curriculum, and has been used by New England for its faculty development
workshop and by the Maryland site of MAAEETC in the evaluation of its HIV
Counselor training.

Those ETCs that have addressed the effectiveness of training in
stimulating participants to consider behavior change have done so from two
perspectives. The first looks at behavioral intention--what will they do
differently. The second looks at the effectiveness of the training in
reducing specific barriers to action.

In assessing training effectiveness in stimulating behavioral intention,
the central issue is the phrasing of the question “what will you do
differently as a result of this training?” Subtle differences in the
phraseology result in significantly different answers. Abstractly-worded
questions seemed to have resulted in answers which are too diffuse or
conversely, too detailed, to be of value. More concretely worded questions,
pointing to categories of behavior and/or time limited changes, have produced
far richer responses. For instance, for EATN’s train-the-trainers workshop,
behavioral intent is obtained from a question on the post-training
questionnaire which asks: “what three things are you likely to do differently
when you return to your worksite?”

While open-ended questions may provide richer responses, the difficulty
of analysis in trying to link responses to specific course objectives is
increased. More direct questions provide a tighter link between specific
behavioral objectives. A question used by AETC-SC’s UCLA site is
illustrative:

How likely is it that you will regularly take sexual histories on
patients you’re seeing for the first time?”

An interesting approach to evaluating training effectiveness in reducing
barriers to care is used by both the UCLA and SC site of the Southern
California ETC and in the evaluation of the MAAEETC Dental Program. Using a
pre/post-training self-reporting procedure, participants are asked the extent
to which specific issues serve as a barrier or deterrent for them in treating
AIDS patients. The issues listed are specific to the training audience and
relate to training activities aimed at diminishing these barriers. UCLA asks
that each item be rated; MAAHETC asks that the two most significant concerns
be identified from a larger list.

The MAAEETC Dental program uses an interesting time series design to
assess effectiveness in a variety of areas. Self-reports of perceptions (the
degree to which participants perceive that they are already treating infected
individuals, the degree of risk they perceive that they encounter when
treating HIV+ healthy individuals), readiness to act (opinion on
appropriateness of treating HIV+ individuals in private practice), and
intended behavior (plans to be immunized for hepatitis-B) are collected
immediately pre-training and again post-training to assess immediate
effectiveness. Longer term effectiveness is assessed by comparing pre-
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training and follow-up responses to show either the persistence of changes
measured directly after training, or the development of even more favorable
view after analyzing what was learned in training or reassessing attitudes
back in the context of their practice. Variables analyzed in the assessment
of longer term effectiveness include perceptions of the degree to which they
are already treating HIV+ patients, the appropriateness of treating HIV+
healthy patients in settings like their own, and the risks they face in
treating HIV+ healthy patients, as well as attitudes which impede providers
from becoming more involved in the care of HIV infected patients.

b. Evaluation of Impact

Evaluation of impact, for purposes of this evaluation review, refers to
the extent to which participation in ETC training has led to changes in on-
the-job behavior or has actually precipitated actions or events that would not
have otherwise occurred. This is actually an assessment of mid-term impact.
The true measure of impact is improvement in outcomes, both physical and
psychological, of people with HIV/AIDS. However, this is not only
extraordinarily difficult to measure, but it would be virtually impossible to
attribute any such change to a given intervention or even to the collective

interventions of an ETC given the volume of potential confounding variables in
the environment.

Impact on on-the-job behavior is measurable only after a participant has
had an opportunity to return to work and apply newly acquired knowledge.
Therefore, one would expect some lag time before impact evaluations would be
undertaken. At this time, only EATN, MAARETC, New England, the Western ETC,
WAMI-0 and the UCLA site of Southern California have actually begun
implementation of impact studies.

Almost all of the impact evaluations have involved follow-up studies of
one sort or another. Data for most of the follow ups have been collected from
the participant; in one study, data was collected from patients of the
participants. Time frames have generally been between three and six months
post-training. Respondents have been followed up variously via telephone
interviews and using mailed questionnaires, and, for the most part, follow-up
studies are administered by the ETC headquarters.

EATN follows up on specific planned actions that participants reported at
the end of training. In telephone interviews, participants are reminded of
their planned actions and asked the extent to which these plans have been
carried out.

4-6 -months after its train-the-trainers program, WAMI-0 conducts a
telephone follow-up of participants , asking, among other things, the number of
trainings conducted since attending the program, the types of groups of
individuals the trainings targeted, the topics covered and the approximate
number of people trained. Train-the-trainers programs that have focused on
substance abuse issues have included a day on facilitating organizational
change, particularly regarding changing intake and history-taking procedures.
Participants are followed up to assess successes and barriers to effecting
change in the trainees’ home institutions.

MAARETC measures the impact of its Dental Training program by comparing
pre-test responses with follow-up responses to measure actual changes in
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behavior: immunization for hepatitis-B, HIV screening procedures in place and
infection control procedures being utilized. Evaluation of the train-the-
trainers component of the Dental Training program further seeks to document
impact by asking respondents to report the number of trainings, specifically
in infection control, they have conducted since completing the course, as well
as to report the number of individuals attending these events.

The Virginia site of MAAHETC is conducting an impact assessment of its
“AIDS in Adult Institutions.” Mailed questionnaires ask participants “What
have you done with the information you learned from the AIDS Training
Program?” Explicit response choices are given with room for additional
comments:

.

.

Disseminated info about HIV/AIDS to other staff
Provided training programs for other staff
Served as the HIV/AIDS resource person in my
institution
Learned to protect myself from infection
Informed others how to protect themselves
Provided counseling to HIV-infected individuals
Determined my role in meeting the educational
needs of clients during incarceration
Determined my role in meeting the educational
needs of clients upon release into the community
Identified community resources and local AIDS
service organizations

The New England ETC conducts follow-up evaluations to assess the impact
of the faculty development programs and the mini-residencies. Questionnaires
are mailed to participants from the NEAETC headquarters with a cover letter
signed by the trainer. A month later, blind reminders with a second copy of
the questionnaire is sent to all participants to give those who have not yet
responded a second chance to do so. As a result, the response rate has been
very high. Impact is measured in terms of:

. identification of specific things that
participants do differently as a result of
having taken the course; and

. identification of new educational programs on
HIV infection/AIDS that the participants have
developed, coordinated or served as an
instructor which can in some way be attributed
to participation in the NEAETC course.

In a special study, the UCLA site of Southern California conducted phone
interviews with 1,500 patients of nurses and doctors who had participated in
the sexual history training. Patients were asked if the provider asked 12
different types of questions including “are you sexually active or not, I’
“number of sexual partners you have” and “your sexual practices”. They were
also asked if they were offended when questions were asked about their sexual
health. At the end, one question specifically asked: “Overall, do you feel
that the provider has enough information about you to provide you with the
best possible care?”
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Mountain-Plains is in the planning stage-of its follow-up evaluation.
Evaluation of impact will be conducted on the first generation train-the-
trainers program, second generation train-the-trainers activities, and
“outreach” training conducted by both first and second generation trainers.
As originally envisioned, all participants were to be surveyed three months
after training to ascertain the degree to which they have utilized information
from MPAETC courses. It is anticipated that a sample of participants who
received training will be followed up. The follow-up will rely primarily on
mailed questionnaires but telephone interviews may be incorporated into the
design.

Several unique approaches to impact evaluation have been noted. The
MAARETC headquarters has taken another approach examining the impact its
statewide sites have or have not had on their participants by comparing data
from statewide needs assessment conducted by other agencies with like items on
post-training evaluations. Items such as the percentage of providers
reporting “comfort in dealing with HIV infected people” are examined. While
the approach is relatively qualitative, MAARETC hopes to introduce some
quantification into the study.

The Western ETC has piloted an approach to impact evaluation involving
chart reviews of patients of residents that have participated in one of its
clinical training programs. The chart reviews focus on the degree to which
partScipants routinely do risk assessment and risk reduction counseling. A
form was used for abstracting the information documented in the patient
charts.

Recently, the Western ETC has begun a study of the impact of its
training in increasing the number of physicians willing to see HIV+ patients.
Using a “key informant” approach, a number of the ETC sites have identified,
by name, the physicians and dentists in their communities who treat AIDS
patients. This list, which the ETC reports has been surprisingly easy to
compile, serves as a baseline for the assessment of impact. Repeat rounds
will document any increase. New names on the list can be compared with
training rosters to determine whether or not new entries to AIDS practice have
previously been ETC training participants.

4. Unique and Interesting Techniques and Methodologies

In reviewing the evaluation methodologies of the eleven ETCs, several
unique and interesting evaluation techniques and methodologies were noted.
Several are highlighted below.

A number of the ETCs have made use of the “standardized patient”
technique in the training and evaluation of individual trainees, particularly
in professional school settings. Both the Northern and Southern Illinois
sites of MATEC are involved in developing AIDS-related Standardized Patient
Encounters for training medical students and residents. The evaluation
component involves video monitoring of the doctor-patient encounter for later
viewing and analysis and a follow-up session between doctor and patient where
the patient offers a critique of the encounter. The University of
Massachusetts and Brown University sites of the New England ETC have used this
methodology with medical students and internal medicine residents to train
them to educate and gather data from patients, and to evaluate their
performance in doing so. Each student spends 15 minutes with one standardized
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patient. The student is asked to obtain a focused and relevant history,
perform a relevant physical exam, develop a differential diagnosis,
communicate their impressions and provide patient counseling. The students
are then given written feedback on their performance. The USC site of
Southern California is also in the process of developing a package for
teaching and assessing clinical skills using standardized patients. The cases
have been developed and used in two training situations. Accompanying the
cases is an evaluation form for the conduct of the interview. This evaluation
form contains behavioral statements that will be rated by an observer in order
to evaluate the trainee’s conduct of an interview with the patient. The form
includes items for introduction of self, for manner of obtaining information,
for feelings and attitudes revealed, for the content of the interview, and for
additional comments and suggestions.

The Alabama site of EATN has purchased a technology called the “Q-
Sys t em, It consisting of a portable computer with 32 response pads, much like
those used on TV game shows. A set of questions and multiple choice answers
are programmed into the computer to correspond with the content flow of the
presentation. During the course of the presentation, the presenter triggers
the computer to flash the appropriate question and answer choices on a large
monitor for the trainees to see. Those seated at the response pad stations
key in their answer. The responses are immediately tabulated by the computer
and presented on the monitor. This immediate feedback enables the presenter
to ascertain whether his/her points are being grasped before moving on to a
new area. In addition, the responses are automatically stored in the
computer for subsequent use in evaluation studies. The technology was found
to be very engaging, keeping the trainees alert and lightening up the session.
It may also turn out to be a motivational tool in that it enables trainees to
position their own comprehension and attitudes, anonymously, among their
peers.

The Maryland site of MAAHETC utilizes a methodology for evaluating the
effectiveness of its HIV Counseling training program in improving counseling
skills of the participants, particularly their ability to respond quickly and
appropriately to statements of clients that potentially have significant
consequences. The technique makes use of a paper and pencil test administered
before and after training. The test presents statements that might be
typically made by clients in a pretest or posttest counseling situation.
Participants are asked to write down the first thing they would say to the
client following each of the statements. The responses are scored as follows:
Detracts (-1); Neutral (0); Somewhat Facilitative (+l); Very Facilitative
(+2) l The specific statements on the pre-training questionnaire and on the
post-questionnaire are not the same, but the situations they represent are--
pre-test counseling session, post-test counseling with negative result, post-
test counseling session with positive result.

MPAETC tested a methodology, introduced by the Utah site, called the
“educational grid” to assess the degree to which trainers effectively
communicated their main points. Speakers were asked to list the main points
they would try to make during their presentation on their Presenter Form, The
Participants’ Evaluation form contained a corresponding item, the Educational
Intervention Grid, asking participants to list the main points that the
speaker made. The speaker’s lists and the participant’s lists were compared
and an average calculated which represented the speaker’s success in conveying
‘his or her main points.
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The evaluation of MAAEETC’s  Dental Program, both the train-the-trainers
component and the training for practicing professionals, is notable for its
elegant, yet simple design. The evaluation makes use of a time series design
including a pretest, a posttest and a 3-6 month follow-up. Variables relate
directly to the training objectives ; questionnaire items measure these
variables in subtle ways. The appropriate insertion of variables on the
three instruments tap several dimensions of effectiveness and impact.

F. Evaluation of Other Project Activities

Although the ETCs have been involved in a number of project activities
other than education and training events--initiatives to infuse AIDS content
into professional school curricula, hotlines, information dissemination, for
example--there has been little evaluation of such activities reported.

Several of the ETCs have conducted baseline surveys of the status of AIDS
content in professional school curricula, most notably the extensive survey
conducted by NY-Caribe in preparation for its curriculum development-oriented
faculty development workshop. Evaluation of hotlines and information
dissemination activities has been primarily output-oriented.

G. Status of Evaluation Activities

Collection of output data is done universally and routinely for ETC
education and training events nationwide. Process/formative evaluation is
carried out on the vast majority of these events. Beyond this basic level of
evaluation, the degree to which the ETCs have undertaken evaluation varies
from ETC to ETC, and from site to
individual ETCs. Interest in and
has been increasing. Some of the
typically events of four hours to
outcome evaluation.

site and program to program within
actual implementation of outcome evaluation
ETCs have begun to establish a threshold,
one-day in length, for conducting some

1. Evaluation of Train-the-Trainers Efforts

The level of train-the-trainers activities varies widely across ETCs:

. MATEC, through its sites, has been intensely involved in
train-the-trainers activities, having conducted more than
50 varied train-the-trainers events in the first two
years.

. Train-the-trainers was a major focus of the WAMI-0 program in the
first thirty months of the program. Approximately 500 trainers
have been trained through these programs; it is estimated that 300
are currently active trainers.

. NY-Caribe held a five-day summer train-the-trainers
institute in each of its first two years and an
abbreviated version the third year. Also in the third
year, it did a faculty development course for
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professional school faculty focusing on curriculum
development around AIDS issues.

. The Western ETC has held two five-day faculty development
workshops, one for its medical faculty and one for its
dental faculty. In the second year, a second five-day
dental program and a faculty retreat emphasizing training
skills and psychosocial issues were held. In the third
year, a 3-day clinical update for faculty, a dental
refresher course, and a mental health faculty seminar were
held.

. Mountain-Plains has conducted one regional master trainers
program, while each of its state sites has conducted at
least one in-state program.

. The NEAETC conducts annual regional faculty development
workshops for medical school faculty; one of its
contractors, the Massachusetts Hospital Association, has
conducted five programs for institution-based trainers
annually.

. Delta ETC conducted two-day TOT workshops based on the ETC
curriculum in LouisianaY  Mississippi and Arkansas, as well
as a two-day dental train-the-trainers.

. MAAHETC has begun implementing a two-tiered dental train-
the-trainers program through its five state sites.

. The Virginia site of MAAHETC has held five week-long
train-the-trainers sessions.

. The West Virginia focuses its train-the-trainers
activities on medical students. Students interested in
doing training are given a three-hour training-of-trainers
session, focusing on educational methods and techniques.

. EATN conducted a one-week regional nurse TOT program; an
agency-specific train-the-trainers program has been
conducted by its South Carolina site.

. The USC site of Southern California conducted an
Instructors Training Program for family practice faculty.

. The Kentucky site of ECAETC held a train-the-trainers
course to orient staff to its dental curriculum.

For theemost  part, evaluation of these train-the-trainers activities were
subjected to basic formative evaluation. Several outcome-oriented
evaluations were noted.

In addition to a strong formative evaluation component, the evaluation of
the New England ETC’s annual faculty development program has included an
effectiveness component in the form of self-reporting of retrospective pre-
training and post-training knowledge or skills proficiency on 13 AIDS-related
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areas, along with an impact component in which subsequent trainings conducted
have been identified through mailed follow-up questionnaires.

WAMI-0 has developed an extensive set of evaluation instruments for use
in conjunction with its train-the-trainers program including: a workshop
needs/demand planning survey; a community assessment sheet; a pre-training
questionnaire which ask participants to rate their own level of confidence in -
the knowledge base and teaching ability in a long list of AIDS-related topics;
a training plan; a training plan which provides a baseline for impact
evaluation; a course evaluation form which collects process-oriented formative
evaluation data; a participant evaluation questionnaire which collects data
from individuals subsequently trained by train-the-trainers participants
assessing the training performance of the latter ; a training report form which
collects -output data; and a telephone follow-up form which is used to
structure the follow-up survey.

EATN used a modification of the WAMI ETC’s approach to evaluate its nurse
train-the-trainers program including: individual daily session evaluations;
pre/post-training self-reported knowledge and skills, including the knowledge
and skills to be able to conduct a variety of education and training programs;
a post-training action plan ; a six-month informal phone follow-up by the
headquarters staff to determine impact in terms of plan completion (follow-up
did not include obtaining impact-oriented information on trainings conducted);
a trainer’s evaluation of the course; and an analysis of costs.

MAAEETC dental train-the-trainers program is being evaluated using the
same time series design (pre/post/follow-up) and instrumentation that is used
to evaluate its “Dental  Care Professionals” course with two impact-oriented
questions added to the follow-up: the number of AIDS infection control courses
presented by TOT participants, and the number of individuals who attended
these courses. The follow-up study is now underway and data are coming in but
have not yet been analyzed.

In a comprehensive evaluation of its 1990 faculty development seminar
focusing on mental health issues, the Western ETC included pre/post-training
testing of knowledge, attitudes and risk perceptions. Attitudes and risk
perception were measured by means of 6-point Likert-type scales while
knowledge was measured via multiple choice questions. Baseline ratings and
change scores were examined as a function of participants’ gender, race
occupational status, and geographical location, as well as their previous
clinical and personal contact with HIV-AIDS patients. Pre-training findings
showed a positive skew in the attitudes and perceptions of risk among
participants in this faculty development program. Probably because of this
high baseline, overall increases in positivity were not statistically
significant. One item, perception of risk from accidental needlesticks,
showed a significant change in the desired direction, indicating that the
program had been successful in reducing this concern.

2. Evaluation of Clinical Training Opportunities

Across the national ETC-network, a variety of training events have been
offered that were “clinical” in nature. For the purposes of this review,
“clinical” opportunities are those in which participants have the opportunity
to learn and/or practice caregiving skills by interacting with HIV-infected
individuals and/or others in an actual caregiving setting. Skills-oriented
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workshops are not considered clinical training opportunities for purposes of
this review. Clinical experiences have been offered primarily to medical
practitioners, but have also been organized for other professions, and have
varied in the length and intensity of the exposure.

Seven of the eleven ETCs offer some type of clinical training
opportunity. Evaluation of these clinical trainings have been almost
exclusively formative in nature--participant feedback on the content,
structure and/or process of the event. A few exceptions have been noted.

In addition to extensive formative evaluation, the South Florida site of
EATN evaluates the effectiveness of its mental health clinical experience via
pre/post-training testing. Changes in knowledge, opinions, as well as changes
in personal level of discomfort in working with individuals with various
characteristics including clients with HIV/AIDS, those engaged in’high risk
behaviors, as well as those with non-AIDS-related conditions are routinely
measured.

The “AIDS Clinical Training Program” for physicians, offered by the USC
site of the Southern California ETC, utilizes a post-training questionnaire to
evaluate the experience. In addition to the formative components of the
evaluation, effectiveness of the experience has been evaluated using the self-
efficacy approach. Participants are asked to “rate the impact this clinical
experience has had” on their knowledge and understanding; professional habits
and attitudes; technical skills; clinical skills (such as Hx, Px, Dx); and
management skills. Further, they are asked: “As a result of this experience,
do you feel you are able to diagnose and treat HIV positive patients, AIDS
patients?”

The New England ETC offers a variety of clinical training experiences.
Broad evaluation, including evaluation of effectiveness and of impact, are
being conducted on three of them. These clinical experiences include both a
didactic and a hands-on component. The Brown University and University of
Massachusetts’ mini-residencies for physicians are evaluated for effectiveness
by measuring pre/post-training changes in self-reported confidence in
undertaking six AIDS-related primary care tasks: answering patient questions;
screening/history-taking; practicing infection control; counseling HIV+
patients; providing primary care management; and utilizing appropriate
community resources and referral networks. The Beth Israel Nurses’ mini-
residency is evaluated using a post-training questionnaire that taps three
dimensions of effectiveness: effectiveness of the experience in conveying
specific nursing task-related information (gathered via open-ended
questions); effectiveness in promoting insights (“As a result of this mini-
residency, I discovered . . . . I realized...“) ; and effectiveness in stimulating
participant’s intention to change the way they provide nursing care to people
with AIDS. Both the physicians’ clinical training and the nurses’ clinical
training have been evaluated for impact via a six-month follow-up
questionnaire which asked participants to identify specific things that they
are doing differently as a result of having taken the course.

The Western ETC pilot-tested a chart review methodology for,assessing the
impact of its clinical training for family practice residents to see whether
they were incorporating risk assessment and risk reduction counseling into
their day-to-day practice. The charts of 50 patients aged 12-50 who were seen
for routine care in a family planning outpatient setting were sampled. The
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charts were reviewed for evidence of sexual history-taking; evidence of STD
history-taking; evidence of ,substance  abuse history-taking and evidence of
risk reduction counseling (including counseling on condom use, other specific
risk reduction strategies, and/or distribution of patient education
materials). In order to link outcomes to the training, institutional
influences on risk assessment and risk reduction counseling were controlled by
documenting the extent to which the institution had policies regarding
documentation or whether the record forms included such questions.

Program Evaluation

For purposes of this evaluation review, program evaluation refers to the
analysis of multiple events with similar objectives, content, structures
and/or processes to determine collective outcomes. Throughout the ETC
national network, there are a number of programs which involve a more or less
uniform approach to a given offering over time or in various geographic
locations. While, in many cases, identical or similar instruments, often
including questions on behavioral intent, have been used to evaluate the
individual events, there has been little analysis that would allow
generalization across the program. The Northern Illinois site of MATEC is an
exception where aggregate analyses of two programs have been conducted. The
first was on a series of twenty-five sessions held for personnel of the

‘Chicago Department of Health’s neighborhood clinics. In response to the
question “what will you do differently?” respondents overwhelmingly indicated
that they would use universal precautions, indicating a highly successful
program. The second analysis examined a series of eight l-2 day programs put
on for the Bureau of Mental Health’s local mental health centers. The
response to the same question yielded very non-specific and diffuse answers.
“Try to be more sensitive” and “nothing different” were predominate answers,
indicating a much less effective program with regard to stimulating specific
action.

Three of the ETCs have done aggregate analysis of several unrelated
events. NY-Caribe routinely does pre/post-training attitude testing. Early
in the project, it did an interesting aggregate analysis. Sites at which most
of the attendees were academically-oriented showed high positivity on the
pretest; these trainees showed modest gains in positivity and expressed only
moderate satisfaction with the training. Trainees at sites in the front line
of health care with significant chance of contact with PWAs  (predominantly
those in city settings) showed only moderate positivity on pretest; they, too,
showed modest gains in positivity and were only moderately satisfied with the
ETC training. Trainees at more remote sites with less chance of contact with
PWAs  began training with low positivity toward people with AIDS but showed
significant increase in positivity on posttest; these trainees expressed high
satisfaction with the ETC training.

The Mountain-Plains ETC has been doing aggregate analysis of training
effectiveness based on pre/post-training responses on knowledge, attitude,
belief and behavior items from disparate trainings held in three states. The
common factor of events included in the analysis was that each of the events
were one day or longer (i.e. expected to produce some change). The aggregate
analysis of nine offerings indicates that participants feel that, as a result
of training, they have sufficient knowledge to protect themselves from HIV
infection. Because of lack of common content, structure or process,
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conclusions speak only to the effects that AIDS training, in general, can
have.

EATN is in the process of completing an aggregate analysis of training
impact . Participants of three one or two-day conferences held in the winter
of 1989-90 were followed up by telephone 12-13 weeks after training. In this
follow-up they were asked, with regard to the things that they reportedly
planned to do differently at the completion of training, what progress had
been made. If no action had been taken, they were asked to explain. In the
analysis, variables constituting constraints to implementation will be divided
between factors within the control of the participant and those outside the
control of the participant. Data from more than 80 participants have been
collected and analysis is underway.

H. Outside Influences on ETC Evaluation Activities

The nature and/or extent of the evaluation activities of the ETCs have,
to some degree, been influenced by outside factors.

1. Subcontractors

On one hand, pressure from subcontractors has imposed constraints on the
ETCs’ ability to implement their evaluation plans. Subcontractors were
primarily concerned with delivering programs and tended to resist evaluation
as simply an added administrative burden. Further, as roles and relationships
were being defined between the ETCs and their subcontractors, the subject of
evaluation sometimes piqued concern over regional control versus subcontractor
autonomy. In the interest of building and preserving relationships with
subcontractors, ETCs have tended to “give” on issues of evaluation in such
instances of potential discord.

On the other hand, subcontractors have made significant contributions to
regional evaluation activities. In a number of instances, innovative
evaluation methodologies developed by one of the subcontractors were adopted
regionwide. Subcontractors active in evaluation have served as models,
stimulating other subcontractors to do more. In one case, the database
developed by one of the subcontractors has served as the basis for a uniform
database used by all of the subcontractors.

2. Continuing Education Credits

Certifying ETC events for continuing education credit tends to have a
positive influence on evaluation: training providers and trainees know that
evaluation is required and are more tolerant of evaluation conducted in this
context. However, where credentialing organizations have control over the
evaluation approach, there is potential for lack of uniformity of approach--
one for programs for which continuing education credit is sought and another
for the rest of the ETC programs.

3. Collaborating Organizations

Many ETC programs are presented in collaboration with other
organizations, with the ETC as a co-sponsoring partner or with an ETC
representative as a presenter in a larger program. Many of these
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collaborating organizations are well-established and have long-standing
management systems in place, including evaluation systems. In such
collaborative situations, there is potential for competition over whose
evaluation methodology will apply. All of the ETCs have reported experiencing
this at one time or another. Some, like the North Carolina site of EATN, take
a strong position, requiring EATN evaluation as a condition of their
participation.

Since the field of AIDS players is relatively small and ETC staff often
wear multiple hats, it is often difficult to determine the extent to which a
given presentation should be considered an ETC event. The UTAH site of the
Mountain-Plains ETC cites the use of the ETC evaluation tool as criteria as
to whether to count the training as an MPAETC event.

4 . IiRSA

HRSA has always considered evaluation an integral part of the ETC
program. Evaluation plans were included in each of the ETC’s proposals;
acceptance of these evaluation plans was implicit in HRSA’s project award.
During the first two project years, the ETCs looked toward HRSA for guidance
as to where to place their evaluation emphasis. Only a few directives were
forthcoming, such as the need to document minority participation. Beyond
this, HRSA has provided little guidance in terms of the specific direction
evaluation should take or level of effort ETCs should devote to evaluation
activities. Some of the ETCs have taken the position that, until they are
told otherwise, they will continue in the direction and at the level they deem
appropriate. In other cases, perceived lack of guidance from HRSA has
resulted in some degree of inertia with regard to evaluation activities,
particularly in cases where the ETC has experienced pressure from its
subcontractors to do less.

III. CONCLUSIONS

From the review of the evaluation activities planned and being carried
out by the eleven ETCs, it is clear that the ETCs want to do meaningful
evaluation. However, implementation of evaluation has not proven as
straightforward as originally anticipated. In the first three years of the
program, ETCs have experienced many competing pressures for their resources.
Priority has been given to building intraorganizational relationships,
establishing credibility in the marketplace, and providing needed and quality
programs.

Over the three-year period, there has been positive movement in the
evaluation sector: an overall increase in the level of evaluation activity;
increased willingness on the part of trainers and subcontractors to collect
evaluation data; development of more standardized approaches; and movement
from basic program documentation and formative event evaluation toward
evaluation of trainee outcome. However, there is further need to capitalize
on the existing momentum and convert good intentions into action.

The need to define the national ETC program in terms of its outputs is as
pressing as ever. A great deal of attention has been focused, by HRSA and the
ETCs,  on collecting and reporting output data, yet there is still little
uniformity in the data. Although the ETC committee on data has made progress
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in defining common data needs, the final draft of a national program and
service record format has only recently been completed and no definitive
action has yet been taken. As time goes on, the ETCs are becoming more
invested in their own data systems, making future changes more difficult.
Further, longitudinal comparability of individual ETC’s data is becoming more
and more compromised as decision-making about uniform requirements continues
to be delayed.

The vast preponderance of evaluation activities to date has been
process-oriented, the majority simply documenting participants’ reactions to
events, sessions and/or presenters. Only a few instances were noted in which
formative evaluations were structured in such a way as to make a significant
contribution in terms of adjustments in the content, structure or process of
ETC programs. In only one instance was there evidence of a strategic plan to
move from formative to summative evaluation,

A fair amount of outcome evaluation is in process or planned for the
immediate future. Several instances of well-thought out evaluation designs
were observed; however, there were many more instances in which there was
little linkage between course curriculum and the outcomes measured. Several
studies of the impact of various trainings on on-the-job behavior and/or
implementation of planned actions are underway, and some preliminary findings
are beginning to emerge. Results range from encouraging to disappointing. On
the encouraging side, outcome evaluations conducted in relation to AIDS lOl-
type events suggest that the most often reported change was in participants’
reported level of comfort in working with HIV/AIDS patients (interpersonal)
and a better understanding of how to protect themselves from infection. This
suggests that the most important effect of basic AIDS training is to stimulate
a state of “openness to engage in the caregiving processI  and perhaps
“readiness to learn what to do.” Findings of more task/skills-oriented
training relate to the specific learning objectives of the individual event.
For example , evaluation of a series of counseling courses noted an intention
to be more sensitive to clients’ confidentiality. In many evaluations which
ask the question “what will you do differently ?” the predominant answer has
been “nothing” but these findings may be more an artifact of faulty
instrumentation than of lack of impact. Truly disappointing, however, is the
fact that only a very few of the potentially high impact, and often high cost,
programs-- training-of-trainers and, particularly, clinical training--
incorporate a solid evaluation of effectiveness and impact.

Finally, there have been a number of interesting and innovative
evaluation techniques developed and enlightening evaluations conducted around
the ETC network. Unfortunately, on one hand, there has not been as free-
flowing an exchange of evaluation methodologies and potentially helpful
results either inter-ETC or intra-ETC, as there could have been, while on the
other hand, a good deal of the exchange that has taken place has resulted in
inappropriate and inapplicable “borrowing” of instrumentation.

IV. RECORRRNDATIONS

In order to ensure that the following recommendations are practical, most
have been drawn directly from the collective evaluation experience of the
eleven ETCs themselves:
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1. Evaluation should be more centrally controlled even, and perhaps
particularly, at ETCs that are highly decentralized and autonomous, to
ensure comparability and completeness of data. Promotion of standardized
approaches to evaluation and evaluation designs, and coordination of
evaluation activities is an appropriate function of the project’s
evaluation coordinator. Compliance with the ETC’s evaluation program
should be a condition of participation in the overall program. The ETC
should monitor this compliance on an ongoing basis and provide technical
assistance to sites that are having difficulty. Centralized data
analysis is a way of simultaneously maintaining control and taking some
burden off of the sites.

2. All ETCs should designate a person at the regional level to take
responsibility for evaluation activities. That person should have a
strong grounding in practical approaches to evaluation. At least .20 FTE
should be allocated to evaluation activities. In cases where that
individual has other program responsibilities, the .20 FTEs should be
“protected time”  for evaluation.

3. Collaboration, both intra-ETC and .inter-ETC,  on evaluation approaches and
methodologies should be strongly encouraged. An evaluation committee
should be established at each ETC with representation from each
subcontractor/site with the ETC evaluation coordinator convening the
committee and taking an active role in promoting such collaboration
between meetings. Annual meetings of ETC evaluation coordinators should
be sponsored by HRSA.

4. While a data committee comprised of representatives from several of the
ETCs has been actively working to develop data recommendations, HRSA
should ultimately define the set of standard data requirements for
documenting all ETC education and training offerings in order to be able
to characterize its program nationally in terms of federal priorities.
(Precedents for federally-mandated reporting already exist within HRSA,
for example, BHCDA’s BCRR).

5. Databases of individual participant and event data, rather than aggregate
data, should be maintained at the regional ETC level to allow for more
in-depth analyses.

Since the number of participants filling out evaluations is always less
than the total number of participants, it would be useful to get a
comparison of demographics of registrants versus those participating in
evaluation in order to be able to generalize from the results of the
evaluation.

It may be useful to track trainer characteristics, particularly staff,
versus affiliated versus per diem in order to correlate with trainee
assessments or outcomes to see if one approach is better than another.

6. HRSA should specify minimum evaluation requirements. The following may
be considered for discussion purposes:
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a. All Offerings

Participant feedback should be routinely solicited at all offerings
provided under the auspices of the ETC programs. Questions should
be designed to identify specific areas where improvement could be
made, not simply a documentation of how well the program or its
components were received.

The effects of the offerings should be evaluated in a way that both
anticipated and unanticipated outcomes are captured. Use of the
adult learning theory model of self-assessment may be helpful in
this regard. Some examples of ways to capture this data include
open-ended questions phrased as follows:

. “As a result of having attended this workshop, I
know . . . I feel . . . I believe . . . I can (do)

0. . .

. “1 leave this conference with the following new
or additional knowledge . . . . . skills . .../ I
leave’this conference with the following changed
views, beliefs . . . ”

b. Offerings on Which Substantial ETC Resources Have Been Expended

Tests of random bits of knowledge are of little practical benefit.
Evaluation of effectiveness of an event in communicating specific
facts should be limited to instances where specific bits of factual
knowledge are critical to the activities participants are being
trained to carry out.

All offerings, except for conferences and other primarily
informational sessions, on which substantial ETC resources have been
expended should be evaluated in terms of the degree to which the
training has stimulated a state of “openness to engage in the
caregiving process” and “readiness to learn what to do.” Offerings
in this category include:

. offerings of four hours or more;

. offerings replicated more than once (i.e.
substantially the same content, format and
presenters);

. offerings for which a formal ETC curriculum
provides the structure;

. in-service training customized for a specific
organization; and,

. didactic components of clinical
offerings/practica.

In order to be a true test of the effectiveness of the offering, the
specific attitudes, beliefs and behavioral intentions should be
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directly related to the specific objectives of the offering. The
approach to capturing this information--pre/post-testing, pre/post
self-reporting, post-only self-reporting--should be selected
according to the dimension to be measured. It is important that
indiscriminate borrowing of questions and instruments be eliminated;
adaptation is encouraged provided that borrowed items specifically
relate to the course objectives.

C . Offerings Aimed at Changing On-the-Job Behavior (Regardless of
Length or ETC Effort)

At a minimum, evaluation of any offering which is aimed at changing
on-the-job behavior should include a post-training inquiry of
“intention to act.” The wording of these questions should be as
specific as possible and should directly relate the course
objectives and content. Allow for qualitative as well as
quantitative differences. For example:

“In my practice, I intend to:

l Do a routine and comprehensive sexual history on
all of my patients;

l Do a routine but selective sexual history on all
of my patients;

l Do a comprehensive sexual history on patients I
believe might be engaging in high risk
behaviors;

l I do not feel it appropriate to do a sexual
history given the nature of my practice;

* Other . ..I’

d. Offerings on Which Significant ETC Resources Have Been Expended

All offerings on which significant ETC resources have been expended
should be evaluated in terms of impact, in other words, the on-the-
job behavior resulting from the training: implementation of new
practices, changes in previous practice, new roles and tasks taken
on, etc. Where planned action was captured post-training, the
degree to which it was implemented along with barriers to
implementation should be determined.

Offerings in this category include:

. offerings of twelve (12) hours or more;

. in-service training customized for a specific
organization; and,

. clinical offerings/practica.
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The assessment of on-the-job behavior may be done by collecting
participants’ self-reported behavior or client-reported behavior
through mailed questionnaire, by telephone interview, by direct
observation, or by chart review. On-the-job behavior of in-service
training participants may be reported by the participants’
institution/agency.

e. Train-the-Trainers Programs

Train-the-trainers (TOT) programs need better definition. It has
been applied to AIDS training of university faculty, and
institution-based trainers as well as preparing a cadre of
ETC/subcontractor trainers. It is highly questionable whether some
training, such as AIDS updates for faculty, should be considered
TOT. TOT should imply not only some commitment to go on to do
future AIDS training, but also to comply with training standards and
reporting requirements set by the ETC.

The ETCs should control the quality of training being provided by
trainers trained under its auspices, i.e. trainers should not being
giving out misinformation or displaying biases. Therefore,
individual participant assessment should be conducted as well as
evaluation of the training program itself. ETCs should assess the
knowledge base and sensitivity of all graduates of its train-the-
trainers programs, even when these programs assume content expertise
and focus only on training skills. This is best accomplished by
observing trainers in action before certifying them as having
succ’essfully completed the program. In cases where participants are
less content-sophisticated, pre/post-training testing may be
appropriate.

HRSA is particularly interested in the impact of train-the-trainers
programs in terms of the diffusion effect. If the definition of
train-the-trainers assumes a close and ongoing association between
the ETC and its train-the-trainers graduates, getting counts of
second generation trainees should not be problematic. Counts can
be obtained through periodic telephone or mail survey, or preferably
via ongoing reporting.

f . Efforts to Impact Curriculum

At a minimum, an ETC’s efforts to impact the curricula of
professional schools should be evaluated in terms of process.

Where a significant amount of the ETC’s effort will be invested in
influencing curricula in its service area, more elaborate evaluation
should be done. In such cases, an evaluation of impact should
supplement the process evaluation. At a minimum, this requires a
baseline survey of the status of HIV/AIDS prior to ETC efforts.

A variety of qualitative methods could be employed including focus
group discussions, case studies, etc.

This minimum set of requirements should not be construed as the only
evaluation to be performed. The ETCs may be conducting more extensive
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7.

8.

9.

10.

11.

12.

and interesting studies and should, in no way, be dissuaded from doing
so.

Even though progress has been made in gaining subcontractor participation
in evaluation activities, it should be noted that the ETCs would probably
welcome a directive from HRSA as a mandate from the funder would g.ive
them more leverage in achieving compliance, particularly in politically
sensitive situations.

As programs mature, basic process evaluation of events should be de-
emphasized, and intensive formative evaluation should give rise to a
maintenance level of evaluation for quality control and management
purposes.

ETCs should have an explicit plan for moving from
summative evaluation. While some experimentation
functional, continued revision makes longitudinal
evaluation data difficult.

formative to more
with instrumentation is
comparability of

All train-the-trainers programs should include a session on evaluation,
including both an orientation to the ETC’s evaluation methodologies and
instruments, and a presentation of general concepts so that trainers can
tailor evaluations to their particular programs.

Many ETC products-- curricula and media presentations--have been developed
for wide distribution. A great deal of the ETCs’ efforts and funds have
been devoted to developing products. However, insufficient effort has
gone into their evaluation. While most have been subjected to “expert
reviews, ” none have had an extensive formative evaluation including an
evaluation of both intended and unintended outcomes.

It is recommended that HRSA call a moratorium on the development of
products which may be duplicative of existing products until more
extensive evaluation of current products has been performed. It is
further recommended that HRSA require that all ETC products developed
henceforth undergo more rigorous evaluation.

The ETCs should be encouraged to do cost efficiency analyses; however,
analyses of cost/benefit and cost/effectiveness are probably neither
appropriate nor feasible.

HRSA should develop the methodology by which cost efficiency analysis is
done, with particular attention paid to definition of the cost centers
and the cost allocation method(s) (e.g. direct cost, full cost, etc.) to
be used.

ETCs should be encouraged to prepare or have subcontractors prepare
formal evaluation reports for all events which intend to influence
attitudes or/and behavior. These reports should include interpretation,
conclusions and recommendations. Reports should be made available to
HRSA for review at site visits.





AIDS EDUCATION AND TRAINING CRWRR FOR SOUTRRRN CALIFORNIA

EVALUATION-REVIEW

I. OVERVIEW

The University of Southern California School of Medicine is the prime
contractor for The AIDS Education and Training Center for Southern California
(AETC-SC) which serves a five county area of Southern California through the
collaborative efforts of the University of Southern California, the
University of California at Irvine School of Medicine (UCI), the University of
California at Los Angeles School of Medicine (UCLA), and the Drew University
School of Medicine (Drew). Each site functions independently, focuses on
areas of expertise, serves their unique institutional needs, and offers
programs to practitioners within a specific catchment area.

The mission of this endeavor is to improve the care of HIV-infected
patients in the Southern California area through the education and training of
primary health care providers, to enable these providers to ‘develop a better
understanding of AIDS and HIV infection, and to prepare a proportion of these
providers to train others. Education and training goals specify three levels
of training to include didactic sessions, clinical experiences, and intensive
clinical preceptorships for physicians, nurses, physician assistants,
dentists, psychologists, social workers, emergency room staffs, students, and
residents. The educational objectives and specific methods for each level of
training are identified and specifically addressed in the case study report.

Each site reports separately regarding its activities and its progress in
addressing goals and objectives. The evaluation plan calls for a process as
well as an impact evaluation of programs. Sites do report using participant
assessment forms for level one (didactic), two (brief clinical), and three
(intensive clinical) programs but have not yet implemented a means of
assessing the impact of a program or workshop. A region-wide plan to assess
impact is currently under development.

II. TRR ADNINISTRATION  OF THE EVALUATION PROCESS

The evaluation process was, initially, to remain the responsibility of
the individual sites. The sites varied in program and evaluation design with
some sites focusing on process or formative evaluations and others emphasizing
a more research oriented approach. During the spring of 1990 a plan was
developed to coordinate an evaluation activity across sites.

A. The Evaluation Plan

1. The Evaluation as Proposed

The AIDS ETC for Southern California initially proposed two major
components in the evaluation plan: program evaluation to determine the extent
to which learning activities are appropriately and adequately provided at each
of three levels of training and performance assessment to determine the extent
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to which trainees have met educational objectives at designated criterion
levels of performance. Each site was to be responsible for the design and
implementation of evaluation instruments and for the regular reporting of
evaluation results.

Program Evaluation: The proposal called for records to be maintained to
document the number of learning programs, trainees, and courses; to track
the objectives served in each of the courses; to document the methods
and procedures used and the materials provided; to record the costs; and
to document the trainees’ general llacceptabili  ty” of the program. It was
proposed that the quality of individual program components would be
studied through post-program questionnaire and through direct observation
of learning activities.

Assessment of Trainees’ Achievement: Plans called for
assessments to be conducted at each of the three levels of training:

would be collected. For Level 1, pre and post program data
addressingknowledge  (multiple choice question
examinations).

. For Level 2, data would be collected “appropriate to the
educw objectives of the learning program”. Those
training programs focused on knowledge acquisition would
employ examinations, those focused on skills would employ
observational techniques.

. For Level 3, participants would be observed at the
conclusionof  their training and over time. Rating scales
would be designed to be used by faculty/staff. When
appropriate, standardized patients may be used with
observational rating scales. In addition, real patients
may be trained in the use of observational rating scales.

Assessment of Student Learning Gains: Learner performance measures were
to be developed for the educational objectives of each program. Decisions
regarding overall assessment techniques were to be made by the Education
Director in consultation with the training program personnel at each of the
sites. Decisions concerning the assessment techniques would be based on
program objectives and considerations of economy.

2. The Implementation of the Evaluation Plan

Overall, with the exception of the evaluative studies conducted by the
UCLA site, evaluations have thus far been formative in nature. The sites are
evaluating the learning activities at each of the three levels of trainings
through participant assessments of program components. However, the AETC-SC
is beginning to design means of assessing which trainees have met educational
objectives at designated criterion levels of performance.

Needs assessments have varied by area. The different task forces have
been utilized as a means of assessing the educational needs of targeted
professional groups. In addition, the AETC is supporting (along with other
California ETC programs) a survey of physicians throughout the state conducted
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by the California Medical Society which will examine practice and attitudinal
issues. This information will serve as baseline data to enable the AETC to
measure impact. Project Staff have met with representatives from the AIDS
dental clinic in West Los Angeles, the Los Angeles Commission on AIDS,, the
Los Angeles County Medical Association, the Southern California Kaiser
Permanente Medical Group to assess area needs. The Drew site is preparing a
needs assessment targeted for minority practitioners.

A variety of demand or needs assessments are being conducted at different
sites. UC1 administers a needs survey before training programs and USC School
of Medicine has been asked to conduct an assessment of faculty preparedness to
supervise the care of HIV-infected patients as well as to offer instruction to
students and residents, The Training Grant Continuation Application notes
that a needs assessment was implemented in cooperation with the L.A. County
OB/GYN Society in early 1989 and that questionnaires were sent to the Los
Angeles Chapter of the California Society of Family Physicians, and to
entering medical students at USC. The UC1 site reports that AIDS learning
needs of medical residents are assessed by a multiple choice examination and
questions about AIDS related interests. Residents need more information about
opportunistic infections and current treatments. Learning needs for nurses
were assessed by ~a written survey of hospital and home care nurses. Over 100
respondents indicated that they needed more information about clinical
treatments, nursing interventions, and symptom management.

B. Locus of Responsibility

Jerry Gates, Ph.D., Program Director, serves as the USC site director and
as overall program director with responsibility for daily operation and
management of the site including organization of the task forces and the
development, implementation, and evaluation of the program activities.

1. Staff Responsibility

There is no individual responsible for evaluation at the project level.

The USC site reports that its site-specific evaluation is being
emphasized during the second half of year two. Dr. Julie Nyquist is assisting
with the design of evaluation activities and research studies and her time
will be at 50% beginning in September 1990.

2. Subcontractors

The three subcontractors are the University of California at Los Angeles,
the University of California at Irvine, and Drew University. Each of the
subcontractors assesses training needs of the health professionals within the
targeted area and is responsible for tailoring programs to meet those needs.
Each of the subcontractors functions independently and is responsible for
program planning, implementation, and evaluation.

Each primary training site has a site director to direct the training
site and be responsible to the Steering Committee and the USC Program
Director. Each of the site directors maintains responsibility for evaluation
activities.
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’. Zemmar Lenoir, M.D., is the site director for ETC
activities at Drew University and is assisted by Wilbert
Jordan, M.D.

. Jeremiah Tilles, M.D., is the site director ,for ETC
activities at UC Irvine and is assisted by Donald
Forthall, M.D., the Clinical Education Coordinator, and by
Shelia Fitzgibbons, R.N., the Training Specialist.

. Charles Lewis, M.D., Sc,D., is the site director for ETC
activities at UCLA and is assisted by Mary Ann Lewis,
R.N., D.P.H. and Maria Hayes-Bautista, R.N., M.P.H.

3. Advisory Responsibility

The Regional Steering Committee, comprised of nine members and chaired by
the program director includes the principal investigators for the three
subcontracting institutions and representatives from Nursing, Physician
Assistant Program, Medical Education, Administration, and the USC AIDS Clinic.
This committee determines region-wide policies regarding needs, priorities,
program implementation, and evaluation. In addition, it is supposed to
monitor the implementation of the scope of work and provide administrative and
programmatic guidance and support to the subcontractors.

c . Coordination of Evaluation Activities

Each site is individually responsible for program development,
implementation, and evaluation. Neither program nor evaluation activities are
coordinated centrally. Each site sends in regular reports, summarizing
activities, to the central site. UCLA collects data on all attendees at any
in-depth training session and documents information on scope/topics, dates and
any pre and post test results. This data is provided to the central offices
at USC. UC1 regularly submits program data forms. There is currently no
indication, however, of how data will be coordinated centrally and analyzed or
how

D.

findings will be reported over time.

Reporting of Findings

Each site individually prepares a summary report of activities and
program results.

III . APPROACHES

A. Monitoring

The AETC-SC
core unit at USC

TO PROJECT EVALUATION

has a central administrative, education and communication
and each site has several individuals providing

administrative support. The major format for inter-site communication is the
monthly meetings of site directors.
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There is no formal system established for the central site to monitor or
evaluate programs or activities taking place at other sites. However, Dr. Lee
and the previous project administrator did visit each of the sites during the
first year of funding. Each visit focused on activities and staffing.

B. Output Evaluation

1. Data Collection

Each of the three subcontractor sites sends activity reports to the
central site at USC. The Educational Activities Report (included in Appendix
I) requires information for the following areas:

l Title of Presentation
l Location
l CE credits
l Presenter(s)
l Presentation date, length, location
l Presentation Objectives
l Target Audience
l Format
l Level
l Topics Covered

Two sites regularly fill in and
implement a revised Program and
in Appendix II.

2. Output Reports

submit these forms. The ETC plans to
Services Record. This draft form is included

The Southern California AIDS ETC has been able to report (September 1988)
on the numbers of trainee participants, by professional group, for each of the
three levels of trainings conducted. This progress report documents the
development of curriculum, as well as activities for each of the three levels
of training. Each site is requested to submit an educational activities
report for each event and detail the title, location, length, objectives, and
format of the presentation; the presenters; the target audience; and the
topics covered. A new reporting form is currently in draft and will be used
starting in June 1990.

Descriptive data is available for a majority of level 1 training which
includes topics covered, length of program, presenters, and audience profiles.
This information has not been grouped together for an overview of the area or ,
for analysis purposes. During the first year, over 1,000 participants were
trained (all sites) at level 1 training, 17 participants were trained (UCLA)
at level 2 training, and 6 participants (USC and UCLA) were trained at level 3
training. During the second year, over 6,000 health care professionals
participated in level 1 training over 1,000 health care professionals
participated in level 2 training, and over 80 practitioners took part in level
3 training.
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c. Cost Efficiency and Cost Effectiveness

No analysis of cost efficiency or cost
yet.

effectiveness has been prepared as

IV. FORMATIVE EVALUATION OF PRODUCTS DEVELOPED

Many AIDS curricula planning outlines, self-instructional programs, and
videotaped simulated patient interviews had been developed prior to ETC
funding. Twelve tapes and modules were developed by Dr. Lewis as part of the
NIMH AIDS training project. Additional tapes are being developed with ETC
funding, including a tape for use in training of Latin0 providers. The state’d
process for this development involves the following steps:

l Needs assessment conducted with key informants in focus groups
l Scripting, filming , and editing of video
l Formative review of video by the initial focus groups
l Revisions and development of accompanying guides and

materials

v. APPROACBES TO EVALUATING EDUCATION AND TRAINING OFFERINGS

There has been no reported activity regarding evaluation of overall
program outcome to date. Plans have been developed, in 1990, for an ETC-wide
evaluation study, designed by Dr. Lewis and approved by all site directors.
AETC-SC plans to apply standardized protocols to certain activities at all
four sites. The plan calls for all evaluations studies undertaken at the
individual sites to use the same instruments. One evaluation program will use
a pre-tested approach to determining the impact of sexual history taking
workshops on the behavior of physicians. A second will examine the quality of
care provided to asymptomatic HIV positive patients. The third will use the
critical incident methodology to assess the impact of training sessions for
physician assistants and nurse practitioners.

A. Standardization of Evaluation ETC-Wide

There are no standardized forms presently in use to assess process or
outcomes of training and education programs.

B. Approaches to the Formative Evaluation of Training Events

1. University of California Irvine Medical Center (UCI)

UC1 reports consistent use of formative evaluation questions at all
training and education sessions. The forms discussed here are included in
Appendix III (Program Assessment: AETC Course Evaluation Forms and Pre- and
Post-tests). The evaluation for “HIV  Management Training Course” asked
participants to rate various elements of the program on a 1 (poor) to 5
(excellent) scale. In addition, participants are asked to identify which
events need improvement and to suggest means of improvement.
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The Aids Presentation Evaluation assesses participant reaction to their
educational experience by rating several categories: usefulness of material to
present job activities, level of interest, level of information received, and
for meeting expectations. In addition, participants are asked to specify
what they initially hoped to obtain from the training experience that may not
have been covered, to note the most and least useful part of the session, and
to indicate future needs.

2. University of California Los Angeles (UCLA)

The UCLA site similarly asks participants to assess various elements of a
workshop. For example, the evaluation form for “AIDS Workshop for the Primary
Care Providerlt  asks participants to rate the days’ event by indicating
agreement or disagreement with a series of statements under the following
general categories:

l Organization and Clarity
l Enthusiasm and Stimulation
l Instructor’s Knowledge and Rapport
l Instructional / Group Skills
l Program Goals and Objectives

This instrument is included in Appendix IV.

The UCLA site offers training to facilitators to use trigger tapes
developed as part of the NIMH funded contract. At the end of the training
symposium, participants are asked to assess their experience and offer an
indication of their own ability in facilitating small group discussion. A
five-point rating scale is used with 1 rated as not effective and 5 as very
effective. Participants are asked the following self assessment questions:

How effective was the training in helping you accomplish the
following:

l Asking questions to clarify ideas?
l Drawing out the opinions of less involved
group members?
l Remaining neutral?
l Dealing with challenges from the group?
l Preventing one person from dominating the
group?
l Occasionally summarizing for the group the
issues and areas that have been covered?

In addition, participants are asked to rate their level of comfort and
indicate the strongest aspects of the training received. This instrument,
“Facilitator Training Evaluation” is also included in Appendix IV.**

3. University of Southern California (USC)

The evaluation forms used with many of the USC programs asks
participants to offer ratings on several program components. Participants
indicate to what extent the program met expectations and met stated
objectives. Ratings (Lexcellent, 4=poor)  are also offered for each of the
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program sections and faculty. Two examples of evaluation forms “Latinas and
AIDS - Program Evaluation” and “Meeting the Challenge of HIV Infection -
Program Evaluation” are included in Appendix V.

In addition, both forms follow an adult education model and ask
participants to indicate to what extent they now know certain information and
can perform certain activities in their practice. These items reflect the
workshop objectives. The rating scale is a four-point scale ranging from
completely (1) to not at all (4). A specific example is offered in section C,
below.

C. Approaches to Evaluating Training Outcomes

1. University of California Irvine i4edical Center (UCI)

For some training activities, UC1 uses an examination to assess level of
knowledge about HIV. This multiple choice test focuses on transmission,
prevention, precautions, use of various tests, as well as clinical
manifestations, and other areas of medical knowledge. This. instrument , as
previously noted, is included in Appendix III as part of the “Program
Assessment” package referred to Section V.B.l. Also included is another pre
test instrument in use at UC1 which focuses on practitioner attitudes - most
especially negative attitudes toward various people engaging in certain
behaviors. For example, participants are asked to indicate their level of
agreement (strongly disagree - strongly agree) with statements such as:
“gays/bisexuals are getting what they deserve with AIDS” or “IV drug users are
getting what they deserve with AIDS”. In addition, participants are asked to
answer other questions (with yes/no or true/false categories) related to their
beliefs and practice such as:

. Can you distinguish the difference between
adequate and inadequate coping?

. Denial of AIDS as a terminal disease should be
looked upon as being psychologically adaptive.

. The US government should provide the means to
quarantine people with AIDS and positive HIV
antibody test.

For some training activities, UC1 utilizes post tests of knowledge
(multiple choice tests), clinical practice (true/false tests), issues (brief
essay exams). One type of continuing education program for nurses includes an
evaluation form that asks participants to view a videotaped scenario and fill
out a form indicating the range of possible solutions, the benefits and costs
of each solution, and personal values relative to each solution.

2. University of California Los Angeles (UCLA)

UCLA has queried practitioners about AIDS related experiences, practices
and attitudes. The following questions have been included on forms used in
1984, 1986, and 1989 and can be used for comparison of change over time:
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Practice Experience:

. Worked up a patient for AIDS or HIV Infection in
6 months previous to interview

. Caring for at least one patient with AIDS or
AIDS-related complex

Sexual History Taking:

. Ask patients abut sexual orientation

. Ask patients about number of sexual partners

. Ask patients about sexual practices

Physicians’ Attitudes:

. To what extent do you think the average
physician is uncomfortable in discussing sexual
matters with homosexual patients

The Practice and Attitude Questionnaire, currently being analyzed, has
been used as a post test with doctors participating in a mandatory training
program related to HIV/AIDS. The questions ask about current practice, the
perceived effects of the conference attended, deterrents and incentives to
treating AIDS patients, ratings for 29 knowledge and attitude statements, as
well as a behavioral intention question related to taking sexual histories on
patients seen for the first time. This instrument is included in Appendix VI.
Examples of general assessment questions are:

. How did your attendance at the conference
influence your willingness to screen and care
for patients with HIV infection? (l= no
influence at all, 5= considerable influence);
and

. In retrospect, how do you feel about the policy
of making attendance at this AIDS education
program mandatory? (l= strongly disapprove, 5=
strongly approve).

Examples of incentives or deterrents for treating AIDS patients are:

. Emotional issues faced by AIDS patients;

. Time required to treat these patients; and

. The necessity of discussing sexual practice.

Among the 29 knowledge and attitude questions are the following:

. I know how to convert sexual history answers to
level of risk for HIV infection;

. Nothing can be done to help AIDS patients;

. It doesn’t matter if I know the details of a
patient’s sexual history, because these
behaviors can’t be changed;
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. HIV is not nearly as infectious as Hepatitis B;
and

. Providers who care for a lot of persons with
AIDS are often gay or bisexual.

The behavioral intention question focuses on sexual history taking:

. How likely is it that you will regularly take
sexual histories on patients you’re seeing for
the first time?

Furthermore, participants are asked to indicate how influential the training
was in influencing the decision to take sexual histories.

As an additional follow-up on this training, the UCLA site has conducted
phone interviews with 1,500 patients of nurses and doctors who have
participated in the sexual history training. The phone interview form and
the preliminary results are also included in Appendix VI. Patients are asked
if the provider asked 12 different types of questions including, “If you are
sexually active or not”, “The number of sexual partners you have” and “Your
sexual practices”. They are additionally asked if they were offended when
questions were asked about their sexual health. At the end, one question
specifically asked: “Overall, do you feel that the provider has enough
information about you to provide you with the best possible care?”

3. University of Southern California (USC)

USC utilizes a self-assessment based on adult learning theory. Both the
evaluation form for “Latinas and AIDS” and the form for “Meeting the Challenge
of HIV Infection” ask participants to indicate level of knowledge and ability
related to their practice. Both forms, referred to in Section V.B.3. above,
are included in Appendix V. For example, participants in the “Latinas and
AIDS” workshop were asked:

As a result of participating in this program do you feel
that you:

a. know the current issues pertaining to
‘HIV infection in the Latin0
Community?

b. know what issues to cover: when
counseling HIV infected persons?

when conducting an initial HIV evaluation?

C . can conduct comfortably an initial HIV
evaluation?

d. can integrate sexual history taking
and risk identification into one’s
own practice?
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USC utilizes a pre test questionnaire for several training programs. The
questionnaire assesses attitudes, beliefs, and practice. With the
implementation of a follow-up study, USC will be able to compare the two and
offer a measure of change. For example, participants in the HIV Nurse
Clinician Training Program are asked to fill in a pre-test to assess
knowledge, attitudes and professional habits regarding HIV and AIDS currently
held by health care workers. The questionnaire is included in Appendix VII.
The first grouping of questions (l-35) asks participants to rate their level
of agreement with items related to attitudes, beliefs, and practice. For
example, some of the statements are:

. People with AIDS should be encouraged to
continue working at their jobs for as long as
they can;
I would be embarrassed to have to explain proper
condom use to a client or patient; and
I feel prepared to counsel people who have
recently learned that they are infected with
the HIV virus.

The next group of questions ask-participants to rate fifteen.factors
indicating how each factor affects the desire/willingness to deal with HIV
infected patients. On a one to five scale, 1 indicates a strong deterrent and
5 indicates a strong incentive. For example, three of the items are:

. Risk of acquiring HIV from needlesticks;

. Many HIV patients are young; and

. The need to take a complete sexual history.

The last six questions focus on factual information and are presented as a
multiple choice quiz.

Similarly, a pre test for social workers asks participants to rate 11
attitude questions indicating level of agreement on a one to five scale and
also includes the questions on deterrents / incentives and knowledge items.
The instrument is included in Appendix VII.

The USC site is in the process of developing a package for teaching and
assessing clinical skills using standardized patients. The cases have been
developed and used in two training situations. Accompanying the cases is an
evaluation form for the conduct of the interview. This evaluation form
contains behavioral statements that will be rated by an observer in order to
evaluate the trainee’s conduct of an interview with the patient. The form,
included in Appendix VII, includes items for introduction of self, for manner
of obtaining information, for feelings and attitudes revealed, for the
content of the interview, and for additional comments and suggestions. Thus
far, the cases have not yet been used for evaluation purposes.

VI. EVALUATIONS CONDUCTED

Each of the four sites is involved in three levels of training which
range from didactic presentations to clinical experiences and intensive
preceptorships. Thus far, each site has maintained responsibility for the
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design and evaluation of its own programs. The Drew site, because of late
start-up, has not yet evaluated programs.

Overall, the staff feels that a majority of presenters are unwilling to
use evaluation forms for short presentations. Since seventy-five percent of
the level one programs are one hour in length, there is no data available for
these presentations. The sites do utilize evaluation forms for level one
programs of longer duration and for level two programs. There is no data
available to document process or impact evaluation across the ETC.

The UC1 site reports on both process and outcome evaluation. Program
participants are queried at the completion of presentations and workshops and
a feedback loop to program planners for needed re-design is reported.
Evaluation of teaching process is achieved through participant assessments of
the workshop. To date, UC1 reports that they analyze the program strengths
and weaknesses by evaluating teaching process and its impact on patient care
providers and on the care of AIDS patients. To do this, they query
practitioners’ level of comfort caring for patients. UC1 plans, in year
three, to participate in the ETC’s integrated outcome study.

The UCLA cite reports on both process and outcome evaluation. UCLA
reported, in the first year of ETC activity, work with Kaiser-Permanente which
provided an opportunity to conduct a test of the efficacy of the UCLA sexual
history taking module on physicians’ behaviors. Results will be published.
Currently available information comparing survey results from 1984, l986, and
1989 does indicate a significant change in practice experience and sexual
history taking among Los Angeles County physicians over time. While only 12%
of Los Angeles practitioners asked patients about sexual practices in 1984,
18% did in 1989. More dramatically, while 23% asked patients about sexual
orientation in 1984, 42% did in 1989. This finding is attached in Appendix
VIII.

In addition, the UCLA site has been conducting interviews with 1,500
patients served by physicians and nurses who have participated in AIDS related
training in order to assess the effects of asking sexual history. Results of
this study will be published. Preliminary results indicate a 20% increase in
the proportion of patients who felt that their doctor had enough information.
The phone survey protocol and preliminary results, referred to in V.C.2.
above, are attached in Appendix VI.

Furthermore, UCLA reports that in grant year two, UCLA evaluated the
impact of the Chicano Studies Research Center’s satellite teleconference
(funded by CDC). This evaluation was based on a pre and post
of knowledge and beliefs and will be published.

test assessment

At present, USC reports that documentation is maintained
and educational activities and includes objectives, duration,
personnel, number of trainees, and teaching methods used. In

for all training
target
addition, USC

reports that trainees will complete pre and post program assessments for each
activity. The post program assessments used to date are formative in nature
and ask participants to rate or comment on the components of the workshop or
training. Performance evaluation is being planned (see RObjective  Structured
Clinical Assessments” in Appendix VIII). By the end of year three, USC plans
to have evaluation techniques developed for impact evaluation.
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As an example of program summary data currently available, two program
summaries are included in Appendix VIII. The evaluation for the “AIDS Project
Los Angeles I1 is a process oriented evaluation. A majority of participants
indicated that the program met the participants’ learning needs and indicated
that the program information will be useful for work. The individual
presentation received ratings in the mid-range and above. At conference end,
participants were asked to rate their willingness to treat HIV infected
persons. The average rating was 3.8 on a rating scale of 1 (never) to 5
(always).

The “Dental Care and AIDS” evaluation included a process evaluation as
well as a knowledge evaluation. Overall, the program was rated highly on the
evaluation (4.6 out of a possible 5). Participants offered a high rating for
i terns such as “met learning needs”  (rating of 4.5) and “useful in work”
(rating of 4.6). Well over half of the participants scored above 96% on the
knowledge test, yielding a mean score of 88%.

A. Level 1 Training

Level 1 trainings consist of didactic presentations focused on increased
awareness, understanding, and knowledge. The learning objectives are based on
the educational needs of the professionals caring for people with HIV
infection.

UC1 reports the use of participant assessments of presentation or
workshop components and has a variety of program assessment forms available
for faculty use, including participant ratings and attitude questions, and
knowledge items. For example, the nursing program Nursing Responsibilities in
Caring for Patients with AIDS, included several levels of evaluation.
Participants were asked to react to the presentations by rating usefulness,
level of interest, level of information received, and degree to which the
program met their expectation. In addition, participants were queried about
the most and least useful parts of the session. For each of the individual
workshops, participants were asked to rate the instructor. A nine-item
true/false test is included in the program packet for pre and post test use.
Summary results were not available at the time of the site visit.

USC similarly uses participant assessment forms for many of the level one
and level two programs. The Latinas  and AIDS program evaluation form (as
discussed in Section V.B.3. above) asked participants to offer a self
assessment on several program objectives as well as rate various elements of
the program. Results were not available at the time of the site visit .

B. Level 2 Training

Level 2 trainings are brief clinical experiences in clinics, hospitals
and community practices. Educational activities are designed to help
participants utilize knowledge about HIV/AIDS in the clinical setting; to
address personal concerns; and to apply a multidisciplinary approach to care.
Other Level 2 programs are train-the-trainer programs.
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In several instances, USC has conducted a pre-workshop survey of
participants. For example, a program offered at the USC School of Medicine:
Meeting the Challenge of HIV Infection for practicing family physicians and
the program Dental Care and AIDS for practicing dentists queried participants,
before training, about their current practice, including patient profiles and
their own professional behavior. The program Review of Pediatric HIV/AIDS
Infection, offered at the Fifth National Pediatric AIDS Conference and a
program for Social Workers both utilized a pretest that included questions
about attitudes and fears related to HIV/AIDS as well as multiple choice
knowledge items. Use of these pre-test forms offers an opportunity for a
follow-up and an analysis of change. Thus far, there has been no follow-up
survey of these participants. These pre-test forms are all included in
Appendix IX.

The Instructor Training Program at USC provides an example of a level two
training of trainers. A program designed to prepare individuals to serve as
instructors or trainers for other programs was offered to family practice
faculty. Eight faculty members received training on pre and post HIV test
counseling and risk assessment and then served as facilitators during the
training of community based physicians in a day long workshop. There is no
indication of how performance was judged.

c. Level 3 Training

Level 3 trainings consist of intensive clinical preceptorships involving
the direct care of patients with HIV/AIDS. This experience is focused on
enabling trainees to diagnose HIV related medical problems; to treat the
complications of HIV infection in the ambulatory setting; and to become
familiar with available materials for AIDS education.

The HIV Nurse Clinician Training Program offered at USC serves as an
example of level three training. The program consists of readings and a needs
assessment prior to training; an intensive week long program involving small
group workshops, didactic sessions, skill development sessions; a rotation
through six different clinical experiences at sites around Los Angeles (two
per week for six weeks); the development of a plan to impact HIV care and
education at the home institution; and a follow up needs assessment and
report.

The course structure provides several opportunities for process and
impact evaluation. Before the week long program, participants conduct a needs
assessment in their home institution to better understand attitudes and
knowledge among the nursing staff. Six months after the completion of the
program, participants repeat the needs assessment procedure in their
hospitals. The results of these assessments will be used to help measure
impact .

This is a unique evaluation design. While the results of this second
needs assessment will not truly reflect the quality of the program or of the
nurse’s activities, the process provides a valuable learning experience for
the participants. However, follow-up interviews with participants will
provide valuable data that could enable the evaluator to assess change in
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practitioner attitudes or behaviors, The time period has not yet elapsed for
the first group of trainees to complete this second assessment.

There are additional opportunities for assessment for this level three
training. Structured discussions at the end of each day enable participants to
offer feedback to course faculty. At the end of the program, each participant
presents a case. While there is no standard format for evaluating this
presentation, there is ample opportunity here to assess participant
understanding. A sample of the program evaluation form in current use
is included in Appendix X.

The AIDS Clinical Training Program for physicians offers continual
opportunity for observation, correction, and evaluation as the trainee works
cibsely with staff. Furthermore, the program concludes with a practitioner
self assessment and course evaluation. A copy of the Evaluation and
Participant Feedback form is also included in Appendix X. Participants were
asked about their expectations, if their objectives were met and if they
thought they could meet the stated learning objectives as well as comment on
their ability to diagnose and treat HIV positive patients and AIDS patients.
In addition, participants were asked to rate and comment on the various
components of the/clinical experience. The resultant data is not yet
summarized for this program. A follow-up telephone interview focused on
course evaluations and queried participants about current needs. USC is
currently looking at the possible use of the standardized patient format to
assess  c l in ica l  sk i l l s .

WII. SUl4UARY  OF ISSUES AND CZALLl3NGES

While the independent functioning

FOR THR FDTDRR

of each site enables each institution
to determine its unique needs and utilize its own expertise, there is
potential for duplication of effort across sites for the development and
design of both programs and evaluations.

Although the ETC is decentralized with each of the sites operating quite
independently, program development could gain from a commonly shared approach
to evaluation. The utilization of uniform pre and post intervention measures
and/or uniform measures on follow-up would enable the ETC to assess overall
impact and progress in the region. The measures could incorporate behavioral
intent and behavioral change. This effort would need support at the site
director level.

To date there is no central site budget. However, a collaborative effort
to assess project impact would be facilitated by an evaluator position. An
evaluator, commonly supported by each of the sites, could be responsible for
the design and analysis of a follow-up assessment of a sampling of
participants from all sites in level 2 or level 3 training.

The 1990 Training Grant Continuation Application reports the intent to
develop an ETC wide evaluation effort, using standardized protocols and
identical instruments across sites. As the various sites move in the
direction of collaboratively developed instruments, one relatively simple
first step might be an.agreement  to query participants for first and second s
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level training about behavioral intent. A follow-up with a sampling of
participants across sites could probe for behavioral change.

In many instances a good deal of valuable pre-training information is
being collected. This information relates to attitudes, knowledge, and
reported practice. Follow-up studies would allow sites to compare pre and
post results for an analysis of change.

Several unique activities should be highlighted in a case study report
and a qualitative evaluation review. The WAdopt  an AIDS Patient” effort
coordinated by Dr. Jordan at Drew University in his work with community
churches could serve as a model of community and health center coordination in
the care of HIV/AIDS affected individuals. The well designed preceptorship
program is worthy of a focused case analysis and qualitative evaluation
review. A follow-up study of participants in the preceptorship program would
be very insightful and could offer valuable information to other ETCs.



APPRNDIX  I

Output Evaluation -- “Educational Activities Report”



AIDS EDUCATION and TRAININGCENTER
for SOUTHERN CALIFORNIA

EDUCATIONAL ACTlVITlES  REPORT

LocAnm CE credit provided?

PRESENTER fs): Date:

Length:

Location:
(hours)

PRESENTATION OBJECTIVES (s):

Particinantg Communitv Based In-house Faculty

Number in practice
Number in graduate/residency training

Number who are students

Othersinattendanoe Number:

FORWTr
L e c t u r e
-Demonstration
_-Group  Discussion
-Role  Play

LEVEk
_ICnowledge  & understanding
Technical Skills
-Problem  Identification

Brief clinical experience
Case Conference
-Other

_Problem  Solving & Management
Professional habits I? attitudes
Interpersonal & communication skills

TOPICS COVERED: (Indicate all that apply)
-Basic  information
Fears and concerns of health care practitioners
-Update  about AIDS
P r e v e n t i o n
Community resources
Treatment and care

Human sexuality
Psychological and Emotional Issues
Legal and Ethical Issues , ’
Substance abuse and treatment ’ ’
Other topics and issues

.,



APPENDIX II

Output Evaluation -- @aft “Program and Services Record”



.

(1)

( 3 )
( 4 )

(5)
(6)

( 7 )

(3)

(9)

-DRAf=T-

AIDS Education and Training Center
PROGRAM  8 SERVlCE RECORD

Site [ _ _ ] (USC, UCI, UCLA, Drew) (2) Date[ _ _ _ _ _ _ ]
yy  mm dd

Location [ _ _ ) (LA, Orange, Riverside, San B., Ventura)

Title L____________-_____------I
(25 letters maximum)

Hours 1 _ _ _ 1
Objectives  L______-_-_-_----___-I

(20 letters maximum)
Code [ _ ] A = sole sponsorship

B = co-sponsorship

Method L___l
A = Conference/Symposium
B = Lecture
C = Clinical
D = Follow up
E = Self instruction

No. of Participants [ _ _ _ _ ]

( 1 0 ) Minority Participants [ _ ]

A = Caucasian (Non-Hispanic)
B = Black (Non-Hispanic)
C = Asian/Pacific Islander
D = -Native American
E = Mexican/American

(11) No&ban  [____-I
No. Rural I_ _ _ _ _ 1

( 1 2 ) Discipline: Physician
Resident
Nurse
Dentist
Dental Aux

F = Teleconference
G = Train-the-Trainer
H = Workshop
I = Other

F = Puerto Rican
G = Other Hispanic
H = Other
I = Unknown

[ ----- 1
1 --__- 1
1 _-__- 1
[ - - - - - 1
I ---_- 1

Allied Health 1 _---a 1
Social Work/Mental Health [ _ _ _ _ _ ]

PAINP 1 _---a 1
Other [ --_-- 1



ETC PROGRAM AND SERVlCE  RECORD

’ .

The purpose of this reporting procedure is to document the nature and scope of
activities sponsored or assisted by ETC and their regional sites per month. Each record
should be completed for each documented activity. In each record listed, please attach an
agenda and a list of faculty and/or contributions if appropriate.

1.

2.

3.

4.

5.

6.

7.

site- The two letter site designation should be
entered here.

pate-

Location-

Hours-

The date (yy mm dd) of each activity.

The county where the activity occurred.

This category defines “hours” in terms of
the hours planned for an educational act-
ivity. Does not refer to the hours devoted
to the activity by the learner. Document
only whole and half hours.

_Objective The specific measurable objectives which
the documented activity meets should be
identified by number (if applicable).

nsortio  Co& _ This category specifies the nature of
sponsorship in assistance provided by
the ETC.

A = Sole Sponsorship
B = Co-sponsorship (with one or more agencies or groups.

All co-sponsors should be listed on agenda attached
for each activity).

Method- This category permits classification of educational
methods used.



A = Conference/Symposium
B = Lecture
C = Practicum
D = Follow-up
E = Self-instruction

G = Teleconferences
H=Train-the-Trainer
I = Workshop
J = Other

. .
8 .  Jotal P a r - _ List total number of individuals par-

ticipating in the educational activity.

9, mtv par-_

A = Caucasian (Non-Hispanic)
B= Black (Non-Hispanic)
C= Asian/Pacific Islander
D= Native American
E = Mexican/American
F= Puerto Rican
G = Other Hispanic .

H = Other
I = Unknown

10.  Urban/Rura l  -

1 1 .  site S t a f f -

12. DisciDling  -

Indicates the number of participants
attending from rural an&or urban
areas.

List names and affiliations of ETC
personnel who participated in the
delivery of the educational activity.

List participants by discipline

Cateaories:
Physician
Resident
Nurse
Dentist
Dental Aux
Allied Health
Social Worker/Counselor
NP/PA
Other



APPENDIX III

Approaches to Formative Evaluation -- UC1

Program Assessment: AEXC Course Evaluation Forms and Pre/Post-Tests



.

AIDS
EDUCATION AND
TRAINING
CENTER FORSOUTHERNCALIFORN~A

University of California Irvine Medical Center
101 The City Drive South Rt. 81

Orange, CA 92668
714/937-7612

P R O G R A M A S S E S S M E N T

A E T C C O U R S E E V A L U A T I O N F O R M S

A N D PRE- A N D POST- T E S T S



HIV MANAGEMENT TRAINING COURSE

COURSE EVALUATION

Please circle appropriate number for each event.

Date:

Orientation

I.D. Clinic
(UCIMC)

Excellent Very Good Satisfactory Fair Poor

5 4 3 2. 1

I.D. Clinic 5
(LBVA)

5 4 3 2 1

Moral & Ethical 5
8eminar

Psychology L
Neurology
8eminar

5

Case Management 5
Conference

Journal Club 5

4

4

4

4

3

3

2 1

2 1

2

2

1

1

1

Which events needed improvement?

How?

Other comments:

“_:



-713 xes ::3nnal:0 ;s :es;qced  to dssess bcur reactlzn t3 t-e ::osentat;:n 13S,
de are grateful for your assls:Snce.

r.i\o
<-just at:enaed.

Put a check (d ln t h e  Spaces along  t h e  lxe :unlch best indLcates ~ouc
reactron  to each of the followq:

In terw of usefulness Ln your present ;zb ~c!L\L\L~s.  :>e nater:jl
presented wl!l probaoly  be:

1 / / / / /
Not at a l l

/
Useful on a

useful . dally basis

In terms of holding your Interest. the presentatron was:
/ / / / / /

Not rnterestlng Euceptlonally
at all interesting

In terms of amount of lnformatlon recerved, the haterad p&&ted was:

I / / / / /
Uot informative
at all informative

In terms of meeting your expectations, to what extent did this session
prov/rde  you wrth what you had hoped to get from this tralnlng experience:

/ / / / / /
Not at all Met my expecta-

tlons completely

If you rndzcated above that the session did not meet your expectations,
what drd you initially  hope to obtain from thlstrarning experience that
was not covered?

What do you consider to be the most useful part of the session?

What do you consider to be the least useful part of the session?

DO you want more tralnlng In thrs area? Yes X0 .

What specific sub,]ect  areas would you like covered by this speaker ‘3r
other speakers! Ln the future?



This examination is being given to assess your level of knowledge about HIV
infection.
training.

Please fill in the date below and circle your current level of
also, please print your name at the top of this page.

Date / / Level of Training: Rl R2 R3 Other _

Circle all correct 28SpOnS88.
Ql8StiOZL

Th8r8 may b8 more than on8 COrr8Ct aaswer per

1. HIV may be transmitted by:

i:
c.
d.
e.
f.

p1:
i..

2

Vaginal sexual contact
Rectal sexual contact
Orogenital sexual contact
Kissing
Sharing eating utensils
Shaking hands
Sharing needles
Accidental needle sticks
Breastfeeding
Blood transfusions
Childbirth

2. In order to protect to protect other people,
asymptomatic person should be counselled to:

and HIV-infected,

E:
Use condoms during sexual intercourse
Abstain from activities that involve mucosal contact with blood,
semen or vaginal secretions

C . Avoid sharing of household utensils, such as eating utensils,
towels and toothbrushes

d. Avoid kissing
e. Avoid jobs in the food service industry
f. Avoid jobs that require doing lunch on frequent occasions

3. The approximate rate of seroconversion among health care workers who
have received needlesticks or other significant exposures to HIV in the
hospital or laboratory is:

::
Less than 0.5%
B8tW88n  0.5% and 1.0%

::
Between 1.0% and 2.0%
Greater than 2%

4. When examining a patient whose HIV status is not known, the following
precautions si;ould be taken:

E:
Gloves should
Gloves should
to occur

C . A gown should

always be worn
be worn only if contact with body fluids is likely

always be worn



d. A mask should be worn if splattering of body fluids is likely to
occur

e. Protective eyewear should be worn if splattering of body fluids is
likely to occur

5. HIV serology would usually be indicated in which of the following
persons:

k
::
e.
f.

Z:.

;:
k.
1.

6. HIV

E:

7p HIV

;:

IV drug abusers
Male homosexuals
Female homosexuals
Sexual partners of IV drug abusers
Heterosexuals with multiple partners
Anyone presenting with a sexually transmitted disease
Family members of HIV+ persons who are not sexual contacts
All
All
All
All
All

pregnant women
immigrants from countries of high prevalence
patients with tuberculosis
patients with unexplainable febrile illnesses
patients

ELISA tests measure:

HIV antibody
HIV antigen

Western Blot tests measure:

HIV antibody
HIV antigen

8. Which of the following are associated with primary HIV infection:

a. Cryptococcal meningitis
b. Pneumocystis carinii pneumonia

dc:
Aseptic meningitis
Mononucleosis-like syndrome

e. Rash
f. No symptoms

9. An asymptomatic HIV+ person, presenting as an outpatient,
baseline laboratory examinations should always be ordered
initial workup:

E:
CBC with differential
Thyroid function studies

c. Serum electrolytes, BUN and creatinine
d. Liver function tests
e. VDRL

the following
as part of the



f. Epstein-Barr virus titers

::
Cytomegalovirus titers
Toxoplasma gondii titers

i. Pneumocystis carinii titers

::
ESR
Lymphocyte subsets

10. The following immunizations should be given to HIV infected,
asymptomatic patients (if not previously immunized):

::
Influenza vaccine
Oral polio vaccine

::
Inactivated polio vaccine
Diphtheria vaccine

e. Tetanus vaccine
f. Pneumococcal vaccine
g* BCG

11. Therapy with AZT in HIV infected individuals should be based on:

::
Antibody titer
Antigen titer

::
Presence of positive HIV culture
T4 lymphocyte count

e. Presence of symptoms indicative of progression to ARC or AIDS

12. Common side.effects of AZT are:

::
Nausea
Headache

::
Neuropathy
Rash .

e. Anemia
f. Leukopenia

13. During the first 6 months of AZT therapy, hemoglobin and white blood
cell counts should be measured approximately every:

::
2 to 3 weeks
month

c. 3 months

14. Asymptomatic HIV infected individuals with T4 cells <ZOO/mm3 who are
taking AZT should be considered for primary prophylaxis against PCP with
which of the following regimens:

a. Trimethoprim/sulfa
b. 1 Inhaled pentamidine
c. AZT alone

3



lfi Findings associated with the likelihood of progression of HIV infection
to AIDS include:

it:

::
e.
f.

::
i.
j.

T4 lymphocyte count <ZOO/mm3
Anemia
Elevated ESR
Oral candidiasis
Oral hairy leukoplakia
ITP
Loss of p24 antibody
Appearance of p24 antibody
Loss of p24 antigen
Passage of time

16. The most common diagnosis indicative of AIDS in the U.S. is:

::
Candida  esophagitis
Pneumocystis carinii pneumonia

c. Mycobacterium avium-intracellular infection
d. Raposi's  Sarcoma

17. The most common presenting symptoms in PCP include:

it:
fever
cough

p c. shortness of breath
d. sputum production

18. The most typical radiographical pattern in PCP is:

::
Consolidation of one or more lobes
Pleural.effusions

c. Diffuse interstitial infiltrates
d. Cavitary lesions

19. A diagnosis of PCP can often be made:

L:
On clinical grounds alone
By sputum gram stain

::
By special staining of sputum specimens
By bronchoalveolar lavage with special stains

20. First line treatment for PCP includes:

::
Respiratory Support
Trimethoprim/sulfa

::
Inhaled pentamidine
IV,pentamidine



21. Cryptococcal meningitis in AIDS patients typically presents as:

E:
An acute illness with headache and meningismus
A subacute illness with headache and few signs of meningeal

=.. _.._-

irritation

22. The treatment of choice for cryptococcal meningitis in AIDS patients is:

::
Ketoconazole
Fluconazole

c. Amphotericin

23. After treatment of cryptococcal meningitis, patients should be:

E:
Carefully followed without continued prophylaxis
given weekly amphotericin prophylaxis

24. AIDS patients with odynophagia or dysphagia should be evaluated for:

::
Herpes esophagitis
Candida  esophagitis

::
CMV esophagitis
Hysteria

25. Appropriate therapy for candida esophagitis is:

L:
Acyclovir
Ketoconazole

::
Amphotericin
Trimethoprim/sulfa

26. Which of the following are typical manifestations of mycobacterium avium
intracellular infection in AIDS patients:

i?
18Wasting  syndrome"
Chronic diarrhea

::
Chronic fevers
Pulmonary infiltrates

e. Meningitis

27. The workup of diarrhea in AIDS patients should include consideration od
the following organisms:

a. Cryptosporidium
b. Isospora belli
c.
d. MAX
e. Pseudomonas aeruginosa
f. Salmonella
g* Streptococcus pneumoniae

5



28.
,fi

29.

In AIDS patients with severe diarrhea, the following would be
appropriate empiric therapy, pending definitive diagnosis:

E:
Metronidazole
Trimethoprim/sulfa

::
Lomotil
No therapy

Neoplasms associated with HIV infection include:

::
Kaposi's sarcoma
Bronchial carcinoma

::
Non-Hodgkin's lymphoma
Melanoma

e. Rectal carcinoma

6



3

1. Gays/Bisexuals are getting what they deserve with AIDS

Strongly Somewhat Somewhat
Disagree Disagree _-Agree Agree

Strongly,
Agree

2. Children are getting what they deserve with AIDS

StrongLy Somewhat Somewhat Strongly
Disagree Disagree Agree Agree Agree

3. I :v . drug users are getting what they deserve with AIDS

Strongly Somewhat Somewhat Strongly
Disagree Disagree Agree Agree Agree

4. Hemophiliacs are getting wheat they deserve with AIDS

Strongly Somewhat Somewhat Strongly
Disagree Disagree Agree Agree Agree

ti

5. Women are getting what they deserve with AIDS

Strongly Somewhat Somewhat Strongly
Disagree Disagree Agree Agree Agree

6. I could avoid AIDS by avoiding social contact with certain
groups of people.

Str.oqgly Somewhat
Disagree Disagree

7. One could avoid AIDS

Strongly Somewhat
Disagree Disagree

Somewhat Strongly
Agree Agree Agree

by chsngiqg oae's sexual behavior.

Somewhat Strongly
Agree Agree

8. Have you ever take.? 3 formal course on stress, crisis atad
coping?

Y e s
-d

No



p 14.

15,

16.

17.

Homosexuality is maladaptive behavior which could be corrected by
psychologica l  i n t e r v e n t i o n .

Sr’ue False

I eoui24 p lace  mysel f  and my family members  at r isk  o f  contract ing
AIDS  by  csriq ifon these pstae!%ts  or1 the h,ospitsL  wsrla,

True False

T h e  United S t a t e s  government  sbouP~3  &?rQwide  the Hl(eans t0 q u a r a n t i n e
people with AIDS and positive HIV antibody test-

True False

As a means of controlling the epidemic c people with AIDS should be
prevented from holding jobs in the following areas:

9) those working in hospitals or in the medical f ield True

b) those who have contact with the publjc True False

cl those working in the food industry or in restaurants True

I ident i fy  mysel f  with  the  foLLowing:

Age Group: 20 - 30 30 - 40 > 40 .

Sex : Male EerssLe

IMaritaL Status : Never mar r i ed Divorced Separated

Liwiq  vith o p p o s i t e  s e x  partner

Sexual Orientation: WeterosexuuP  erslusiwelg

Homosexual aclushveby*-

Bisexual.-a

Ethnic Identity: Asian Caucasian H ispaaic



AETC II
Post Test

AIDS and the Health Care Worker

1 . “ F e a r  o f  Contagion” r e f e r s  t o :

A. A I D S  patients f e a r  o f  h o s p i t a l i z a t i o n
B. Health Care Workers fear of becanigg infected with

the HIV virus
c . Fear  o f  po l io

2. M o s t  geedlestick  iDjuries  c o u l d  b e  prevented  if :

A. Nurses would recap needles quickly
B. Nurses would stop recapping needles
c . P h y s i c i a n s  s t a r t e d  giving injections

3. Three health care workers who have documented  HIV
seroconversioq:

A. Most l ikely acquired the infection through casual
contact

B. Had very unusual exposures to a large amount of blood
for extended per iods  o f  t ime

C. Had been giving personal care to home care patie!Its

4. T h e  occupatio?  of  health care workers at highest risk for an
occupatioQa1  exposure in the CDC study was:

A. Physicians
8. Nurses
c . Occupational Therapists

5. The  most  importarlt fact that has bee? learned  about  heal th
care worker exposure to the HIV virus is:

A. Most exposures could have bee9 prevented
B. H e a l t h  c a r e  w o r k e r s  geed to  ant ic ipate  their  poss ib i l i ty

for  exposure  aqd use the appropriate precautioas
c . All  of  the above



Nave:
Data:

AIDS TRAINIRG  AND EDUCATION FOR NURSES
LEVBLl

PRE-TEST POST-TEST

Directions: Plea8e circle T if the 8tatement i8 TRUB

T F U

T F U

T F U

T.F U

T F U

TFU

T F U

T F U

T F U

F if the statement i8 FALSE
U if you em UNSUR#

According to the Center8 for Di8ea8e Control (CDC),
from 1983 to 1987 8tati8tics on AIDS ri8k group8
have changed dramatically.

It i8 tha nUr8e8 re8pOn8ibility  to di8Cu88 the HIV
te8t results with the patient8 wife.

The nur8e may be able to determine HIV risk status
by doing a sexual history.

Diarrhea is uncommon in AIDS patients.

Pneumocystis Carinii Pneumonia (PCP) is one of the
most common opportunistic infection8 found in
patient8 with AIDS.

Behavioral change8 in patient8 with AIDS should be
ignored by the nurse, because it usually indicate8
depression.

Neurological symptoms will not appear until late
in a patient'8 diagnosis.

If a patient with AIDS ha8 a sudden onoet
of blurring vision it is fine to Wait 3-4 Week8 for
the patient to be 8een and evaluated by an
OpthalEOlOgi8t.

If a patient with AIDS is hospitalized and being
evaluated for possible toxoplasmosis, the nur8ing
care plan should include seizure precautions.

T F U

TFU

T F U

T F U

T F U

T F U

T F U

T F U

T F U

&smc.RN1
PR#/FOSTTEST
8-8-88



ETHtCS: DECISION-MAKING FORM

Complete this form after each videotaped scenario to clarify the range of possible solutions, the benefits vs. costs
of each solutioo, and your personal values relative to each solution.

ISSUE/PROBLEM:

SOLUTIONS

BENEFITS

-_-

COSTS

VALUES

SELECTION/

ACTION

F.VAI.IIAT  IoN

!

VW------_ .---em---

Based on your assessment of the benefits vs. costs and your personal values, which solution would you pursue?

HIM JLJ wlettion of the above solution make ypeb feel? How do you think it will work in realitp9

! , \,



Post Test Questions
I. Identify four facton  that distinguish AIDS from other lifethreatening

illnesses
I.
2.
3.
4.

2. Describe two personal. social. political. legal. or ethical implications of
AIDS.
I
2

3. Describe  two relevant psychosocial assessment criteria.
I.
2.

4. Discuss two skill bases essential for psychosocial intervention with the
person with AIDS.
I.
2

5. Differentiate delirium from dementia.
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1. PROVIDLR:
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Moral and Ethical Dilemmas in AIDS year 1990
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nome a& ctr.1

Inservice/Workshop
I
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I 4

t 5. 1nmuc7ms:  (M v-n 04 ilua (l#l&&&jItrAf;rrN,W)
kW I 7- : .
Sheila Fitzgibbons, RN, PHN, MPA Nurisng Instructor, AIDS Education and

Training Center - UC1

AIDS Clinical Research Coordinator

I

In this workshop the learners will acquire an ethical perspective of AIDS. This workshop
combines the videotape presentation of fictionalized scenarios that raise ethical problems
about the care of patients with AIDS or HIV infection. This is followed by a discussion
of possible solutions to each of the problems. .).I



.

c

r

3m OF COuAJt:

I As a result of viewing and discussing the videotape on ethical dilems in AIDS,
the learner will:

1. Be able to define the concept of informed consent : -

2. Be able to distinguish legal obligations from ethical responsibilities in the

the area of confidentiality.

3. Be able to discuss the California BRN statement about a nurse’s responsibility
to treat patients with communicable diseases.

w

.
. .

.

.

Affective stimulation. Videotape. Group discussion

I. Informed consent

II . Confidentiality, HIV, and the law.

III . Durable power of attorney for health care

IV.
4

R.N.% obligation to treat those infected with communicable diseases including
HIV.

Completion of ethics decision making form. (See attached).

.

‘W
~__~.~ ~

PLEASE SEND TYPED-COMqLEfED  APPLICATION TO BONNIE KERR ti, BSN. Rl. 86, AND

YQUR EXTENSION NUMBER WERE YOU CAN BE REACHO.



ETHICS: DECISION-MAKING FORM /1

Complete this form after each videotaped scenario to clarify the range of possible solutions, the benefita vs. coats
of each solution, and your personal values relative to each solution.

ISSUE/PROBLEM:

SOLUTIONS

BENEFITS

COSTS

VALUES

SELECTION/

ACT I ON

EVAL”[ N

I

Based on your assessment of the benefits vs. costs and your personal values, which solution would you pursl

How did aelection of  the above solution m ’
‘!

you feel? How do you think It will work in r e a l i t y ?

C /_ _
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Sheila  Fit- RN. PHN. MPA AIDS Clinical Research Coordinator

Nursing Instructor, AIDS Education and

I Training Program, UC1
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This workshop will cover N&sing Management for opportunistic infections and

Kaposi's Sarcoma in AIDS. The other issues that will be addressed are: EpidemiologiiAL
. _-

-, perspectives, and HIV Risk assessment.

.

.

.

.

.

.

.

.

.
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Sheila Fitzgibbons, RN, MPA.
UC Irvine Medical Center

Nursing Responsibil ites in Caring for Patients with A I D S- - - - -a- - -  -

OBJECTIVES

1. The participant will  be able to discuss the reasons why the nurse ’ s
role is important in the AIDS multidiciplinary approach.

2. The participant will be able to discuss three of the most common AIDS
opportunistic infections and the signs. and symptoms patients may experience
w h i l e  h o s p i t a l i z e d .

3. The p a r t i c i p a n t will  be able to discuss two nursing intervent ions
r e l a t e d  t o symptom management in caring for a patient with severe oral
candida ( o r a l  t h r u s h ) .

I . AIDS as a Nursing Issue- - -

A) Knowledge and Skills needed to care for patients with AIDS
B) AIDS and Primary Care Nursing
C) The nurse, the core to the AIDS multidiciplinary approach ..__.-’

II .  Opportunistic Infection and Cancer in AIDS- -

A) Pneumocystis Carinii Pneumonia
B) Kaposi ’s  Sarcoma
C) Mycobacterium Avium Intracellulare
D) Cryptococcus  Meningi t is
E 1 Toxoplasmosis
F) Herpes Simplex Virus
C) Cytomegalovirus
H ) Primary Lymphoma
I) Cryptospor idiosis
J) C a n d i d i a s i s

III Symptom Management / Nursing Invtervention Patients with AIDS--_-- - -  - -

* Refer to Problems and Symptoms Associated with AIDS VNA-Handout

Handouts

1) AIDS Problem List and Suggested Nursing Care Plan

2) S i p e s , Carolyn RN,BSN,MSN, “AIDS  Update” Nursing Life Mar/Apr 1988

3) Table 6.1 VNA Home Care Hospice Manual 1987
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AIDS TRAIRING  AND  EWCATION  FOR NURSES
LEVEL1

PRE-TEST POST-TEST

Direction8: Plea8e circle T if the rtatement i8 TRVII

T F U

T F U

T F U

T F U

,-TFU

T F U

T F U

T F U

T F U

F if the statement ia FALSt
U if you are UNSURE

According to the Contor8 for Df8ea8e Control (CDC),
from 1983 to 1987 stati8tic8 on AIDS ri8k group8
have changed dramatically.

It i8 the nurse8 responsibility to discus8 the HIV
te8t re8ult8 with the patient8 wife.

The nurse may be able to determine HIV risk status
by doing a sexual hi&cry.

Diarrhea is uncommon in AIDS patients.

Pneumocystis Carinii Pneumonia (PCP) is one of the
most common opportunistic infections found in
patients with AIDS.

Behavioral changes in patients with AIDS should be
ignored by the nurse, because it usually indicate8
depression.

Neurological symptoms will not appear until late
in a patient's diagnori8.

If a patient with AIDS ha8 a sudden onset
of blurring vi8ion it i8 fin8 to wait 3-4 week8 for
the patient to be seen and evaluated by an
opthamologi8t.

If a patient with AIDS is ho8pitalized  and being
evaluate&for posdble toxopla8mo8i8, the nur8ing
care plan should include seizure precautions.

T F U

T F U

T F U

T F U

T F U

T F U

.

T F U

T F U

T F U

ATEC.RNl
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AIDS: through fiscal year
Issues for Nursing Education C Practice lg9C
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‘~- Classroom
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I

5. 1)rsTRucm3:  wech vuqun  o( iluttrLfM (~lu,CY) /

be: :
Sheila Fitzgibbons, RN, PHN, MPA I i-Nurisng Instructor, AIDS Education and

I Traininn
AIDS Clinical Research Coordinator

This vorkshop is designed to help learners identify and acknowledge their attitudes,
feelings and values about educational and ethical issues related to nursing and AIDS.
The learners will be Nursing Instructors and Nurse Educators. .

.o..



;cI After participating in this workshop the learner will be able tot
.

& 1. Identify the critical factors to be considered in the establishment of a policy
regarding nursing students and their involvement in the care of patients,with  AIDS
(PWA’s).

2. Identify the institutional liabilities associated with a nurse presented with an
HIV positive test result after being “exposed” and involved with care of PWA’s.

3, Discuss affective issues related to care of PWA’s including “burnout”, enotional
attachment/detachment, and value conflicts.

s

. . .
.

Affective stimulation.
Videotape - group discussion

I. Nursing school policy regarding students and the care of PWA’s.

II . Barriers and fears that impede learning body substance precautions in Nursing

Education.

III . Policy issues - HIV positive nurses.

4p IV . Affective issues in the nursing care of PWA’s/.
a. value conflicts

b. burnout

C . emotional attachment/detachment

Post test

iuu 1 -7s
DIRE&R OF N U R S I N G

Ektr:

EDUCATIO14
-..

PLEASE SEND TYPED4HPLETE3 APPLICATION TO BONNIE KERR Rid, BSN. Rl. 86~ AND

YWR EXTENSION NUMBER WERE YOU CAN BE MAGIED.
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Sheila Fitzgibbons, RN, PHN, MPA Nursing Instructor, AIDS Education and

1 Training Center - UC1

I

This workshop provides an overview of the psycho-social considerations in
persons with AIDS. The workshop discusses the continuum of AIDS disability
and the impact on the patient's life. A videotape is used to demonstrate an
individual's personal account of how this illness has effect&d his life.



,- After participating In this workshbp the learner will be able to:
c 1. Identify four factors that distinguish AIDS from life-threatening illness. .

2. Describe two relevant psycho-social assessment criteria. : -

3. Describe the difference between delirium and.dementia.

s

. a. .

-

L

Lecture - videotape - group discussion

I,

I. Uniqueness of AIDS

IL. Personal impact of AIDS

I I I . Personal account of a person with AIDS (videotape)
n

‘c,
IV. Psycho-social data base/assessment

I

.

Post test - see attached

.

APP  I&A UN smm-3  6Y
~Ath4d~ ~~G&,‘\N,~N, b?@fw +n buu ) ‘TitL

DIRE& OF NURSING
mr

EDUCATION
-..

e b

PLEASE SEND TYPED-COMPLETE3 APPLICATION TO BONNIE KERR Rid, BSN, RT. 86a AN3

YNR EXTENSION NUMBER UHERE  YW CAN  BE REACHED.



Fbst Test Questions

2. bribe two personal. SO&I. political. kgal. 01 ethical implications of
AIDS.
I
2.

3. Describe Wo relevant psychosocial asse5sment  criteria.

::

4. Discuss two skill bases essential for psychosocial intervention with the
person with AIDS.
I.

v

2.

5. Differentiate delirium from dementia.

.
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Sheila Fitzgibbons, RN, PHN,  MPA I’Nursing Instructor, AIDS Education and

Training Center - UC1

I AIDS Clinical Research Coordiantor

This two hour workshop &scusses  body substance precautions for specific procedures
related to care of the patient with AIDS in the hospital and home care setting.

The

workshop discusses incidences of HIV exposure in health care work;rs

.#. .

.



,muu OF COURSE:

‘a See attached “_,L

: * .

s
.

. . .

Video tape - group discussion
Slides - group discussion

I. “Fear of Contagion” and its effect on health care workers caring for HIV
infected patients.

I I . Body substance precautions - video

I I I . HIV occupational exposure to HIV - U.S. and CDC data (slides).

1) IV. Prevention of HIV exposure in the health care setting.

.
Post test - see attached.

.

PLEASE SEND TYPED-CWPLETED  APPLICATION TO BONNIE KERR ti, BSN. Rt. 86s Al'Q

YNR EXTENSION NUHBER  WERE YOU CAN BE REACtlED.



AETC II
Course Object ives

AIDS and The Health Care Worker

The participant will be able to describe appropriate
infection control p?ecsut iorrs whe? caring for the patient
with AIDS or HIV iqfectio?

(2) The participant will be able to discuss the most common
accidental exposure injuries a5d methods of preveMzion

_

(3) The part-icipant will be able to discuss “Fear of Contagion”
and how this effects patient c a r e



‘-

AETC II
Post Test

AIDS and the Health Care Worker

1. “Pear ‘of Contagion” refers to:

A. A I D S  patients fear of hospitslization
B. HeaLth Care Workers fear of becoming infected with

the HIV virus
c . Fear of p o l i o

2. Most needlestick  injuries could be prevented if:

A. Nurses would recap needles quickly
B. Nurses would stop recapping needles
c . Physicians started giving injections

3. Three health care workers who have documented HIV
seroconversion:

A. Most likely .acquired the infection through casual
contact

8. Had very unusual exposures to a large amount of blood
for extended periods of time

c . Had been giving personal care to home care patients

4. The occupation of health care workers at highest risk for 39
occupatioml  exposure in the CDC study was:

A. Physicians
8. Nurses
c . Occupational Therapists

5. The most important fsct that has bee? learned about health
care worker exposure to the HIV virus is:

A. Most exposures could have been prevented
B. Health care workers need to anticipate their possibility

for exposure and use the appropriate precautions
c . All of the above ~ -__,’



APPENDIX IV

Approaches to Formative Evaluation -- UCLA

1. Evaluation: AIDS Workshop for the Primary Care Provider
2. Facilitator Training Evaluation



AIDS

UNIVERSITY OF

EDUCATION and TRAINING CENTER’
for

SOUTHERN CALIFORNIA

SOUTHERN CALIFORNIA SCHOOL OF MEDICINE”

EVALUATION

PRESENTATION TITLE: AIDS Workshop for the Primary Care Provider

DATE: Wed., 8-10-88 Thus., 8-11-88

INSTRUCTOR: Charles Lewis, M.D.

PLEASE CHECK APPROPRIATE CATEGORY: Physic ian Nurse
Assistant Rehaviorfiience

Physician
Dentist other - -

DIRECTIONS: Please help us assess the effectiveness of this workshop by
carefully rating the following.
or observed.

Check N/A if the behavior is not applicable

Strongly Strongly
Agree N/A
I

Di eagree
I

f
1. ORGANIZATION AND CLARITY ;

U n c e r t a i n  1
I I

a. Major points covered 1 2 3 4 5 6 7 ( )

b. Communicated what wan
expected to be learned 1 2 3 4 5 6 ’ 7 ( )

c. Presented in an organized manner1 2 3 4 5 6 7 ( )

d. Pmphasized  what was important 1 2 3 4 5 6 7 ( 1

2. ENTHUSIASM AND STIMJLATION
a. Stimulated interest in subject 1 2 3 4 5 6 7 ( )

b. Was enthusiastic about the
subject matter 1 2 3 4 5 6 7 ( 1

3. INSTRUCTOR’S KNOWLEDGE and RAPPORT
a.

d.

e.

f .

g.

Discussed points of view of
other than his/her own 12 3’4 S 6 7 ( 1

Demonstrated breadth of”
knowledge 1 2 3 4 5 6 7 ( )

Provided support and
encouragement 1 2 ,3 4 5 6 7 ( )

Encouraged a climate of
mutual respect 1 2 3 4 5 6 7 ( i

Demonstrated sensitivity
’to the needs of otherr 1 2 3 4 5 6 7 0 .



4. INSTRUCTIONAL/GROUP SKILLS
a.

b.

C.

e.

e.

i .

Rxouraged active
participation in discussion 1 2 3 4 5 6 7

Utilized audio/visuals
effectively 1 2 3 4 5 6 7

Gave positive reinforcement 1 2 3 4 5 6 7

Geared instruction to participants’
level of readiness 1 2 3 4 5 6 7

Questioned to elicit
underlying under standing 1 2 3 4 5 6 7

Demonstrated clinical procedures
and techuiques  being taught 1 2 3 4 5 6 7

( 1

( 1

( 1

( 1

( )

( 1

5. PROGRAM GOALS AND OBJECTIVES
a. Goals and objet tives were

‘J
I

appropriate for the participants1 2 3 4 5 6 7 0 +

b. I obtained valuable information 1 2 3 4 5 6 7 ( )

c. I obtained valuable skills 1 2 3 4 5 6 7 ( 1

d. My attitudes have been modified 1 2 3 4 5 6 7 ( 1

6. Please indicate by a check in the appropriate range your opinion of the
overall effectiveness of this program/ session.

1 2 3 4
OUTSTANDING GOOD FAIR POOR
(would recommend (would benefit (needs to improve (should not
to others) fro8 suggestions as indicated pre se31 t

below) below) again)

ADDITIONAL COMMENTS:
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I Facllltator Training Evaluation

cw that 1 lorlum la OVW, wo would Ilko you to, once again
,ae the facllttator  tnrnlng 8eulon you l teneed. Wo bollove that with the lnfotmatlon you have
galned from your, experlenC88  facllltatlng, your oplnlona or 8uggestlons may have  changed.

How effeCtlve  wa8 the tnlnlng In helping you rccomplkh  the fOlIOWIng:

a)

4

cl

d)

Asking questions to clarify ideas?

Not
effective 1 2 3 4 s

Drawing out the opinions of less involved group members?

Not
effective 1 2 3 4

Remaining value neutral?

Not
ett ective 1 2 3 4

Dealing well with challenges tram the gtip?

Not
off ective 1 2 3 4

Preventing one person from dominating the group?

Not
eftective 1 2 3 4

5

5

5

5

Veryett ecthfe

Very
effective

Very
effective

Very
effective

Very
efl ective

Occasionally summarizing for the group the issues and areas that have been covered?

Not Very
effective 1 2 3 4 5 effective

After your experience at the conference, how comfortable do you feel faCllltatlng small
group dlscusrlons?

Not very
comfortable 1 2 3 4 5 comfortable

On average, how pWtlClpatlve  were the provlden  In your group(r)?

Not very
participative 1 2 3 4 5 parlidpative

What wore the strongest arpeots of the tnlnlng you recolved?



Approaches to Formative Evaluation -- USC

1. Program Evaluation: Latinas and AIDS
2. Program Evaluation: Meeting the Challenge of HIV Infection



LATINAS and AIDS

PROGRAM EVALUATION

DIRECTIONS: Please give us your opinion about this program. Your responses will be
used in planning future experiences. Thank you.

Completely Not at all
41. Did this program meet your expectations? 1

2. Did this program meet its stated objectives? 1

3. As a result of participating in this program do you
feel that you :

a. know the current issues pertaining
to HIV infection in the Latinc  Community 1

b. know what issues to cover when counseling
HIV infected persons 1
conducting an initiil HIV evaluation 1

c. can conduct comforlably an initial
HIV evaluation 1

d. can integrate sexual history taking and risk
identification into one’s own practice 1

4. Please rate each of the follow aspects of this program
Excellent

a. Setting the record straight (Eunice  Diaz) 1
b. Latinas  in So. Ca. (Dr.. Hayes-Bautista) 1
c. HIV Health Services in So. Ca. (Dr. Lifshitz) 1

d. Latinas  and Sexuality (Dr. Arguelles) 1

8. Latinas and Sexuality (Panel) 1

f. Culture, Spirituality and the Church (Panel) 1

Please provide additional comments:

2

2

2

2
2

2

2

2
2
2
2
2
2

3

3

3

3
3

3

3

3
3
3
3
3
3

4

. 4

4
4

4

4

Poor
4
4
4
4
4
4



MEETING THE CHALLENGE OF HIV INFECTION

PROGRAM EVALUATION

DIRECTIONS: Please give us your opinion about this program. Your responses will be
used in planning future experiences. Thank you.

Completely Not at all
41. Did this course meet your expectations? 1

2. Did this course meet its stated objectives? 1

3. As a result of participating in this course do you
feel that you :

a. know the current issues pertaining
to HIV infection 1

b. know how to provide HIV test counseling 1
c. know what needs to be covered in

conducting an initial HIV evaluation 1
d. can conduct comfortably an initial

HIV evaluation 1
8. can comfortably provide pre HIV

test counseling 1
f. can comfortably provide post HIV

test counseling 1
g. can integrate sexual history taking and risk

identification into one’s own practice 1

4. Please rate each of the follow aspects of this course

a.
b.
C.

d.
8.
f.

Excellent
HIV Infection Update (Dr. Leedom) 1
Persons with AIDS Panel Discussion 1
Risk ID and Sexual History Taking (Sm. groups) 1
Pre- Post-HIV Counseling (Sm. groups) 1
Review of skills (Dr. Katsufrakis) I

Medical eval. of the HIV positive pt. (Dr. Rarick) 1

2

2

2
2

2

2

2

2

2

2
2
2
2
2
2

3

3

3
3

3

3

3

3

3

3
3
3
3
3
3

4

Poor
4
4
4
4
4
4

Please provide additional comments:



APPENDIXVI

Approaches to Outcome Evaluation -- UCLA

1. Practice and Attitude Questionnaire - Post Test
2. Phone Interview Form and Preliminary Results



2)

3)

4)

5)

6)

, 7)

I

I
8)

Approxhately,  how many of the patients on your panel (caseload) do you suspect
may be at risk for HIV?  (please indicate an actual  number. nat  a percentage)

Approximately. how many asymptomatic HIV+ patients have you seen?

Approximatety.  how many AIDS/ARC patients have you treated?

lf vou have cared for HIV+ ca&&overall,  how did you tlnd  working with these patients?

Much more difficult Much less difficult
than you expected 1 2 3 4 5 than you expected

How willing are you to screen and care for pattents  with HIV infection?

Not at ail willing 1 2 3 4 5 Very willing

How did your attendance at the conference intluence  your willingness to screen and care for
patients with HIV Infection?

No influence at all 1 2 3 4 5 Considerable influence

In retrospect, how do you feel about the poilcy  of making attendance at this AIDS education
program mandatory?

Strongly disapprove 1 2 3 4 5 Strongly approve

To what extent are the following issues incentives  or deterrents for you to treat AIDS patients?

Strong Strong

I
Deterrent ltve

Emotional istues  faced by AIDS patients 1 2 3 4 5

I Time required to treat these pattents 1 2 3 4 5

Potential  exposure to HN 1 2 3 4 5

I Gay lifestyle of many AIDS patients 1 2 3 4 5

Treating rare infections 1 2 3 4 5

I Prognosis of AIDS patients 1 2 3 4 5

The necessity of discussing sexual practices 1 2 3 4 5

I

I



fleet g

ELrcle  the Y*uum Or dkaaee a the rtatement.
Strongly Strongly

Aaree

‘. ._i-

1) Following universal precauttons  provides
protection from occupattonol  infectton  with HN.

2) I know how to COnVB(t Sexual  hiSby  answers
to level of risk for HIV Infection.

Many of my patients would be offended if I
asked them questions about their sexual  behaviors.

4)

s)

I feel comfortable counseling patients about sex.

Homosexuals with AIDS are just as deserving of
sympathy as other patients.

6)

7>

Nothing can be done to help AIDS patients.

All patients admitted  for trauma with acttve
bleeding should be tested for antibodies to HN.

8) I hove some concerns about asking patients
questions about their sexual  behaviors.

P) There is no reason for persons with AIDS to be
seen separately (time or place) from other pattents.

There’s nothing I personally can do to help an
AIDS patient.

11) I’m concerned about getting Infected tim
HN from caring for persons with AIDS.

12) It doesn’t matter if I know the details of a
patient’s sexual history, because these
behaviors can’t be changed.

13) Sexual health k an important port of a patient’s
general well being.

14) Having AIDS p&tents  in you offlce will not
bother other patients.

15) I know how to introduce sexual  hitow
questions  into my history taking.

16) Sex education  Is not an effective way to
prevent the spread of AIDS.

I’m afroid of whot I might  hear and have to
deal  with If I took a sex history on every patient.

18) HN is not nearly as infectious as HepatMs  8.

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

2

2

1

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

5

5

5

5

5

5

5

.’ 5

5

5

5

5

5

5

,’

5 “Ld



.f-
19)

20)

21)

22)

23)

24

25)

26)

27)

28)

2%

The spread of HN infection can be prevented.

Having too many AIDS pattents in your offtce
or hospital  makes it hard to rectit staff.

Being exposed  to HIV in the hospital environment
b a real ttueat  even to those who practice
good infection control techniques.

I feel uxomfortabte  discussing  sexual practtces
wtttl  homosexual patienk.

Providers  who care for a bt of persons
with AlDS are often gay or bisexual.

My commitment to screening for and providing care
to HlV+/AIDS  patients outweighs my concerns
about interacting with this  population.

Homosexuals wt?o  contract AIDS are getting what
they deserve.

I am less emotionally prepared to deal witn AIDS
pattents than cancer patients.

My famity  k concerned about my being exposed
to HN at work.

2

2

2

.2

2

2

2

2

2

4

4

4

4

4

4

4

4

4

5

5

5

5

5

5

5

5

5

How likely k lt that you will reguiarty take sexual histories on patients you’re seeing for the first time?

Not at all likely 1 2 3 4 5 Very likely

How did your attendance at me conference influence your decision whether or not to take sexual
hiories on pattents  you’re seeing for the first ttme?

No Influence at all 1 2 3 4 5 Considerable influence

De next set of auestions  are about vou. lho answers will not be used to identify individuals but
to help us ctasstfy  answers.

1) Wnatkyourage?

Are you:

w?Iat  Is your specialt@

male female



u
II
II
I
I
I
I
I

Patient name:

Phirne number:(day) (eve)

MD FwP MSW CRNA CNM PA

Hello. My name is ml calling
You may have received a letter telli& you I was going to call. rd like to ask
you a few questions about a visit you had to t
We are interested in the me of information WC nave about  our patients. No

e will see your tiers, and the questions
will take about five minutes to answer. Is this a good time for me to ask you
the questions?

My records say that you had an appointment:

in (department:)

on (date of appointment:)

Is that correct? Yes No

If no, Did you have an appointment? Yes No

If yes, correct infonnation above.

If no, teminate  intemiew.

1) Was this your first visit to the (name of department)
department?

Yes N o DK

2) Was it the first time you saw that (type of provider) ?

Yes No DK



3) We are interested in the discussion you had with your provider about
your medical history. We don’t need to know what your answers were, just

,F--. whe$her  or not your provider asked you certain questions. Please answer
yes or no to the following welve questions. Did your provider ask you about
Yom

Sleeping habits Yes N o

Eatinghabits Yes N o

Smoking habits Yes No

Use of medications Yes N o

Use of alcohol Yes N o

Use of recreational
-s Yes N o

Use of seatbelts

Cholesterol & diet

Yes No

Yes N o

Screening for
colon/breast cancer Yes N o

Ifyou are sexually
active or not Yes N o

The number of
sexual peers
youhave Yes N o

Your sexual
practices Yes N o

DK

DK

DK

DK

DK

DK

DK

DK

DK

DK

DK

DK



I
I
I
I
I
I
I
I
I

I

I

1
I
I
I
I
I
I

a) If no to sex questions, Would you have been offended if the
provider had asked you questions about your sexual health?

Yes N o DK

b) Ifuesto sex questions, Were you offended when the provider
asked you questions about your sexual health?

Yes N o DK

4) Overall,  do you f-1 that the provider has enough Mormatfon about you
to provide you with the best possible care?

Yes N o DK

Ifno, What other type of information do you feel is important for
providers to ask?

5) Was the provider you saw a man or a woman?

MSl Woman DK

Fimllv. i have a counle of au&ions about wu,

< 1 year I- d years > 5 years

71 My records say that your birthday is .

Is that correct?

Yes No DK

Ifno, When is your birthday?

That is all of the questions I have. Thank you for taking the time to help me.

Other comments:



EVALUATION OF SHT

NURSES:DOCTORS = 200; PATIENTS = 1,500

EFFECTS OF ASKING SEXUAL HISTORY

QUESTION = a 20% increase in proportion
of patients who felt doctor
had enough information

Before After

Sexual ly  Act ive  A 25
B 17

43
17

No. of  Partners A 10 20
B 5 6

Sexual Practices A 10 20
B 4 4



APPENDIXVII

Approaches to Outcome Evaluation -- USC

1. HIV Nurse Cliniciari Training Program - HIV Questionnaire
2. Social Workers HIV Questionnaire
3. Conduct of the Interview: Risk Assessment



AIDS EDUCATION AND TRAINING CENTER FOR SOUTHERN CALIFORNIA
LAC/USC  MEDICAL CENTER

HIV Nurse Clinician Training Program
HIV QUESTIONNAIRE INSTRUCRONS

Introduction
The attached questionnaire is designed to identify the knowledge, attitudes, and

professional habits regarding HIV and AIDS currently held by health care workers. By
collecting data in many settings and over a period of time, we can measure changes
resulting from educational programs, as distinguished from a general increase in
knowledge about HIV. The information provided will also help us to improve the training
program over time.

Purpose
The questionnaire will serve three primary purposes:
1. Evaluate the immediate impact of the HIV Nurse Clinician Training Program on the

participants.
2. Identify the current knowledge and attitudes held by the co-workers of participants

in order to evaluate the impact of future training activities designed by participants.
3. Identify whether or not the HIV Nurse Clinician Training Program has an impact

beyond those who are participants in the program.

Instructions
1. Please complete the attached questionnaire upon receipt. This will help establish a
baseline and will enable us to better evaluate the immediate impact of the training

. . . .
program. Please the cove to the AlDS Educatland  T~WM

l. .SC School of Me-. 1975_&nal Ave-KAM!M. l&&&g&%  CA 99033,
Mowrev bv 1 17 90.. I We are asking that you include your name so that we

can match your pre-course responses with your post-course responses: however, your
responses will held in the strictest of confidence and will not be shared with your
instructors or with anyone else.

2. Please distribute this questionnaire throughout your facility, especially to those
with whom you will be working during the coming year. You will need to do this prior to
the beginning of the training course. Your co-workers should m identify themseives by

.
name. Pleasees @lh@.R  vou WKf in vQul

.
m. We will compile and analyze the results for you.



AIDS EDUCATION AND TRAINING CENTER
FOR SOUTHERN CALIFORNIA
LAC/USC MEDICAL CENTER

HIV QUESllONNAlRE

Hospital/lnstltutlonaI Form

THIS QUESTIONNAIRE IS DESIGNED TO DETERMINE THE PREVAlLlNG  BELIEFS, AITITUDES  AND
KNOWLEDGE HELD BY HEALTH CARE PROFESSIONALS ABOUT HIV AND ABOUT THOSE WHO ARE
INFECTED.

All data will be treated in a confidential manner . Hospital:

A g e : Sex: -M - F

Ethnicity: White (not Hispanic) - H i s p a n i cBlack A s i a n Other

Educational Level: Please check the highest levei  attained

High School D ip loma
G r a d u a t eDiploma
A A - D e g r e e

D e g r e eBaccalaureate
Masters Degree

-Doctoral Degree

N u r s i n g O t h e r
N u r s i n g O t h e r

N u r s i n g O t h e r
N u r s i n g O t h e r
N u r s i n g O t h e r

Field:

.
Nursing Attendant
Allied Health (Specify)
Other Health Care Worker (Specify)

Work Setting: Please check your primary work setting.

Home Care
- I n t e n s i v e

OB/GYN
C a r e P e d i a t r i c s
M e d i c a l P s y c h i a t r y

P u b l i c  H e a l t h
S u r g i c a l
O t h e r

Years of Nursing Experience

I have cared for or have supervised the care of number of patients with HIV infection.



PLEASE  GIVE US YOUR OPINION REGARDING THE FOLLOWING STATEMENTS
I

Strongly Agree (SA)- Agree (A)= Neutral or no oplnlon (N) - Disagree  (D)- Strongly Disagree (SD)

1. People with AIDS should be encouraged
to continue working at their jobs for as long as they can

2. Homosexuals should be protected against
discrimination just like any other minority group

Strongly
.Agree A

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

N

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

D

4

4

4

4

4

4

4

4

4

4

4

4

4

l 4

4

4

4

4

4

4

4

Strongly
Dlsagree

5

3. I do not like working with homosexuals
clients/patients

4. Most I.V. drug users have little regard for their own health

5. All patients should be tested for HIV antibodies

6. HIV results should be readily available on the chart of each patient

7. All health care professionals should routinely be tested
for HIV antibody

6. Mandatory reporting of all persons who are HIV seropositive
should become law

9. I would not mind working for someone who was
openly gay or Lesbian

10. I.V. drug users are a difficult population to work with

PX, 1 1 .

12.

13.

14.

15#

I.V. drug users are able to reduce their risk of becoming
infected with HIV

Disclosure of HIV-antibody test results to the sexual/needle-
sharing partners of HIV infected persons should be made legal

Information regarding HIV test results should
not be any more confidential than other medical records

AIDS confidentiality laws often protect the patient with.
AIDS while jeopardizing the health-care professional

I do not like working with I.V. drug users

16. IacceptsexasanomIafpartoftife,butf
don’t like to talk about it

17. It makes me uncomfortable it people use street
language when describing sexual activities

16. Sexually explicii brochures and pictures make me uncomfortable

19. I would be embarrassed to have to explain proper condom
use to a client or patient

20. Using sexually explicit videotapes to educate clients/patients
about safe sex would make me uncomfortable

r‘.
21. I would find it easy to talk about specifii  sexual practices when

educating people about the risk of AIDS

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5



strg:gg;y

22. I feel prepared to COUnSel people who have recently learned that
they are infected with the HIV virus

23. I know how to counsel clients/patients about HIV-antibody testing

24. I am not sure how to handle the personal issue confronting
families and friends of parsons with AIDS

25. I would feel comfortable providing information  on AIDS
to co-workers

26. When someone is diagnosed with AIDS they should be made
DNR (do not resuscitate) automatically

27. I am concerned that working with HIV-infected individuals
could endanger my health

28. Even with precaution, I consider that I am at increased risk of getting
AIDS if I provide care of AIDS clients/patients

29. Standard infection-control procedures are adequate protection

30. I am confident that my job does not put me at increased
risk of HIV infection

31. Newborns of HIV-infected mothers should not be placed in
the nursery with newborns of non-infected mothers

32. I would feel comfortable using the same dishes and eating
utensils as an HIV-infected person

33. I would feel comfortable doing CPR on a HIV infected person

34. I would feel comfortable hugging a HIV infected person

35. I would be more willing to deal with AIDS if :
a. better treatments and more hope of a cure existed
b. there were less risk of catching it
c. there were good emotional support systems for the staff
d. there were an adequate number of support services
e. there were good didactic/teaching sessions
1. most patients were not gay
g. most patients were not I.V. drug users

1

1

1

1

1

1

1

1

1

1

1

1

1

1
1
1
1
1
1
1

A

2

2

2

2

2

2

2

2

2

2

2

2

2

2
2
2
2
2
2
2

N

3

3

3

3

3

3

3

3

3

3

3

3

3

3
3
3

s
3
3

D

4

4

4

4

4

4

4

4

4

4

4

4

4

4
4
4
4
4
l 4
4

Strongly
Disagree

5

5

5

5

5

5

5

5

5

5

5

5

5

5

i
5
5

:

\-.i

\.--

h. (fill in the blanK)

PLEASE RATE EACH OF THE FOLLOWING FACTORS AS TO HOW IT AFFECTS YOUR
DESIRE/WILLINGNESS TO DEAL WITH HIV INFECTED PATIENTS

Strong deterrent (SD)- Minor Deterrent (MD)- Not a Factor (NF)- Minor Incentive (Ml) - Strong
lncentlve (Sl)

Strong Strong
Deterrent lncentlve

SD MD NF MI SI
1. Risk of acquiring HIV from needlestm 1 2 3 4 5

2 Risk of acquiring HIV from exposure to Mood of HIV infected patients 1 2 3 4 5

3. Risk of acquiring HIV from exposure to sputum/ other body secretions 1 2 3 4 5

4. Risk of acquiring HIV from being in the same vicinity as an AIDS patient 1 2 3 4 5 -~J

5. Risk of acquiring an HIV related infection (e.g., TB) 1 2 3 4 5



6.

f7 ‘.
6.

9.

10.

11.

12.

13.

14.

15.

Risk of exposing my family/loved ones to HIV or related infections

The need to adhere to the “universal infection precautions”

Emotional stress on me, as a heatth  care professional

The prognosis of AIDS patients/working with patients who have
fatal illness and their families

Emotional issues faced by patients with AIDS/HIV infection

Many HIV patients are young

Many HIV patients are gay

Many HIV patients are IV drug users

The unusual infections or pathology off en associated with
HIV patients

The need to take a complete sexual history

Strong

D*terrs
1

MD
2

2

2

2

2

2

2

2

2

2

N F  M l
3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

4

4

4

Strong
Incentive
SI
5

5

5

PLEASE ANSWER THE FOLLOWING QUESTIONS ABOUT HIV/AIDS BY CHOOSING
THE RESPONSE YOU FEEL IS CORRECT

1. More virus is present with a diagnosis of Clinical AIDS or ARC than with HIV positive but asymptomatic status.

a) Ttue b) False c) Don’t Know

f?, 2. The risk of becoming infected with HIV from a single needle-stick accident from an HIV infected patient is

a) less than 1% b) about5% c) about 20% d) almost 100%.

3. The number of health care workers without other risk factors who have become HIV positive in the U.S. is

a) 5 to 10 b) almost 100 c) around 200 d) cbse to 1,000

4. According to one extensive study, after living in the household for two years or longer with a known AIDS
patient, taking no precautions other than avoidance of sexual contact,the  risk of acquiring HIV is

a)zero  b )  aboutP/o c)about5%  d) about25% e) about5O?A
l

5. The average length of time from initial HIV exposure/infection to the onset of clinical disease is

a )  tessthan2yrs  b )  abwt7years c )  morethan1Oyears d) notknown

6. The average tife expectancy folbwing a clinical diagnosis of AIDS is

a) about 1 month b) about 6 months c) 12-24 months d) greater then 3 years

Adapted from:

CSULB  AIDS Research and Education Project
LACAJSC  Medial Center and AIDS Education and Training Center for Southern California, HIV Questionnaire
LAC/USC Medical Center, Women’s Hospital Attitudes Assessment Questionnaire

AETC: 6.14.69
1 .01.90
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AIDS EDUCATION AND TRAINING CENTER .
FOR SOUTHERN CALIFORNIA

Social Workers
HIV QUESllONNAlRE

THIS QUESTlONNAlRE  IS DESIGNED TO DETERMINE THE PREVAILING BELIEFS, ATTITUDES AND
KNOWLEDGE HELD BY HEALTH CARE PROFESSIONALS ABOUT HIV AND ABOUT THOSE WHO ARE
INFECTED.

Highest earned degree:

My specialty is: Male F e m a l e

During the past five years, the number of clients.  that I have cared for or supervised care of who are HIV positive;

the number who have AIDS ?

PLEASE GIVE US YOUR OPINIONS REGARDING THE FOLLOWING STATEMENTS

Strongfy Agree (SA)-  Agree (A)- Neutral or no opinion (N) - Disagree (D)- Strongly Disagree (SD)

A N D SD

1. Every patient should be tested for HIV

2. HIV resufts  should be readily available
on the chart of each patient

3. The in-hospital continuing education program
available to me is adequate in teaching me to
deal with HIV infection

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

4. There is currently adequate support
for people with HIV needle accidents or exposure 1 2 3 4 5

5. The risk of a Heatth  Care Worker acquiring  HIV increases sign&
cantly  as he/she deals with more HIV infected patients 1 2 3 4 5

6. People with AIDS have llttfe hope of ever leading a productive
life 1 2 3 4 5

7. When someone is diagnosed  with AIDS they
should  be made DNR (DC NOT RESUSCITATE) automatically 1 2 3 4 5

8. Most people with AIDS belong in hospices 1 2 3 4 5

‘V



A N D

9. I would be more willing to work with AIDS if...
there were less risk of catching it
there were good emotional support systems

forthe  staff
there were an adequate number of social workers
there were good didactic/teaching sessions
most patients were not gay
most patients were not IV drug users
(fill in the blank)

10. I would  be more  willing  to deal with AIDS
if better treatments existed and if more hope

of cure existed

11. I usually attempt to educate HIV infscted patients about
how to reduce the risk to others

1 2 3 4 5

:
; :

4
4 z

1
:

4
1 f 4 z
1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

PLEASE RATE EACH OF THE FOLLOWING FACTORS AS TO HOW IT AFFECTS YOUR
DESIRE/WILLINGNESS TO DEAL WITH HIV INFECTED PATIENTS

Strong deterrent (SD)- Minor Deterrent (MD)- Not a Factor (NF)- Minor Incentive (MI) - Major Incentive (SI)

MD NF MI Sl

fi 1. Many HIV patients  are IV drug users

2. Risk of acquiring HIV from exposure to Mood of
HIV infected patients

3. Risk of acquiring HIV from exposure to sputum/
other body secretions

4. Risk of acquirii HIV from being in the same
vicinii as an AlDS  patient

5. Risk of acquiring an HIV related infection (e.g., TB)

6. Risk of exposing my family/loved ones to
HIV or related infections

7. The need to adhere to the “universal infection precautions”

8. Many HIV patients are gay

9. Emotional stress on me, as a health care professional

10. Greater time required to be spent on the
ill HIV infscted  patient

11. Taking care of seriously ill patients

c’ 12. The prognosis of AIDS patients/working
with patients who have a fatal illness

1

1

1

1

1

1

1

1

1

1

1

1

2

2

2

2

2

2

2

2

2

2

2

2

3

3

3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

4

4

4

4

4

5

5

5

5

5

5

5

5

5

5

5

5



13. Emotional issues faced by patients with
AIDS/HIV  infection

14 Many HIV patients are young

15. HIV patients often have concerned  family members or
friends and dealing wtth them requires additional  time/effort

16. The unusual infections or pathology often associated with
HIV patients

17. The need to take a complete sexual history

16. Effectively treating HIV related problems requires
a broad base of knowledge about the psychosical
of the disease

PLEASE ANSWER THE FOLLOWING QUESTIONS ABOUT HIV/AIDS BY CHOOSING
THE REPONSEYOU FEEL IS CORRECT

1. More virus is present with a diagnosis of Clinical AIDS or ARC than with HIV positive but asymptomatic status.

a) True b) Fake c) Donl Know

2. The risk of becoming infected wtth  HIV from a single needle-stick accident from an HIV infected patient is

a) less than 1% b) about5%  c) about 26% d) aimost lO6%.

3. The number of heatth  care workers without other risk factors who have become HIV positive in the U.S. is

a) 5tolO b) almost100 c) around260 d) closetol,ooO

4 According to one extensive study ,after living in the household for two years or longer  with a known AIDS
patient, taking no precautions other than avoidance of sexual contact,the  risk of acquiring HIV is

a)zero b) aboutl% c)about5% d) about25% e) about50%

5. The average length of time from initiil HIV exposure/i&chin to the onset of clinical disease is

a )  lessthan2yrs.  b )  about7years  c)morethanlOyears  d) notknown

6. AZT extends survival time of the average patient wtth clinical AIDS by an average of

a) not at all b) about 6 months  c) 12-24 months d) more than 3 years @cures  the disease

7. Ai!T improves the qualii of iife of patients with AIDS

a) True b) False c) Don’t know

8. The average life expectancy folbwing a ciintcal  diagnosis of AIDS is

a) about 1 month b) about 6 months c) 12-24 months d) greater then 3 years



Please list all of topks and issues you would llke to learn inore  about.

Please list all of the skills you would like to acquire  and/or Improve.

Thank you for completing this questionnaire.

AETC
r‘\ 3/30/90



AIDS Education and Training Center
for

Southern California

Trainee:~__________- Evaluator:

This form contains behavioral statements selected for evaluating the trainee’s conduct of an
interview with a patient, and the feelings and attitudes that were revealed during the interview.
For each of the statements listed below, please indicate the extent to which the trainee met the
following criteria: outstanding, satisfactory, minimally satisfactory, and unsatisfactory.

)<FY;P l e a s e  c i r c l e

Outstanding - 4
Unsatisfactory -

the appropriate number following each statement.

Satisfactory - 3 Minimally Satisfactory - 2

1 Unable to judge or N/A - 0

INTRODUCTION  OF SFLF

1.

2 .

3 .

Greeted the patient, introduced self and explained role. 4 3 2 1 0

Demonstrated consideration for the patient’s comfort. 4 3 2 1 0

Asked the patient how he/she felt. 4 3 2 1 0

MANNER  OF OBTAINING INFORMATIOY

1 . Used language that was clearly understandable to the patient. 4 3 2 1 0

2. Allowed the patient ample time to talk. 4 3 2 1 0

3. Asked an appropriate number of cbsed-ended questions. 4 3 2 1 0

4. Asked an appropriate number of open-ended questions. 4 3 2 1 0



5. Used appropriate facilitation methods
(Please evaluate as many as possible).

a
b.
C.

d
8.
1.

Q*

silence
confrontation
non-verbal cues provided by the patient
verbal cues provided by the patient
approval/support
empathy
reflection of feelings

6. Used what the patient said to maintain continuity. 4 3 2 1 0

7. Provided time during the interview for the patient to ask
questions. 4 3 2 1 0

8. Answered the patient’s questions appropriately. 4 3 2 1 0

9. Ended the interview after an appropriate length of time. 4 3 2 1 0

D ATTITWES  m

4 3 2 1 0
4 3 2 1 0
4 3 2 1 0
4 3 2 1 0
4 3 2 1 0
4 3 2 1 0
4 3 2 1 0

1.

2.

3.

4.

5.

6.

Expressed recognition of the patient’s signs of discomfort
and/or fatigue. 4 3 2 1 0

Inquired as to patient’s concern an&or fears. 4 3 2 1 0

Expressed approval and/or support to the patient’s statements. 4 3 2 1 0

Provided verbal and non-verbal assurance to the patient. 4 3 2 1 0

Demonstrated concern and interest by paying attention to what the
patient was saying (e.g., by means of eye contact; nodding of head;
verbally). 4 3 2 1 0

Responded appropriately to the patient in emotional distress
(e.g., comforted the crying patient). 4 3 2 1 0



7.

a.

Demonstrated recognition when the patient satd one thing but
meant another (e.g., made further fnquirtes  into the area in

.._/

question). 4 3 2 1 0

Demonstrated a respect for the patient and his/her attitudes,
beliefs, and feelings. 4 3 2 1 0

CONTENT  OF WERVIEW

The following questions were asked.

1.

2.

3.

4.

5.

6.

7.

8.

9.

Sexually active? 4 3 2 1 0

Sex with men, women, or both? 4 3 2 1 0

Number of partners? 4 3 2 1 0

Frequency of sex (with each partners)? 4 3 2 1 0

Types of sex practices (with each partner)? 4 3 2 1 0
-’

Use of condoms and or other form of protection? 4 3 2 1 0

History of STD? 4 3 2 1 0

History of IV drug use? 4 3 2 1 0

Fear of HIV infection? 4 3 2 1 0

COMMFNTS AND SUGGESTIONS

Please comment on any other aspects not included in the list above, but that affected the conduct
of the interview. Please include both positive and negative factors.

(AETC-SC 3/90)



APPENDIX VIII

Evaluations Conducted -- UCLA

1. Table 1 Response Rates and Characteristics of Respondents and Table 2:
AIDS Related Experiences and Practices

2. Objective Structure Clinical Assessments
3. AIDS Project Los Angeles: Program Summary
4. Program Summary: Dental Care and AIDS



Table 1: Resoonse  Rates and Characteristics of Resnondents

1984 1986 1989
(635)l (279)* (463)l

Response Rates 63.1% 60.0%3 77.0%

Specialty :

General Internal Medicine

General practice

Family practice

42.4% 44.1% 47.7%

26.3 17.2 17.3

31.3 38.7 35.0

Solo Practice: 50.4 54.5 51.2

Foreign Medical Graduate? 17.3 19.9 21.4

Female: 6.8 9.0 19.7

1 Los Angeles County.
* Los Angeles SMSA.
3 Response rate represents that for the entire state of California (N= 1000).
4 Does not include graduates of Canadian or Western European medical schools.
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Table 2: AIDS-Related Exneriences  and Practices

1984 1986 1989
(635)l (279)2 (463)l

Practice Exoerienc$
Worked up a patient for AIDS or HIV Infection

in 6 months previous to interview

Caring for at least one patient with AIDS or

AIDS-related complex

Sexual Historv Takin&4 ,

Ask patients about sexual orientation

Ask patients about number of sexual
partners

Ask patients about sexual practices

27.1%

cl.0

23.0

9.9

12.1

43.0% 73.8%

6.1 39.5

20.1 42.3

9.0 29.8

16.5 18.4

Phvsicians’  Attitudes ‘-

To what extent do you think the average physician
is uncomfortable in discussing sexual matters with
homosexual patients?

Considerable 34.9
Moderate 41.2

Small to None 23.9

28.5 33.3

43.7 38.6

27.7 28.1

l Los Angeles County.

2 Los Angeles SMSA.

3 See text for question wording.
4 Percentages are based on the total number of physicians surveyed.
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AIDS EDUCATION AND TRAINING CENTER FOR SOUTHERN CALIFORNIA

UNIVERSITY OF SOUTHERN CALIFORNIA SCHOOL OF MEDICINE

OBJECTIVE STRUCTURED CLINICAL ASSESSMENTS

Purpose:
To develop objective structured clinical assessments (OSCA) which can
be used in a variety of educational settings to evaluate the clinical
competence of those who are or will be caring for people with the HIV
infection. These OSCA's will be designed so that each can be used to
provide feedback to learners regarding their progress while in
training and as a summative  evaluation instrument. Medical students
and physicians will be targeted.

Product: An AIDS OSCA which can be used as a whole and with individual modules
which can be used as part of existing OSCA's such as those now being
used at several medical schools. Each module would contain the
following: 1. a description of the module, 2. set of objectives, 3.
listing of skills and/or behaviors which are to be measured, 4.

.n assessment instrument(s), 5. instructions on how to operate the
module, 6. instructions on how to train the real or standardize
patient., and instructions on how to train the physician evaluator.
In addition, the OSCA will contain an comprehensive set of
instructions indicating how to set up an OSCA, include video taped
examples of selected modules, and data from the USC site pilot tests.

Clinical areas to be assessed

1. History taking skills
a. sexual
b. risk identification
c. identification of early stages of HIV infection
d. identification of selected manifestations (such

psych. and pulmonary)

2. Physical examination skills
a. identification of early stages of HIV infection
b. identification of selected manifestations (such

psych. and pulmonary)

3. Universal precautions

4. Counseling skills
a. sexual
b. testing
c. behavior change

5. Ethical and leial issues

6. Selected management skills

as

as



AIDS PROJECT LOS ANGELES

PROGRAM SUMMARY
AMERICAN RED CROSS

MARCH 10, 1989

Circle the number that best represents your opinion:

Not at all Very Much
1 2 3 4 5

1. The program met my learning needs.
1.9 2. )_ 3 . ) 7 4.) 17 5.) 13 NA. ) AVG. 4.1

2. The program information will
be useful in my work.

1.9 2.9 3.9 6 4.) 13 5.) 18 NA.) AVG. 4.3

Comments:
-1 learned that AIDS is not easily transferred

3. The presentations were clear;thorough,  and interesting.
a.) Medical Overview (D. Dassey) L. .’

1.9-2.9 3.) 7 4.) 12 5.) 17 NA.) 1 AVG. 4.3

b.) PWA Panel (S. Jue)

1.9 2.) 1 3.) 2 4.) 6 5.

c.) Clinical Sx. and TX. (J. Foremaker)

1.) 2.) 1 3.) 8 4.) 14 5.

d.) Infection Control (J. Foremaker)

1.9 2.) 2 3.) 11 4.) 14

e.) Case Study

1.9 2.) 4 3.) 13 4.) 4

) 26 NA.) 2 AVG.4.6 .

9 8 NA.) 6 AVG.3.9

5.) 5 NA.) 5 AVG. 3.7

5.) 3 NA.) 13 AVG.3.3

f.) Legal Issues (M. Kadzielski)

1.9 2.9 3.) 3 4.) 7 5.) 7 NA.) 20 AVG. 4.2

Comments:
-Medical overview deserves a more in depth look
-1 understand the topics well



,f-

4.

5.

6.

. . . . . ._.. . __ _ _._

I would recommend this program
to my colleagues.

1.1 2.1 3.) 3 4.) 15 5.) 20 NA.) AVG. 4.4

Comments:
-Everything was interesting to me
-Well paced, well presented
-Highly recommended

My overall rating of this program:
1.) 2.) 3.) 3 4.) 19 5.) 14 NA.) 1 AVG. 4.3

Comments:
-Yes, but I was expecting more
-Educational
-Well org,anized
-Enjoyed it a lot
Very good will be a great help in every day practice

What information was most useful to you?

Comments:
-Clinical & infection control
-PWA panel
-Infection control
-The whole day
-Sterilization methods
-How to better treat patients with HIV
-Statistics
-Precaution 9 protection
-The PWA panel .
-All was interesting
-Practical matters symptoms, treatment, and infection

control
-Infection control
-Medical overview/PWA panel
-Treatment protocols for oral lesions
-handouts of up-to-date pertinent literature
-Infection control, legal side of treating the AIDS patient
-Epidemiology section & PWA panel
-PWA Panel
-PWA panel
-Medical overview useful in placing disease in context
-Medical overview
-All info. was useful
-Signs and symptoms - Legal aspects
-Prevention measures and how HIV positive patients can be
handled properly - no discrimination
-Clinical Sx. & TX., Infection Control
-Entire program PWA panel
=lpeeilic  measures to institute in practice
-Infection control, Clinical Symptoms
-The clinical symptoms 6r treatnent
-Video presentation oral manifestation



_ .._ .-. . _

7. Which part was least useful?

Comments:
-Case study & Legal issues
-Break
-Statistics
-Coffee breaks and case studies
-PWA panel and case ‘studies
-PWA panel
-Case Studies
-1nfectlon control issues
-group case study
-Case Study
-Infection control
-Case S-tudy
-Case study
-Case study
-Case studies
-The PWA panel

I-Make the case study section a full group effort
-None every aspect was useful

8. How do you think today's program could be improved to better
meet your needs?

a. content (information, materials, etc.)

Comments:
-More spedific info. on TX. of lesions
-More videos
-Even more specifics on drugs dosages & specific products
-Fine as is
-Satjsfactory
-Well done
-Improve AV materials
-More current findings
-More structured PWA panel

b. format (time, place, agenda, etc.)

Comments:
-c & d rather slow
-Start earlier, end earlier
-Satisfactory
-Add additional 5 minutes to AM and PM break
-Better speakers, more slides
-Better seating arrangements to view slides
-Location very good

I would be willing to treat HIV infected persons

NEVER 1: 0 2: 1 3: 9 4: 11 5: 6 NA: 10 AVG. 3.3



PROGRAM SUMMARY

TITLE: DENTAL CARE AND AIDS

DATE: FRIDAY, NOVEMBER 3, 1989
8:00 A.M. - 4:00 P.M.

LOCATION: ST. JOHN'S HOSPITAL AND MEDICAL CENTER
1328 22ND STREET '
SANTA MONCIA, CA 90404

*****************************************************************

# attended: 100
# program evaluations received: 85
# knowledge evaluations received: 75

Knowledge Evaluations:

n=75
35 scored 24/24 = 100%
10 scored 23/24 = -96%
4 scored 22/24 = 92%
5 scored___ 21/24 = 88%
2 scored 20/24 = 83%
2 scored 19/24 = 79%

17 scored ( 18/24 = 75%

mean score = 21/24 = 88%

56/75 (75%) participants scored > 80%
19/75 (25%) participants scored < 80%

. Program Evaluations:

See attached.

Oomments:

St. Zohn's proved to be an ideal location for this 8-hour
program. Attendance was well above anticipated numbers, and the
facility itself was suited for a large training. Audio-visual
equipment in the conference room was state of the art, and added
to the ease and professionalism of the presentations. .

The learners were made up of dentists, registered dental
hygenists, and dental assistants.

Overall, the program was rated very high on the evaluation
(4.6/5.0). Most felt the program met their learning needs
(4.5/5.0), that it would be useful in their work (4.6/5.0), and
that they would recommend this program to their colleagues
(4.7/5.0).



AIDS PROJECT LOS ANGELES
DENTAL CARE AND AIDS

NOVEMBER 3, 1989

PROGRAM SUMMARY

rcle the number that best represents your opinion:

Not at all Verv Much

The program met my learning needs.

1.
2.
3. 7
4. 30
5. 48

NA.
AVG. 4.5

Comments:
-Well organized, well presented.
-Very informative with useful information.
-It was very educational.
-1 really did like the program.
-Very wide ranging on topics, very good.
-Many new approaches.
-Definitely ! This really opened my eyes to AIDS
and that I do have fears, that are not as
frightening now.

-1 very much appreciated and learned things
here I did not know.
-It was a lot information.
-Very good presentation.
-Well prepared and comprehensive.
-More emphasis on "real dental issues" and medical
updates what we "should know", names of new drugs/
new protocols etc.
-Best progzm on AIDS I've been to.
-This is the best, most complete presentation I've
been to I learned alot.
-Adds to my line up of truths, should up a line up
of myths,

-Re enforced what i already knew plus learning
something a little "new".

-Very informative.
-Excellent pacing, printed info., and speakers.
-Very informative and helpful - greater insight
humonistacally.
-More legal aspects would be helpful.
-Previous lectures have covered much of the material.

NOV3PSuMM



-1 learned more
clear to me.
-Professionally

of the facts. It made things much more

done, very sensitive to all issues
excellently executed.

2. The program information will be useful in my work.

1.
2.
3. 6
4. 20

N:: ""1 .
AVG. 4.6

Comments:
-1 didn't really learn anything new of a lecutural
nature.
-Especially since most of my co-workers are here and
now we can work together to improve infection
control in the office.
-Because I will alway's remember how I would
want to be treated if I had it.
-1 think all dental personel should be required
to attend this lecture.
-Immediately Thanks! .
-Less fear of HIV+.. -Yes, I hope & will share what I learned today with my
offices.
-The presentations will help me to explain better.
-1 will talk about all the precautions that are
recommended to my co-workers.

-Excellent.
-More emphasis for "Infection Controll' could be given
in my experience this is the area where dentists will
try to 81savel@ costs and it is not fair to their
employees nor patients.

-The information was very applicable.
-Information learned here directly impacts my
position as a dental hygienist.
-Can share new knowledge and my present beliefs with
confidence.

-It's always best to keep up with current info. & new
or improved techniques regarding the HIV virus
the care of patients C personnel.

-Great instructions for infection control in the
office.

-For other staff as well as patient education.



3. The presentations were clear, thorough, and interesting.

Dassev Anselmo Formaker Jue

1.
2. 2
3. 12
4. 22
5. 47

NA. 2
AVG. '4.4

PWA's

1.
2.
3. 10
4. 14
5. 56

NA. 5
BVG. 4.6

1. 1. 1. .--
2. 3 2. 2 2.

3. 13 3. l4 ? l3*4. 17 4. 23 18
5. 45 5. 44 5: 49

NA. 7 NA. 2 NA. 5
AVG. 4.3 AVG. 4.3 AVG. 4.5

Dealins with our Fears Kadzielski

1. 1.
2. 1 2. 2
3. 6 3. 10
4. 14 4. 18
5. 58 5. 32

NA. 6 NA. 23
AVG. 4.6 AVG. 4.3

Comments:
-It was especially impacted by the psychosocial
issues & the experiences of the 2 PWA's.

-The entire program was put together very well.
-1 like how the psychosocial issues were presented. _
-Everything was very informative & presented
professionally. I wish more of the general
public would attend seminars like this!

-Good.
-Dr. Formaker  needs to stop saying %hl otherwise
good. Good use of audio-visual material.

-Thanks to James & Shawn for speaking so candidly
about their experiences to us. I hope we will
remember we're treating people with a disease,
not just treating a disease.
-Lecturer drove me crazy, kept saying %rn@@.
-Infection control should have been more specific
and less broad.

-We hope you do this program every six months.
-Not enough time on legal.
-the medical terminology was over my head.
-Atty was excellent, M.D. was excellent.
-The PWA-panel was a very eye-opening testamonial.
-1s it possible to include a female on the
PWA panel?? Possibly IVDU's?? This would be
interesting.

-All modules were excellent. I am very happy
I attended. It has been one of the most
interesting CE programs I have ever attended.

-Overall, absolutely outstanding.



4. I would recommend this program to my colleagues.

1.
2.
3. 4
4. 17
5. 64

NA.
AVG. 4.7

Comments:
-Very organized - running on time.
-I'd like to rent your health care worker AIDS/Fear tape
to show to my dental office staff.

-I hope to see this kind course every year or every
six months.

-I don't know their level of knowledge.
-All dentist's should-be exposed
this one!

to a program like

-Knowledge reduces fear.
-Yes.
-Very much.
-1 will try to make the videos I
to my fellow office partners.

saw here available

-1 think everyone could benefit from the info.
'presented.
-All people.
-Offer program at the So. Calif Dental Mtg. in Anaheim
in May.

-Interesting & informative start to finish (the day
didn't drag like it usually does for an all day
course).

-Yes, I will pass out flyers and talk about this program
at all of my lectures.
-How can we reserve the video on Fears?? Excellent
-Especially to local dental communities and dental
schools prior to any prejudiced feeling & mis-
info. to take root.

-Excellent!
-1 think anyone/everyone should see this program.
-1 enjoyed the update of knowledge on AIDS
& the well organized format. P.S. The food was very
good.
-Everyone should take this seminar it was great!
-Absolutely.



5. My overall rating of this program.

1.
2.
3. 3 *
4 . 28
5. 52

NA. 2
AVG. 4.6

Comments:
-So agreeable/upbeat/factual/and organized.
-Excellent.
-Great info. - great presentation by great
quality speakers!
-Very organized, informative, and interesting.
-1 like the fact that all aspects of AIDS
were discussed.
-Excellent! Every worker should be forced to sit
thru a symposium like this.
-Printed info. very excellent - program was well
presented, food was good!
-Very informative.
-Some parts seemed a bit repetitious.
-Very organized.
-This was a very useful and informative
presentation.
-Very good.
-1 feel it's very good. A bit long maybe should
have it in 2 sessions.
-Covered all the basics.
-Very helpful.
-Was interesting.
-Great!
-Top notch.
-Was very good but felt a little preached at.
-Very well organized.

6. What information was most useful to you?

Comments:
-All
-Everything was presented well.
-Treating the individual diseases.
-We know how to protect ourselves by now. We need
to know to help PWA's.
-Legal issues.
-Film on oral manifestations.
-Useful to have written info. to go with the lecture.
-Specifics about just how transmissable this
disease is f precautions to be taken.
-Dealing with my fears thru your video.
-Oral Manifestations & Infection control.
-Dealing with fears.
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-Sterilization - psychosocial.
-All of the workshop was useful to me. The
sterilization and the infection control
was most useful.
-Oral manifestations.
-Psychosocial/videos.
-Morning session.
-Infection control, psychosocial.
-The lesions and their control was the most
practical & referent.
-All useful.
-Personal feelings of PWA's and legal aspects. .
-Especially enjoyed panel with PWA's helped
to make it real.

-Infection control, oral manifestations, and overcoming
fears.

-Oral manifestations, infec.  control, and PWA panel.
-Clinical manifestations - PWA panel.
-Everything was very important.
-Medical overview, epidemiology, oral-manifestations,
legal, and ethical issues.

-The large # of HIV+'people  in the future.
-Reiteration that HIV is not contracted
dentally at all.
-The fear issue will be good to explore with my
staff. All of the other info. was well balanced
& .egually  useful.

-PWA panel and dealing with fears.
-All of it was useful.
-The technicalities reinforced & clarified what I
had read but the panel helped, me to understand
how they feel our PWA's are not as willing
to talk & now-f see why.

-Oral manifestations.
-Oral diagnosis of HIV patients.
-All was great - very thorough.
-Legal and medical overview.
-Oral manifestations.
-Helped confirm things that are already being
done in office L show areas that need work.
-What the PWA's had to say.
-Barrier, fear tape, and legal.
-Review of medical overview, epidemiology, and
infection control.

-Review of medical overview, epidemiology, and
infection control.

-The information from the PWA panel.
-All.
-Oral manifestations followed by informative pres.
-Infection control.
-Handling fears of HIV infected patients, general
medical info. about the virus, oral manifestations,
and PWA panel.
-Infection control.



-With proper precautions, no particular danger
to dental care givers.
-The program was well designed and covered more
relevant topics than any other lecture I've
attended. The speakers were all very know-
ledgeable on their appropriate field.

-When the two PWA's talked about their problems,
I felt so sorry for them.

-Everything.
-Oral manifestations.
-All.
-Oral manifestations and HIV infection.
-The beginning discussion given by Dr. Dassey, and
the video on dealing with fears.
-About dealing with PWA's and fear.
-Infection control and psychosocial issues.
-Infection control.
-Medical &I Legal.
-Infection control.
-Infection control, oral manifestations, and
legal ramifications.

-All of it.
-Infection control protocol, TX protocol for AIDS
symptoms, and photo's of oral manifestations.

-The PWA panel and the fears video.
-PWA panel.
-Working through our fears - this info. is applicable
in every aspect of my professional & social life.

-Oral manifestations, infec. control, psychosocial,
and PWA panel. These are incredibly inspirational L-A_
patients!
-The medical overview 61 oral manifestations modules
were excellent and gave me a broad understanding
of oral complications assoc. with HIV+ patients.

-Oral manifestation info./slides.
-"Fears Video" and listening to the PWA's.
-Oral manifestations t infection control.
-Update on latest info. since the last AIDs
seminar I attended new statistics C medical .
update with current state of disease.

7. Which part was least useful?

Comments:
-D &I E.
-PWA panel.
-Legal issues.
-Sterilization.
-Psychosocial issues.
-Legal aspects, due to not having to carry
my own malpractice or any legal incounter.
-Probably the legal aspects for me personally.
-Generally a good program.
-Psychosocial issues.
-Medical overview.
-Dealing with our fears.
-Social.
-Interview with PWA's - buy ot was a compassionate
%-*m:mrla- tk%t l kara =** h.._%_ Lfi;-"r



-Psychosocial and legal.
-The graphs-and stats.
-Infection control.
-Medical overview & epidemiology - this provided
a good review for me just the same.
-Legal details - doesn't apply as directly to me
but I liked having all materials to read thru.
-Legal issues t infec. control not applicable to
my needs since I'm not a dentist but I'm sure it
was extremely useful for the dental professionals.
-All great.
-Epidemiology.
-Medical overview.
-All was useful.
-All was useful.
-Legal issues.
-Legal aspects - let me clarify - very lengthy and in
depth not necessarily applicable to dental.
-Non of info. was not useful we needed all of it.
-Office infection control - we do all of these
things.

-All useful.
-Legal.
-Infection control - too broad and not too much
new info.
-Working through fears.
-Legal implications.
-Listening to PWA's.
-Everything had something useful - it was a
productive day.
-PWA panel, followed by legal aspects.
-legal aspects.
-Psychosocial issues film.
-Infection control.
-Fears.
-Oral manifestations. _
-Psychosocial.
-Very begging first 'hour.
-Epid.
-Legal issues.
-1 feel that the part on infection control was
repatative, I had alot of this while at USC
-dental school. Still continue to practice good
infection control.



8. How do you think today's program could be improved to better
meet your needs? ‘._.

.

a. content (information, materials, etc.)

Comments:
-Excellent.
-Felt a bit preached to but the facts
-Content was good but need to lighten
-It was very good.
-More legal aspects.

were informative.
UP*

-1 am recent gradd. from UCLA - (although HIV+
individuals are seen there this was the best
program that I've seen.

-15 min. only for legal aspects - and basically to
answer main questions 1)discrimination  2) health
guestionaire re: HIV+. Also new medical updates

. very important to keep us up to date.
-None, was great.
-The PWA's and Sally were especially good.
-Excellent program.
-It was excellent!.
-It seemed a little long for the information presented.
-Keep the film on anger, anxiety, and fear. It
was done well t the message came acorss loud and
clear.
-Go to lunch sooner.
-Info. packet is great.
-Info. packet excellent.
-Speakers all could have been given more time. Would
like to know more on legal ramifications for
treating patients and disclosure of HIV test info.
-More ont TX of AIDS.
-Include info. on source of referral for med &
dent. therapy, social aid and emotional support.
-Perhaps to many handouts.
-Info. and materials were good.
-Educational materials to have in our reception
rooms to better educate everyone.
-It was great!
-Add a woman 61 an IVDU to the PWA panel and if
you are targeting dental professionals obtain
a couple of your PWA's who have personally had
a bad experiences with dentist's. -
-Cut last part by l/2 hour legal views over done!

“._



b. format (time, place, agenda, etc.)

Comments:
-Excellent!
-Make it shorter.
-Try to stay on scheduled. Enjoued the course but
would have enjoyed it more if there weren't
quite so many 1*um's18 from a particular speaker.
It drove me crazy.

-Time needs to be more organized. To follow to
schedule, due to fact that eight hours is a long
time.
-Good.
-All good - even lunch.
-Good.
-Very organized.
-Excellent!
- None - was great.
-Thanks!
-Good location with great A/V capabilities.



APPENDIX IX

Evaluations Conducted -- Level 2 Training

Pre-Intervention Assessment Examples:

::
Meeting the Challenge of HIV Infection
Dental Care and AIDS

3. Review of Pediatric HIV/AIDS Infection



P

MEETING THE CHALLENGE OF HIV INFECTION

We need your help in identifying whether or not HIV infection and AIDS is becoming a major issue facing
Family physicians today. These results may be used in planning future educational programs.
Thank you for your cooperation.

1. Male _ Female _ 2. Year completed medical school 3. Years in current practice

4. Practice specialty 5. Full time _ part time _ Retired _ Resident _

6. Practice location: Inner city _ Urban Suburban- - Rural _

7. Please estimate the percentage of the patients in your practice who are:
White (not Hispanic) - . Hispanic _ Black _ Asian _ Other _

13. Do you routinely obtain

All regardless of age?
Under the age of 21?
Between the ages of 21
Over the age of 35?

a comprehensive patient sexual history?
Nell Women

Yes - N o  _- Yes _No_
Yes _ No _ Yes No -

and 35? Yes No -
Yes -_ No

Y e s  _- N o _

- - Yes _ No __. _.
Who have had an STD infection? Y e s  _  N o  _ Yes _ No _
With a current STD infection? Yes Yes- No - - No -

9. Do you routinely provide STD (including AIDS) risk reduction counseling for patients?
men *

All regardless of age? Y e s  N o  _ Y e s  _ No _
Under the age of 21? Yes No - Yes _ No _
Between the ages of 21 and 35? Yes - No _ Yes No
Over the age of 35? Yes - No Yes - No x
Who have had an STD infection? Yes _- No - Yes - N o _
With a current STD infection? Yes -- No 1- Yes - No _-

10. Estimate the percentaoe  of your patients who are at risk for AIDS due to:
Sexual activity IV Drug abuse Other drug abuse Alcohol abuse-_

11. How many patients have asked you: men Women- -
about their own risk for exposure to the HIV virus? - -
about safe sex practices? - -
to be tested for exposure to the HIV virus? - -

12. About how many patients have: men Women- -
you referred for HIV testing? - -
tested positive for the HIV virus? - -
been diagnosed with AIDS? --

33. Do you manage or refer patients
Manage _ Refer _

who are HIV infected but who are asymptomatic?

14. Do you manage or refer patients

15. Are you using the CM: universal

who have active AIDS? Nanage _ Refer _

precautions for: All patients? _ Patients at risk? _ Not using? _



AIDS Education and Training Center for Southern California

DENTAL CARE AND AIDS
PRE-WORKSHOP SURVEY

We would appreciate your completing this survey; your responses
will help us in planning future educational programs and services.
Thank you.

Participant Background

1. Male Female Year complete dental
school Ethic Background: White(not Hispanic)
Hispanic Black Asian Other

Practice Background

2. Practice specialty: General Oral
Periodontics

--_------
Surgery Orthodontics Other

3 . P r a c t i c e l o c a t i o n : I n n e r
city Urban Suburban

4. Please estimate the percentage of the patients in your practice
who are: White(not Hispanic) Hispanic
Black Asian Other

5. Estimate the number of your patients who:

Are in high risks groups
Are HIV positive
Have AIDS

6. Do you employ the universal precautions in your practice?
Yes No

Dental Attitudes Regarding AIDS:

7. Please mark what you believe to be the prevailing attitudes in
the dental profession regarding AIDS:

There is widespread fear of contacting the AIDS virus from
patients with AIDS
It is easy to tell whether or not a person has AIDS
Dentists are generally willing to provide care to patients
with AIDS, after receiving training
People who have AIDS have brought it on themselves through
sexual or drug use practices



8. Please indicate what you believe to be reasons among dentists
for not treating patients with AIDS: include:

Fear of losing other patients
Lack of knowledge about oral manifestations of AIDS and
managing AIDS patients
Lack of knowledge about
Unwillingness to change

proper sterilization procedures
practice habits

Fear of contacting AIDS
Preference not to treat gay patients

9. Please indicate your estimation of the likehood of dentists
contacting HIV through exposure to HIV positive patients:

Unsure
Not concerned; perceive no real threat to dentists
Little risk with proper management
Somewhat concerned; some risk involved
Very concerned; hesitant to treat HIV positive patients
Extremely concerned; will not treat HIV-infected patients at
this time

Personal Objectives for this Course

1. Please indicate what you hope to gain from this training
course.

2. How will this course be useful to you?

--

Thank you for your help.



AIDS EDUCATION AND TRAINING CENTER
FOR SOUTHERN CALCFORNIA

Review of Pediatric HIV/AIDS Infection

Fiftti National Pediatric AIDS Conference

THIS QUESTIONNAIRE IS DESIGNED TO DETERMINE THE PREVAILING BELIEFS, ATTITUDES AND
KNOWLEDGE HELD BY HEALTH CARE PROFESSIONALS ABOUT HIV AND ABOUT THOSE WHO ARE
INFECTED.

A g e : Sex: -M F Years of Experience

Ethnicity: White (not Hispanic) -Hispanic Black A s i a n Other

Field: ,

P h y s i c i a n Speciality
N u r s e Speciality
Social  Worker Speciality
Psychologist/Mental Health Worker Speciality
Other Health Care Worker (Specify)
( S p e c i f y )Other

Work Setting: Please check your primary work setting.

P r a c t i c ePrivate Publ ic Health Hospital Based
Home Health Care B a s e dUniversity O t h e r

I have cared for or have supervised the care of number of children with HIV infection.

PLEASE GIVE US YOUR OPINION REGARDING THE FOLLOWING STATEMENTS

Strongly Agree (SA)-  Agree (A)- Neutral or no opinion (N) - Disagree (D)- Stmgly  Disagree (SD)

1.

2.

F,
: ’ 3.

4.

SA A N D
Children with AIDS should be encouraged
to continue attending school 1 2 3 4

Newborns of HIV-infected mothers should be placed in
the nursery with newborns of non-infected mothers 1 2 3 4

I am concerned that working with HIV-infected individuals
could endanger my health 1 2 3 4

Even with precautions, I consider  that I am  at increased risk of getting
AIDS if I provide care for AIDS clients/patients 1 2 3 4

S D

5



5.

6.

7.

I would feel comfortable doing CPR on a HIV infected person 1

I would  feel comfortable hugging a HIV infected person 1

I feel prepared to counsel families who have recently learned that
family member is infected with the HIV virus 1

8. I know how to counsel patients families about HIV-antibody testing 1

9. I am not sure how to handle the personal issues confronting
families and friends of persons with AIDS 1

10. AIDS confiintiality laws often protect the patient while jeopardizing
the heatthcare  professional 1

11. Most I.V. drug users have liile regard for their own heatth 1

12. All patients should be tested for HIV antibodies 1

13. All heatth  care professionals should be routinely tested
for HIV antibody

1

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

2 3 4 5

PLEASE RATE EACH OF THE FOLLOWING FACTORS AS TO HOW i- _ ____-_  .*_..-
IT AFFECTS  YOUR

DESIRE/WILLINGNESS TO DEAL WITH HIV INFECTED PATIENTS

Strong deterrent (SD)- Minor Deterrent (MD)- Not a Factor (NF)

1. Risk of acquiring HIV from needlesticks

2. Risk of acquiring HIV from exposure to blood of HIV infected patients

3. Risk of acquiring HIV from exposure to sputum/ other body secretions

4. Risk of acquiring HIV from being in the same vicinity as AIDS patients

5. Risk of acquiring an HIV related infection (e.g., TB)

6. Risk of exposing my family/loved ones to HIV or related infections

7. The need to adhere to the “universal infection precautions’

8. Emotional stress on me, as a health care professional

9. The prognosis of AIDS patients/working with children who have
fatal illness and their families

10. The unusual infections or pathobgy oflen associated with
HIV infected children

PLEASE ANSWER THE FOLLOWING QUESTIONS ABOUT HIV/AIDS
THE RESPONSE YOU FEEL IS CORRECT

SD MD NF
1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

BY CHOOSING

\_:

‘L. .
k-2

1. More virus is present with a diagnosis of Clinical AIDS or ARC than with HIV positive but asymptomatic  status.



a) True b) Fatse c) Don’t Know

2. The risk of becoming infected with HIV from a single needle-G&  accident from an HIV infected patient is

a) tessthanl% b) about5% c) about20% d) aimosttOO?Y&

3. The number of heatth  care workers without other risk factors who have become HIV positive in the U.S. is

a) 5tolO b) almost100 c) around200 d) cksetol,OOO

4. According to the current titerature,  after living  in the household for two years or bnger with a known AIDS
patient, taking no precautbns  other than avoidance of sexual contact,the risk of acquiring HIV is

a)zem b )  aboutPA  c)about5%  d) about25% e )  about50%

5. The average life expectancy folbwing a clinical diagnosis of AIDS is

a) about 1 month b) about 6 months c) 12-24 months d) greater then 3 years



APPENDIXX

Evaluations Conducted --Level 3 Training

1. Sample Course Evaluation: HIV Nurse Clinician Training Program
2. AIDS Clinical Training Program: Evaluation and Participant Feedback



.._.._  - -- __.. ._____

mv kmsE cLINlicIAN TRAINING

Course Evaluation

PROGRAM

We want to thank you in advance for helping us to refine this training
program. Your verbal feedback has helped greatly.
final thoughts now that the week is over.

We would like your

1. Preparation Packet:

Articles: Were they helpful/not helpful? Please be specific, what
would you add?

Assignments:

2. Course Objectives:

How did we meet/not meet your personal objectives?

-%&+-QLzJ4 I-

How did we meet/not meet the course objectives?

cY&s- CL.&-

a_fi-w,Q-d InremQL

3.

How did the content meet/not meet your personal and the course
objectives? What would you add? delete? modify?



T--.--e  . . .._... _-I-_____- . .._ __
. . . _.___ . . . . . ----.awe--  ..-..m.... . . . .

v _

4. Speakers: ‘C’

Please evaluate each speaker. How did his/her presentation helpjnot
help your personal/course objectives.

Betty Mancuso:

Zoe-Anne Fitzhugh:

A n n e  D i a z :

Family Panel:

G-c-&S+J-- .L._J
5. Teaching Strategies:

How did the teaching strategies help/not help you meet your
personal/course objectives?

Case studies:
LcdQ--

Clinical (Thursday):

In class cases:

Role plays:

Overall, how was the workshop? wquld you recommend it to others? Thank
you, Zoey and Betty. c



AIDS EDUCATION AND TRAINING CENTER 3
FOR

SOUTHERN CALIFORNIA

UNlVERSlTY  OF SOUTHERN CALIFORNIA
SCHOOL OF MEDICINE

AIDS Clinical Training Program

Evaluation and Participant Feedback

1 . What were your initial expectations and did they change during the experience?

2. Overall, how well were your own objectives met?

3. Overall, were you able to meet the stated learning objectives?

4. On a one to ten scale rate the impact this clinical experience had on you regarding
the following dimensions.

a Knowledge and understanding
b. Professional habits and attitudes
c. Technical skills
d Clinical skills (such as Hx, Px, Dx)
e. Management skills

6. As a result of this experience, do you feel you are able to diagnose and treat HIV
positive patients, AIDS patients?

7. What are the strengths and weaknesses of this clinical  experience?

8. Was there sufficient “hands on” experience?

9. Asses the observational opportunities and experiences.

10. Was the frequency and quality of feedback you received adequate?

11 . What is your assessment of the handouts, readings and didactic materials?

12. What are your suggestions .for improving this clinical experience?



. . :



DELTA RBGION AIDS EDUCATION AND TRAINING CBNTBR

BVALUATION RBVIBU

I. OVRRVIBV

The Delta Region AIDS ETC (DRA ETC), with administrative offices situated
at the Louisiana State University Medical School in New Orleans, represents a
cooperative effort among Louisiana State University, Tulane University School
of Public Health and Tropical Medicine, the University of Mississippi School
of Medicine, The University of Arkansas School of Medicine, and other
professional organizations.

The two project goals are to improve services to patients with AIDS by
providing education and training to primary care providers including primary
care physicians, nurses, social workers, dental workers, and emergency service
personnel and to prevent transmission of AIDS by teaching primary care
providers safe medical practices and encouraging them to teach prevention to
their patients. The first eighteen months of the program were focused on the
establishment of an administrative structure and a resource center, the
development and implementation of an extensive needs assessment, curricula
development, and training of ETC faculty. Subsequently, training activities
have increased in communities around the region through the efforts of

fl
discipline-specific program committees of the ETC and in the health
professional schools through the efforts of the university-based faculty.

To date, evaluation of education and training programs is formative in
nature. However, the DRA ETC has developed an impressive and thorough
protocol for evaluation processes and strategies which has been distributed to
faculty. In addition, curriculum developed by the ETC includes evaluation
suggestions and questions for instrumentation which would enable facilitators
to measure the effectiveness of training.

II. THE ADMINISTRATION OF TER RVALUATION PROCESS

A. The Evaluation Plan

A clearly defined evaluation plan is included in the project
description. In March 1989 a Manual of Operation for Evaluation was
completed to delineate the theoretical framework guiding the evaluation and
describe the processes by which the ETC’s evaluation component is to operate.
This manual has been distributed to the various sites to serve as a guide for
program planners.



Delta ETC
Evaluation Review
Page 2

1. The Evaluation as Proposed

The DRA ETC proposed a four staged evaluation process which includes a
training needs assessment, an input evaluation, a process evaluation, and an
impact evaluation. Each of these is described in the Manual of Operation for
Evaluation, which offers details about the various components of a multi-
dimensional approach to determine whether the project goals and objectives
have been met; to determine if they were met in an effective, efficacious, and
cost-effective manner; and to assess whether participants* knowledge,
attitudes, and behaviors are leading to improved health care services.

First, a training needs assessment targeting specific health care
professionals was to be conducted to document current proficiency. This
needs assessment is to serve as baseline data of knowledge, attitudes,
and practice.

Input evaluation was to focus on and document human, material, and
financial resources. Data was to be collected on the number, type, and
unique characteristics of programs and financial resources.

Process evaluation was to assess and monitor the training process of each
educational program to determine what occurred and to assess the quality
of the services provided. Subjective evaluation instruments were to be
included in all ETC programs and would query participants/users on
opinions about and reactions to various activities. The proposal
specifies that data will be collected on a continuing basis and that
compilation and analysis will be made on a monthly and quarterly basis to
regional and State staff and technical trainers.

Impact evaluation was proposed in a two staged process. A pre/post-
training instrument was to be administered for each educational activity
to assess the immediate impact (effectiveness) of course content and
training on knowledge acquisition as well as on preliminary changes in
attitudes and skills. The second stage consists of a modified time
series evaluation design to assess post-training impact.

Overall, the Manual of Operation for Evaluation is an impressive and
thorough document which establishes the objectives, protocols, and strategies
for an-evaluation plan. The appendices include various instruments for
faculty development workshop evaluation, for participant evaluations (process
oriented), for the faculty field report, for the project status report, and
for materials review (appraisal checklist).

2. The Implementation of the Evaluation Plan

Needed attention to organizational development
programmatic development with the Delta Region AIDS
existing activity to build on, the DRAETC has begun

has somewhat slowed the
ETC. With little pre-
the process of developing_ _ _ .

AIDS/HIV-related training programs for health professionals in the area.
The first step in the process was a needs assessment. Information gleaned
from the survey offers baseline data for future analysis.

The evaluation component is, to date, formative in nature. The Manual of
Operation for Evaluation remains a guide for use and it may serve as a
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planning and teaching guide for program developers. There is no indication,
to date, of use of the pre/post measurement suggestions contained within the
manual. The plans for impact evaluations are not being implemented because of
time and financial constraints.

However, the overall philosophic commitment to evaluation was introduced
early on. A teaching skills session, combined with the executive committee
meeting (July 1988) offered staff a review of potential training materials and
a presentation on evaluation.

B. Locus of Responsibility

The administrative center of The Delta Region AIDS ETC has been
established at the Charity Hospital at New Orleans and is administered by the
LSU Medical School. The overall administration of the program is considered a
joint venture between the two major institutions in New Orleans, LSU Medical
School and Tulane University. The project director is from LSU and the
associate director from Tulane. The administrative staff is currently housed
within the Louisiana State University site and the program and evaluation
staff located at Tulane University, a walking distance away: .

1. Staff Responsibility

A reorganization of the staff and redefinition of staff responsibilities
has recently taken place. The case study report outlines the changes and
specific staff responsibilities.

Michael Pejsach, Ed.D., the Evaluation Director for the Delta Region
AIDS ETC, is based at the Tulane School of Public Health and Tropical
Medicine and is responsible for the development of the Evaluation Manual.

Faculty are responsible for the evaluation component of their workshops.

2. Advisory Responsibility

Profession-specific volunteer Program Committees have been formed in
medicine, nursing, social work, dental health, and infection control/allied
health. These committees, each with a specified budget, take the lead in the
development of curriculum and programs. An Executive Committee is responsible
for overall ETC development and policy and is comprised of the Project
Directors, State Directors, Program Directors, the Evaluation Director, and
the full time ETC staff.

3. Subcontractors

The Program Committees for medicine, nursing, social work, dental and
infection control and allied health were initially established as advisory
groups but have evolved in such a way that they are responsible, with a
specific budget, for developing, implementing, and evaluating programs in

specialty areas. Program development activities include goal setting,
timetables, curricula development, faculty/facility development, and
evaluating the needs, performance, responses, outcome of the programs with the
education and evaluation directors. The ETC Program Directors are:
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. Gay Lynn Bond, MSW, Program Director for Social Work

. Joel1 Bowab, MT (ASCP) CIC, Program Director for Infection
Control

. George Risi, MD, Program Director for Medicine

. Penelope Dralle, PhD,  Program Director for Mental Health

. Elizabeth Humphrey, RN, EdD,  Program Director for Nursing

. John Ritchie, DDS, MEd, was the Program Director for
Dentistry but is leaving the area.

C. Coordination of Evaluation Activities

Faculty for the various workshops are responsible for the implementation
of any evaluation component beyond the required forms for program reporting.
The overall summative evaluations remain the responsibility of Dr. Pejsach.

D. Reporting of Findings

Findings from the key informant interviews and for the Health
Professionals Needs Assessments are documented in a report prepared by Ann
Fitzgerald (former Education Director of the Delta Region AIDS ETC) to the
Executive Committee and the Program Planning Committees, December 1988. The
Evaluation Summary Report for Year 02 (April-October 1989) is part of the
Delta Region AIDS ETC Report and offers a detailed summary of findings from
the process evaluations, field reports, and 6 month examination of objectives.

I I I . APPROACUES  TO PROJECT EVALUATION

A. lfoni toring

The administrative staff, while providing support for program activities
at the request of the various committees, collects and processes data
pertaining to the various events and offerings. The current staff re-
structuring, and the particular position of Ms. Foxworth  to provide consistent
support to the training activities of the ETC faculty will enable the central
office to more closely monitor overall project activities. The roles and
functions of the various components of the ETC are currently being reviewed.

The ETC has developed a data collection/management protocol. The
protocol stipulates that the ETC coordinator assumes responsibility for the
distribution of appropriate instruments and for periodic reporting forms for
all events. Faculty assumes responsibility for introducing the evaluation
component, for the distribution of forms to participants, the collection of
completed forms, and the submission to the central office of the Faculty Field
Report and the participant evaluations.

All faculty for professional training programs submit a letter of
agreement detailing the date and site of the proposed program, the title of
the workshop, and the scope of work to be performed. The agreement also
stipulates that payment is made upon the completion of the work and submission
of reports as established by the program planning committee; this includes the
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participant evaluation forms. In addition, faculty should complete a Faculty
Field Report which details the following information: date, title, site, and
length of the event; time spent in preparation; type of event; learning
objectives and learning strategies ; equipment used; evaluation methodology
used; participant professional groups; problems encountered; and strategies
found to be successful. A copy of this form is included in Appendix I.

All data must be returned to the ETC Coordinator who is responsible for
overseeing the development of a Project Status Report. This form is returned
to the Evaluation Director. The protocol further stipulates that the
Evaluation Director has responsibility for coordinating the outside appraisal
of ETC developed materials, for coding and computer entry of data, for data
analysis, and the generation of statistical reports and compilation of
qualitative data (within specified time periods after receipt of materials).

The Training Grant Continuation Application reports on project activities
and serves as a summary indication of activities taking place prior to and
during the start up phases. Networking activities include communication links
with professional schools and associations for the Tulane LSU AIDS Clinical
Trials Unit, the AIDS Services Demonstration Project (HRSA/RWJ),  the Area
Health Education Centers (HRSA), various professional schools and
associations, health care facilities, Louisiana Legislature AIDS Task Force,
and a variety of community groups in New Orleans and Arkansas.

Executive Committee meeting minutes serve as a document of reported
events and always include program director reports. A checklist format with
the minutes highlights action needed and action taken.

B. Output Evaluation

Records of program activities are kept centrally. All program
facilitators must submit a brief program description in order to have expenses
processed. This requirement enables the central office of the ETC to monitor
program activities. To date, program development activities detailed in the
case study and updates include specific curriculum, faculty development
workshops, the establishment of a resource library, the development of a
monthly newsletter and utilization of an existing bulletin board system, and
the development of a communication and resource center.

The Process Evaluation Summary Report prepared in October 1989 offers a
comparison between the first year data (reported in the Evaluation Data
Summary Report February through April 1989) and the data reported in the first
six months of Year 02. The Year 01 data included eleven ETC events and was
based on 255 participant evaluations. The Year 02 data is based on 9 ETC
events and on 230 participant evaluations. On the average, these events
comprised two hours of training time. Generally, findings were similar for
both years. One may observe somewhat higher rating in Year 02 for the
educational/technical and organizational aspects of the learning experience.
Reasons for attending the program differed in Year 02 and show evidence of a
stronger professional interest in the topic.

For Year 02, the general format for the events includes lectures
supplemented by slides and/or handouts. Participants were primarily female,
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had been working for over ten years,
hours on HIV related activities.

and reported spending less’than five
Participants ranked the events they attended

and gave the ETC events an overall average of 8.2 on a rating scale of 1 to 9,
offering an average ranking of 8.0 for faculty and 7.8 for various aspects of
the sessions. The summary data sheets (pages 11-15 of the report) are
included in Appendix II.

C. Cost Efficiency and Cost Effectiveness

There is, as yet, no analysis of cost efficiency or cost effectiveness.

IV. FORMATIVE RVALUATION OF PRODUCTS DEVELOPED

Discipline specific curricula have been developed for medicine,
dentistry, and social work. ,Curriculum  for nursing is being completed. The
development of the multidisciplinary curriculum and the profession specific
curricula followed these specific steps:

. development of the basic technical elements by individuals with
training and expertise in the area;

. editorial review;

. review by educators for clarity and correct grammar; and

. evaluation and feedback from target training groups.

The Data Collection/Management Protocol stipulates that the Evaluation
Director is responsible for coordinating the outside appraisal of ETC
developed materials.

V. APPROACHES TO EVALUATING EDUCATION AND TRAINING OPPKRINGS

Evaluation instruments are reported as under development, with various
instruments having been tested in faculty development workshops. The
Evaluation Summary Reports for Year 02 (April-October 1989) offer a
description of the evaluation 6-month report by objective, a summary of field
reports, a process evaluation summary report, and an impact
report . All programs utilize a standard process evaluation

A. Standardization of Evaluation ETC-Wide

The ETC reports that a standard Participant Evaluation
all programs. This form, a formative evaluation instrument
process and structure of DRA ETC’s training offerings, asks
provide information in the following areas:

evaluation summary
format.

form is used for
for evaluating the
participants to
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1. Reason for attending session.

2. Opinions regarding the adequacy of program components:

. ratings of education level of technical information;

. ratings of usefulness of information for work;

. adequacy of content for stated goals and
objectives;

. adequacy of materials, aids, and time allowed;

. likelihood of attending another session; and

. overall opinion of session.

3. Assessment of presenters.

4. Assessment of various program components as factors for attending
another session.

5. General thoughts and suggestions for change.

6. Demographics.

Regular use of the process evaluation instruments, for all programs
across sites, permits comparisons among sessions and, in summary form,

and

between the start
above. A copy of

B. Approaches to

up Year 01 and Year 02. An overview of findings was noted
the Participant Evaluation form is included in Appendix III.

the Formative Evaluation of Training Events

As noted above, the Participant Evaluation form queries participants on
basic demographics, their work setting and training, and work time spent on
AIDS related services; their reason for attending the program/session; their
perceptions of the educational /technical and organizational aspects of the
session, and their ranking of presenters’ organization, apparent knowledge,
and delivery. This information has been used by the regional headquarters to
prepare yearly summary reports.

In addition, the ETC has utilized a unique formative evaluation approach.
People With AIDS who serve as panel members for training events have
occasionally been asked to attend the entire training event and offer
critiques and feedback to faculty at the conclusion of the day. Additional
discussion of this technique may be found in Section V.D. below.

C. Approaches to Evaluating Training Outcomes

The centrally controlled overall impact evaluation, originally scheduled
to begin on or about December 1, 1989 has not been implemented and no progress
report is as yet available. At the time of the site visit it had been
determined that a time series evaluation design, as the approach to evaluating
training outcomes, would be too costly and too time consuming. A follow-up
survey of program participants is under consideration.
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Material is available, in the evaluation manual and in the various
curricula, to serve as guides for the development of training outcome
evaluation instruments. This material has been distributed to faculty;
however, there has been no specific training, beyond the initial introduction,
attending to the development of evaluations. The use of any instruments
beyond the required reporting forms are at the discretion of faculty.

The available material, when used, could yield insight into the
effectiveness of training. For example, the Multidiscipline Curriculum which
contains a variety of modules with specific objectives and exercises also
includes review questions, specific scenarios, or role play assessments with
observer instructions. The questions, whether they focus on specific
information or relate to scenarios or role play, are well suited for post
session assessment of learners and can offer an insightful evaluation of
training objectives and participant skills. In addition, the curriculum
contains a separate evaluation section. This evaluation section lists each
objective with specific evaluation questions. Some examples are:

1. From the Section: Modes of Transmission
Question related to Objective A.3: “From the list below circle three
bodily fluids which contain the virus but do not result in
transmission.’

2. From the Section: Epidemiology
Question related to Objective C.l: “Define retrovirus.”

3. From the Section: Clinical Care
Question related to Objective D.8: “List the areas to assess when
conducting an HIV specific mental health assessment.”

4. From the Section: Multidisciplinary Team Skills
Question related to Objective B.3: “Identify supports and barriers.
to a multidisciplinary team approach in your health care setting.”

5. From the Section: Client Perspective
Question related to Objective D.3: “Identify at least three major
losses experienced by people who are HIV positive and symptomatic.”

D. Unique and Interesting Evaluation Techniques

The Delta Region AIDS ETC reports a unique formative evaluation approach.
When appropriate, faculty for education and training events include people
with AIDS. In addition to offering their specific training component, these
individuals have bee-n asked to sit in on the entire program and offer comments
and ratings to the faculty at the end. Their observations may focus on
program content as well as program processes. This inclusion of an evaluation
component that reflects the perspective of the person being served by health
care professionals can offer valuable insight to program presenters and
planners. There is no written report documenting the process, the nature of
the comments, or the nature of the changes made as a result. A recommendation
to develop such a report is included in the final section. This unique
formative evaluation approach may be advantageously used for a variety of
programs.
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VI.

line

EVALUATIONS CONDUCTBJI

As noted above, a needs assessment was conducted and may provide base
data for future evaluation efforts. In addition, various curricula

include very specific evaluation instruments for assessment of knowledge,
attitude, and behavior change. To date, however, evaluation instruments in
use are formative in nature. Use of these forms is required; faculty collect
completed questionnaires and submit them to the ETC coordinator. There is no
reported use of pre and post-training measures for analysis of change. Delta
Region AIDS ETC has not yet attempted to assess impact.

A. Needs Assessment

Findings from the needs assessment survey, conducted among a sampling of
health professionals in a tri-state area, were reported in a Summary Document
dated December 1988. Highlights from this report follow:

%%!Y
A sample of over 3,000 health professionals was randomly

from the State licensing boards of Arkansas, Louisiana, and
Mississippi, a total population of 81,402 health care professionals. A
total of 842 surveys were completed: 249 from Arkansas, 335 from
Louisiana, and 244 from Mississippi (with an additional 14 in “other”
category).

Fraphics  : Survey respondents are predominately white, female,
etween the ages of 39 and 45, and in practice for 12-16 years.

Respondents include 154 dentists, 203 dental hygienists, 78 infection
control practitioners, 139 nurses, 112 physicians, and 151 social
workers.

Content Areas: The content areas of most interest are modes of
transmission, prevention of transmission, risk groups, information and
skills specific to professional group.

Attitudes: Dentists and registered dental hygienists rated themselves as
%ot comfortable” working with the HIV-infected, while physicians,
registered nurses, and social workers rated themselves in the medium
range for comfort; infection control practitioners rated themselves in
the high range for comfort. A majority of respondents agree that a
professional’s personal opinions about AIDS/HIV would affect quality of
service.

Learning Methods and Settings: Continuing education is reported as the
techniques currently in use to increase knowledge about HIV. All
professional groups reported that they would probably use informational
workshops and self study programs but would probably not use programs
that required face to face contact with HIV/AIDS individuals.

In addition to the mailed survey, a telephone interview was conducted
among 15 key informants to assess the information and skills these HIV experts
think that their peers should acquire. One-half to one full hour telephone
interviews were conducted among a cross-section of health professionals
represented by program planning committees. This survey was conducted in Fall
1988, and findings reported to the executive committee of the Delta Region
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AIDS ETC in a summary report dated December 1988. Highlights from this
report are summarized below:

Target Population: wKey informants were defined as people involved in
HIV activities or working in a position where HIV education is important,
outside of the New Orleans Metropolitan area.

Treatment/Skills Issues: Key informants emphasized the need to address
all aspects of care for the HIV infected; the importance of familiarity
with the Social Security and insurance systems, networking, and referral;
familiarity with psychosocial dynamics of diagnosis, patient management,
and fear. Attitudes were highlighted as rrkeyO  and necessary special
skills were identified as “compassion” not clinical competence.

Barriers to Treatment: Key informants stressed the need for care workers
to acquire knowledge and skills related to HIV infection in order to
remove the barriers of fear and better serve clients.

B. Train-the-Trainers

Faculty Development workshops were designed to ensure a group of trained
trainers throughout the region to implement the various ETC curricula.
Workshops have been held in New Orleans, Jackson, Little Rock, and Shreveport.

The questionnaire used for the evaluation of faculty development workshop
gathers information about the participants (profession, specialty area, years
in practice, degree, ethnicity, ethnic populations served, time in various
settings, and time spent working with HIV related issues). Participants are
asked to rate various aspects of the workshop including course content,
presentation style, organization, and administration for usefulness or
helpfulness. A variety of questions attend to technical content, educational
methodology, faculty development skills, and faculty performance. A copy of
the Faculty Development Workshop evaluation form is included in Appendix IV.

The evaluations for the faculty development workshops have been process
oriented. Feedback from several of these workshops have enabled programs
planners to redesign program updates. Original assumptions were that faculty
were knowledgeable about HIV/AIDS but needed adult education skills.
Participant assessments indicated a stronger need for AIDS related
information. Programs offering updates to faculty are designed to offer this
needed information.

C. AIDS Clinical Skills Workshops

Clinical Skills Workshops offered multidisciplinary and profession-
specific conferences. The first series began in November 1988 in
collaboration with the Metropolitan New Orleans Infectious Diseases Group to
increase baseline knowledge, skills , and attitudes relevant to understanding
the HIV-infected patients. The program consisted of two-hour meetings held
monthly. Evaluation was conducted but final results are not currently
available.
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D. Profession-Specific Training Workshops

Profession-specific course modules have been developed for presentations
to physicians, dentists, nurses, infection control professionals, allied
health personnel, social workers, public health workers, and mental health
workers. Each professional group needs a basic course (AIDS 101) and a more
advanced knowledge and skill training.

The instrument used was the standard Participant Evaluation form
described in Section V.A., asking for ratings of various program components.
Participants rate the educational level of the technical information, the
degree to which this information is useful to their work, the adequacy of the
content in meeting goals and objectives, the adequacy of the print and media
aids, as well as the adequacy of the time allotment, setting, and faculty.
The Summary Report includes data from these workshops. Individual reports are
not available.

E. Co-Sponsored Programs

The Delta Region AIDS ETC provides resources and logistic support to
other organizations wishing to sponsor programs. Cosponsorship requirements
include the use of evaluation tools designed by the ETC evaluator. These
forms are the standard Participant Evaluation form used for the profession-
specific courses. Data from these events are included in the summary reports.

VII. SIJHRARY  OF ISSUES AND CHALLENGES FOR THE FUTURR

The Delta Region AIDS ETC has devoted a good deal of needed attention to
organizational development and restructuring and to the development of
HIV/AIDS related educational and training effort geared toward health care
professionals new to the area. Quite appropriately, early evaluation efforts
have been formative in nature. Participants offer assessments of the
educational experience which can, in turn, be used in the redesign of
presentations and workshops. The ETC could document the use of these process
evaluations and the existing feedback loops.

The DRA ETC has utilized an innovative formative evaluation mechanism
which should be written as a case study. In several workshops people infected
by HIV have, in addition to serving on a panel, been asked to observe workshop
offerings and present comments to faculty at the end. This presents a
valuable opportunity for program developers to gain insight into patient and
client needs and incorporate their perspectives in professional trainings.

The ETC had developed, early on, a substantial document which offered a
philosophic commitment to evaluation and guidelines for implementation. This
evaluation manual was distributed to all sites. However, there is no
indication, to date, of how this.manual  is used. It would be helpful to query
the various faculty and site directors regarding this manual and their needs
related to program evaluation efforts. Faculty may find it easier to use a
predesigned instrument than to develop their own. It may be that a
relatively simple and uniform questionnaire for pre and post program measures
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of knowledge, attitudes and/or behavioral intent could uniformly be used
across all full day programs.

The use of evaluation instruments and the value of evaluation results
must often be demonstrated to faculty, who sometimes view evaluations as
unimportant or too time consuming. If all faculty development (train-the-
trainer) programs were evaluated with rigor and results communicated to
participants, compliance with evaluation implementation could be modeled and
perhaps substantially improved.

The requirement for submitting workshop data sheets with payment requests
increases the likelihood of compliance. Data currently collected by faculty
could be expanded to include measures of behavioral intent and/or participant
self assessments of skills and knowledge.

With the development of a file of trainees, the ETC is now in a position
to initiate a regionwide follow-up of a sampling of professionals who
attended in-depth workshops. This follow-up can focus on reported change in
professional activities. A relatively short and simple mailing or phone
interview would not be as time consuming or costly as the proposed time series
study. Valuable insight into program effects could still be obtained.
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\ DELTAREGIOhMZDSETC  1

Name:
Date of EVENT:  / / /

Your ETC afillIatlon:_- - - - - - -
- - -

Site of EVENT: (town/city) (state)
Title/Topic of Event:

Length of Event (hours/minutes)

Estimate time spent in preparation: (hours/minutes)

How would you describe the event (i.e.  presentation, complete program, session in a

Learniq objectives cavered:  Be rpedfic)

PnJgram)

--------~

3____________________~~~~~~~~~~~~~-~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Leaming  strategies used: (match to the objective(4 covC!rW

Equipment (i.eiE projector), materials (Le.,  handouts, pamphlets) used: (match to above1
quMtttgorlenothtfnlc=d

Evaluation methodology used:

.For Dark&iuU. (i.e. skills, knowledge, attitude tests)
.For =Wmhresentatton (i.e. Standard ETC Provider Euatuafion)

What profession(s~  (check) and indicate the number in the space provided:
0 Physicians _______ 0 LPN Nurses -______
0 Dentists _______
Cl Infection Con.

0 Reg. Dental Hyg. _______
_______ 0 Social Workers _______

ORNNurscs ______w Q O t h e r  (specify) _______

Problems, if any, encounter&

Strategies you found particularly successful:
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For Each Of The Selected QuesUons & Variables LIsted Below, The Number To The Right Side Of It
Represents The Varlables’ Mean or Percentage Score Based on 230 respondents.

IPART I : Program Information I

92. What was your main reason for attending this program or session: #=percent
checking.

Year 1 Year 2
professional interest =59.6% professional interest =71.3%
share information =4.1% share information =1.3%
assigned to attend =32.2% assigned to attend =20.4%
reputation of speaker =O.O% reputation of speaker =0.4%
other =3.3% o t h e r  I =1.3%

[PART II: Educational/technical and organizational aspects. I
MEAN SCORE
YEAR1 YEAR2

Q3. How educational was the technical information
presented in this program?

7.85 7.86

94. How useful/practical for your work is the information
presented in this program?

7.84 7.96

95. How adequate was the content for the stated goals
and objectives?

7.94 7.97

96. How adequate were the audiovisuals used in this session? 7.64
97. How adequate were the handout materials in this session? 7.86
98. Was there adequate time for the program or session? 7.67
99. How likely is it that you would attend another session 7.80

presented in this setting or environment?

7.92
8.13
8.05
8.1.6

910. How likely is it that you would attend another session
presented by this faculty?

7.98 8.16

Q 11. Overall, my opinion of this session(s) was:
7

8.06 8.16

PART III: Below are three areas of provider performance. Each presenter was
ranked on Degree of Organization, Apparent IKnowledge  of Subject Matter, and
Delivery Skills. Presenters were assessed on a 1 to 9 scale l=poor,  S=exceUent,
#=MEAN  SCORE

The Mean Scores Reported Here are Composite means BasedOn, All ETC Faculty
having presented

YEAR2
IV 12. Presenter’s organization: -8% ’ 8.19 1

IV13. Presenter’s apparent knowledge =8.49 8.S3 I

IV 14. Presenter’s delivery: =8.02 8.03

11



The following tables are a comparison between the first and second year variables.

Part IW Items which respondents believe are important factors to attending
another session.

“.,_,.

YEAR1

Variable 96 considerkg %Lesa slxpntmt N.A. Checked
It Inlmt only

V15.Faculty ‘67.5% 1.6% 20.4% 5.4%

V 16.Setting-Accessibility  64.7% 0.8% 33.6% 4.1%
V17.Setting-Environment  .56.8% 2.996 33.6% 3.3%
V18.Content meets need 80.5% 0.0% 12.0% 6.2%
V19.Program  Time-Amount 63.7% 2.5% 25.8% 2.5%
V2OProgram  Time of day 58.1% 2.5% 32.6% 2.5%
V2 1 .Each Session-length 57.1% 4.2% 31.2% 2.00/6
l note: percents tn body of table represent the percentages of those responding who scored each

variable along a 9 point likert scale:values of 6-9=important;  values of 1-4=less  important.

YEAR2
Vatible 56 Conside- %LeuImpartant  N.A. ChecLed

It Impatant OnfY

VlS.Faculty l 67.8% 0.9% 19.6% 2.6Or6
V 16. Setting-Accessibility 66.5Oh 1.3% 18.7% 2.2%
V17.Setting-Environment  57.0% 3.0% 26.5% 1 . 7 %  .-;
V18.Content  meets need 81.7% 0.4% 16.5% 2.2%
VlS.Program  Time-Amount67.0% 3.0% 16.5Oh 2.2%
V2O.Program  Time of day 60.9% 0.9% 23.5% 1.7?h
V2 1 .Each Session-length 58.7% 1.7% 25.2% 1.3%
l note: percents in body of table represent the percentages of those responding who scored each
variable along a 9 point likert scale:values of 6-9=important:  values of 1-4=less  Important.

‘..J
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[Part V: Personal objective: I

Q24. What was your personal objective in attending this offering?
YEAR 1: 97,Q%= “To learn more about AIDS & treatment/care issues”

0.096~ ‘To teach other Health Care professional”
YEAR2 77.4%= “To learn more about AIDS & treatment/care issues”

2.6%= “To teach other Health Care professional”
19.8%=  Did not respond

925. Was personal objective(s) met?
YEAR 1: 95,4%=Responded  Yes

4A%=Responded  No
YEAR2: 87.4%=Re;spmded  Yes

2.2%=Responded  No
S.S%=Missing

IPart VI: Participant demographics, populations served & work setting: I

Q30. What is your profession and number identifying themselves as such:
Year1 Year2 Year1 Year2

Dentist: N=27 N= 0 Nurse (RN): Nr51 N=86
Dental Hygienist: N=50 N=bO Physician: N=25 N=lO
Infection Control: N= 13 N=l6 Social Worker: N=37 N= 4
Other:
Missing:

93 1. Professional

Infection control:
Administration:

!

N=26 N=24
N=20 N= 3

Nurse (LPN): N= 6 N=22

specialties and the number identifying themselves as such:
Year 1 Year2 Year1 Year2
Nt20 N=27 Pharmacy: N= 1 N=O
N=S N=6 Ger ia t r ics :  N=4 N=l

EducaUon/counsel: N= 1 N=Q Mental health: N=S Nm4
Welfare services: N+l N=O Home/hospice: N=27 N = Q
Pastoral care: N=2 No0 Dentistry: N=Q N=3
In-patient care: N=lS N=O Mat/child care: N=7 N=7
Substance abuse: N=7 NPS N o n - m e d i c a l  o t h e r :  N=7 Nsl
Fami ly  Med ic ine :  NrO N=3 Public Health: N=O N=l
Medical  Other:  N=O N=56
Missing: N=62 N=41 Not Applicable: N=62 N=!59

Q32. Years have been in practice: Yeax 1: Meaw12.28  YEARS
Year2: Racaxml1.60 YEAR!9
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933. Listing of respondents’ highest professional degree:
Yeai 1 Year 2-

DDSZ N=13 N - O
RN: N=4 N=lb
Ph.D.:
MD: :p’: Zl
LPN: N=6
Not Applicable: it,“, N=20

Y-1 Year2
MPH/MSW/MSN/MS:  N-47 Nm21 . .._
BSN/Bsw/BS/Wk N-SO N=44
M.ED/MASTERS: N=O N=7 ‘._.
DIPLOMA:

Missing:

N=33 N=S4

N=62 N=b2

=25.9% Female=74.1%
=a. 196 Female=87.0°h

Q34.

Q37.

Q35.

Respondents’ reported sex:

Respondents’ mean age:

Year 1: Male
Year2:  Male
Year I= 33.8 years
Year 2= 34.2 years

Respondents’ reported ethnicity: number and percentage of total
respondents:

Year1 Year2
V. Asian/Pacific Islander: N=S (2.2%)
V. Hispanic/Latino: N=4 (1.7)
V. White/Caucasian: N=193(84.3%)
V. Black American: Na (11.36%)
V. Native American: N=1(0.4%)

V. Asian/Pacific Islander: N=2 (OS%)
V. Hispanic/LaUno: N=8 (2.2%)
V. White/Caucasian: Nd39(82.2%)
V. Black American: N= 17 (7.4%)
V. Native American: N=1(0.4%)

Q36. Which ethnic  group(s)  arc your p&ent/clftnt  population and perccnkgt  sewed?
YEAR1
Percfmtages  l * (I)10 20 30 40 50 60 70 80 90 100 NA Checked
Group’ olllv

V.Asia/Pactfic  8.9?@ - - - - - - - - 0.7 a.6 .._’

V.Hispanic/I&tno  17.9 - 0.7 - - - - - - 0.7 67.6 13.1

V.Black Am&can 4.1 3.4 6.2 6.8 10.3 1.4 4.8 27 - 0.7 31.7 27.6

V.Nathre  American  2 7 0.7 - - - - - 0.7 - 0.7 86.9 8.3

V.Whlte/Caucasian  2 7 3.4 21 27 124 4.8 4.1 2.1 27 27 26.9 31.0

l *,note: percentages are coded kss then or equal  to: hence lO9f~=O.  1 to 10.0%
*note: numbers tn body of table-percent of those responding who Indicated they served that speci!Ic  ethnic

group and the corresponding client population percentage.

YEAR2
Percentages ” (I)10 20 30 40 50 60 70 80 90 100 N A Checke
Group* only

V.Aslan/Pacifk Islder 8.3%. - 0.4 - - - - - - 0.4 68.7 6.5

V.HispanIc/LaUno

V.Black  Amertcan

V.Nattve Amerlcan

V.Whlte/Caucasian

17.8 2.2’ -- - - - - - - 0.4 47.4 16.1

3.0 2.6 9.1 6.5 8.7 26 26 26 1.7 0.4 14.8 29.1

3.9 0.9 0.4 - - 0.4 - - - 0.4 66.1 11.7

1.7 _ 22 3.9 3.0 10.4 57 5.2 6.1 0.9 1.3 9.1 34.4

**note: percentages axe coded kss then or equal  to: hence 109bO.l to 10.096
*note: numbers tn body of tableapemnt  of those Rspondtng  who indicated they served that specillc ethnic

group and the corresponding  client population percentage. ‘.__/
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38. Estimate of percentage time spent in each of the
YEAR1
setting l 96thncspent 125% s50% 1,75% 199%

following settings:

10096 N.A. checked
Only

V.Private  Practice: 4.1%’ 2.7% 0.9% 1.80/6 2 .3% 80 .2% -

V. Private Hospital: 2.7% 1.4% 0.5%’ 0.5% 11.9% 83.1% -

V.Public  Hospital: 2.7% 0.5% - 2.3% 7.3% 86.7% 0.5%
V.CommityAgency: 5.9% 3 . 6 %  2.3X1 3.6% 10.5% 73.0% 0.9%
V.Academic Settin

cc5
: 4.1% 3.2% 1.40! 2 . 7 %  3 . 2 %  85.4%~ -

**note: percentages are ed less then or equal  to: hence 2596rO.l  to 25.0%
*note: numbers tn body of tabkpercent of those responding who indicated they spent Ume in that specific

practice srtttng  and the corresponding amount of Ume.

YEAR2
Setting l %tbnespent 125% 450% s75% s99% 100% NA che&d

only
VP&ate  Practice: 4.4%* 1.3%’ 0.9% 1.7%~ 3.5% 76.1°h 0 . 4 %
V. Private Hospital: 3.90! 3 .5% 1.3% 3.9% 14.4Or6  59.6O/6 1.30/b
V.Public  Hospital: 3.0% 4.8% 1.3% 4.8%12.6’?h 58.7Oh 2 . 6 %
V.CommityAgency: 7 . 0 % 0 . 4 %  1.3+b 1.3% 2.6% 74.8’?! 0.4%
V.Academic  Settin
**note: percentages arc cc3

: 5 . 6 %  3.5%1 1 . 3 % 0.9% 1.70! 74.4% 0.4%
cd less then or equal  to: hence 2594~0.1  to 25.096

*note: numbers in body of tablespercent  of those responding who indicated they spent time  in that specific
practice setttng  and the corresponding amount of time.

Q40. Estimate of number of hours/month respondents who reported spent
working with HIV-related issues

YEAR1
hours/month:  0 15 go 115 GO ,a5 ,<30 _a 140 _&o 1120 g60

percent  of 25.4 25.4 17.2 3.3 9.8 2.4 2.4 0.8 5.0 4.1 1.6 2.4
respondents

number of 31 31 21 4 12 3 3 1 6 5 2 3
respondents

NOTE: of total number (N=255),  52.2% percent (N=l33) left this variable blank.

YEAR2
hours/moathz  0 15 go 115 QO ,a5 _m 140 _cso <120 1160

percent d 10.9 22.2 8.7 1.7 0.9 0.9 . 1.7 1.3 1.7 1.3 3.5
respondents

nwnber of 25 51 20 4 2 2 4 3 4 3 8
respondents

NOTE: of total number (N=230),  44.8% percent (N=103)  left this variable blank.
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DEZTAREGIONAlDS  ETC
PalticipalltEvaluation

IIlordertOmahmOUr pmgranu Y uaefuI ark lxxrsible to you, o well aa others, please give ~IJ your feedback. This
information  will be held in strictest confidence.

rPART I : PROGRAM INFORMATION 1

1. What was the name of the session or presentation? Date:
2 What was your main reason for attending this prcgram or session? Please check one.
q professional interest 0 share information 0 o t h e r - - _ - _
Cl assigned oc sent to attend 0 reputation of presenter

PART II: please circle the number that comes clossst  to your opinion. l-Poor,  S=Excellent I

4.

5.

6.
7.
8.
9.

10.

11.

How educational was the technical information
presented in this program?
How useful /practical for your work is the information
presented in this program ?
How adequate was the content for the stated goals
and objectives?
How adequate  were the audi+visuaIe used in this session?
How adequate were the handout materials in this session?
Was there adequate time for the program or session?
How likely is it that you would attend another session
presented in this setting or environment?
How likely is it that you would attend another session
presented by this faculty?
Overall, my opinion of this session(s) was:

6 7

6 7

6 7
6 7
6 7
6 7
6 7,

6 7
6 7

NA

NA

NA
NA
NA

::

NA’
NA

PART III: Below are three areas of provider  performance. Assess each presenter by entering a number (1 to 9)
next to each item under the oresenter’s  name. l=Poor. SoExcellent

Presenter’s Name:
12. Presenter’s Organization:
13. Presenter’s apparent
knowledge of the subject material
14. Presenter’s deIiveryz

PART I&For  the question below, please check all that apply, grade and comment. I

15. Which of the  itamo  below do you beIieve are the most important factors to attending another session.

16. 0
17. q
18. 0
19.0
20. Cl

Faculty
setting - Accessibility
Setting -Environment
Content Level -Meets Need(s)
Program Time - Amount
Program Time of Day
Each Session-Length
Other
Other

additional  quedionr  on IW~IWI side



Part V: For the questions below, please share some of your thoughts with us.

25.

26.

27.

28.

29.

I

What was your personal objective in attending this offering?

Was your personal objective (s) met? 0 Yes

.

0 No

Things I would change:

‘Things I would keep:

I would like to tell the presenter or program organizer:

Part I?: Other important information that would help us: I

30. What is your profession ? (check one)

0 Dentist
0 Dental Hygienist
0 Infection Control Practitioner

31.
32.
33.
34.

35.

q Medical Technologist

What is your specialty area? (if applicable)
How many years have you been in practice ?
Please list your highest professional degree:
Are you:

[7 Male 0 Female

Do you consider yourself :

q Nurse 0 Nurse  (LPN)
cl Physician
0 Social Worker
0 Other (please specify)

0 Asian/Pacific Islander
Cl Hispanic/Latin0

Bz? caucasianer

36. Which ethnic group(s) in your patient /client population do you serve
(CHECK ALL THAT APPLY AND, IF POSSIRLE,  INDICATE PERCENTAGES):

Ethnic Group Percentage

i ~an@acific  Islander _--------
‘spaniJLatino --_---___

: BNlackAmetican
- - - - - - - - -

ative American ----a----

00 pca4an
- - - - - - - - -

er -_-------
.

37. Your Age

38. Please estimate what percentage of your time is spent in each of the following settings:

Private Practice __---_----
Private Hospital -------a--
Public Hospital - - - - - - - - - -
Community/Health Agency ------_---
Academic Stting __----_---
Other (please specify) -_----_---

3Q. Your Of&e/Agency ZIP CODE :

40. Please  estimate the number of hours per month you spend working with HIV related issues
THANK YOU

-



APPENDIX IV

Evaluations Conducted -- Faculty Development Vorkshop Evaluation Form



I DELTA REGIONALDS ElV I
1 Faculty Development Workshop Evaluation

?‘hls  questlonnafre  is designed to get your opinion on various aspects of the workshop, including course
content, presentation  style. organization and admtnstration. This tnformation will help us assess how
useful the workshop was for you.
Please CIRCLE the number that most closely matches your oplnlon  for the following components:

IPART I- Technical Content. 1
Less  useful
than expected

I
More useful

1. The technical level of the content was:
than expected

1 2 3 4 5 6 7 8 9
2. I anticipate the practical value of the

content tn terms of application to be: 1 2 3 4 5 6 7 8 ’ 9
3 Overall, the technical content was: 1 2 3 4 5 6 7 8 9

[PART II- Educational Methodology
Less Llsefti

I
More useful

than expected
4. The clarity of the training/educational

than expected

objectives of the workshop was: 1 2 3 4 5 6 7 8 9
5. The quality of group discussions: 1 2 3 4 5 6 7 8 9
6. The quality of the activities was: 1 2 3 4 5 6 7 8 9
7. The usefullness of the workshop

objecttves  was: 1 2 3 4 5 8 7 8 9
8. The quality of feedback received on my pro- .
gress throughout the training workshop was: 1 2 3 4 5 6 7 8 9

[PART III- Faculty Development Skills
Not very

1
Very

Helpful Helpful
9. In regard to enhancing your

functioning as an AIDS ETC faculty
member, the workshop was: 1 2 3 4 5 6 7 8 9

10. In improving your training
and delivery  sktlls,  the workshop was: 1 2 3 4 5 6 7 8 9

11. In improving your curriculum
design and modification sktlls? 1 2 3 4 5 6 7 8 9

12. In enhancing your effectiveness
as an AIDS educator for your colleagues .

and patients the workshop was: 1 2 i 4 5 6 7 8 9

13.List  the major strengths of this training workshop in terms of what was helpful to you:

NA

NA

NA
NA

NA

NA
NA
NA ’

NA

NA

NA

NA

NA

NA

NA
1

14. List the main weaknesses of this training workshop in terms of what was LESS helpful to your learning:

[PartN: gbonan Adm
Do you consider that the administrative arrangements were adequate with respect to:

15. Accomodations - cl Yes QNo
16. Eating arrangements Q Yes Q No
17. working space Q Yes ONo
18. Briefing on workshop purpose Q Yes QNo

Was there enough Ume for:
19. Presentations of materials 0 Yes ‘Q No
20. Discussion of matexlals Q Yes QNo
2 1, Group work/task sessions Q Yes QNo

Please  circle the l pproprlatc number Too Mixh Just right Too LttUe
22 Overall, the workload was: 1 2 3 4 5 6 7 ’ 8 9
23. The number of participants In

the workshop was: 1 2 3 4 5 6 7 0 9

NA
NA

NA

.



Pkase clack the l ppqriste number TtX)Much Just right Too LlUle NA
24. The number of facflltators  was: 1 2 3 4 5 6 7 8 9 NA
25. To what extent do you feel that you were involved in the stnxture  of the training workshop program?

26. Dld the training workshop reflect the importance of multidiscfpllnary  team approach to AIDS Educatiu’

Part v: Faculty  Pelfo!mance: 1
Below are five areas of faculty performance. Assess each member by entering a number next to each
item under the faculties name. 1= poor, 9= excellent.
Faculty’s Name: 1 2_ 3 4-__---__ - - - - - - - - 5 -___-_--__
____________________________~-~~___~~~~~~~-~~__~~~-~~~~--~~~~~~~~~~~~~~--~~~~--~~~----~~--
27. Presented in an
organized and
coherent manner

__________------_---__----__-~~___~~~-~~~~~~~~~~~~~~ ____________________~~~~~~~~~~---~~~-~
29. Clarity of

explanations
___________----____---~----~~---~~~---~~~-~-~_~-~~~~~~~~~-~~-~~~-~~--~~~~~~~~--~~~~---~~~-
30. Mastery of

Technical Area
______________-_-_-----________~__~--_~_~-_~________~--~-~~~-~~_~~-~__~-----~~~~~-~~~~~~~-
31. E??y to Approach
for help/information

___________-__-_____~_~~~~---~~---~~~~~~~~~-~_~~~-~~~~~~~~~~~~~~~~~~~~~~~~~~~----------~-
[Part Vl: Other very important information: I
32. What is your profession?

0 Dentist 0 Nurse.
0 Dental Hygienist 0 Physician
0 Infection Control Practitioner 0 Social Worker ’

._’

0 Medical Technologist 0 Other____________________
W h a t  i s  y o u r special ty  area?
33. How many years have you been in-practice?

_---

34. Please list your highest degree:
35. Are you: QMale PFemale
36. Do you consider yourself:

0 Asian/Pacific Islander 0 Black American
0 Hispanic/Lattno 0 Nat&e American
0 White/Caucasian 0’ Other______________________

37. Which ethnic group(s)  in your patient/client population do you serve
(CHECK ALL THAT APPLY AND, IF POSSIBLE, INDICATE PERCENTAGES):

Ethnic  group Percentage
0 Asfan/Pacifjc Islander
0 Hispamc/I.atino ___-__a
Cl White/Caucasian ____-___
0 Black American ________
0 Native American
0 Other (please specify 1

38. Your Age
39. Please estimate what percentage of your time is spent in each of the following settings:

% time allotted
Prtvate Practice ________
Private Hospital ________
Public Hospital .________
Community/Health  Agency ________
Academic Setting ____---_
Othe r  (p l ea se  spec i fy 1 a-/____---_

40. What b the ZIP C&e of your practice
41. Please estimate the number of hours per  &zhyoFspend work&I  with HIV related issues



-.



BHORY AIDS BDUCATION AND TRAINING CBWBR

EVALUATION RBVIBW

I. OVBRVIBW

The Emory ETC, known as the
centered at the Emory University
Medicine’s Area Health Education

Emory AIDS Training Network (EATN), is
School of Medicine. Morehouse School of
Center in Atlanta and the University of South

Florida Mental Health Institute in Tampa were involved as primary
subcontractors at the outset. The University of South Carolina School of
Public Health, the University of Alabama at Birmingham, and the North Carolina
Primary Care Association came on as subcontractors during the first year.
At the end of Year 02, the ETC served a five-state region including North
Carolina, South Carolina, Florida, Georgia, and Alabama. In year 03, Dade
and Monroe Counties, in the tip of Florida, and the four medical schools in
the state were funded as a separate ETC, and withdrew from EATN’s catchment
area.

The EATN’s program includes education and training activities at five
levels: Train-the-Trainers (Level I); information and skill-building in
specialized subject areas (Level II); broad informational updates (Level III);
short presentations, generally part of a larger offering (Level IV); and,
self-study materials (Level V).

In addition to doing extensive output analysis, the EATN conducts broad
formative evaluation of the process, structure and content of its education
and training events. Evaluation of effectiveness of high intensity events,
such as the Nurses Train-the-Trainers course, has been conducted. Studies of
the impact of selected trainings on on-the-job behavior are underway.

II. ADMINISTRATION OF THE EVALUATION

A. The Evaluation Plan

1. The Bvaluation as Proposed

PROCBSS

Emory’s initial grant proposal shows evidence of considerable effort to
make evaluation an integral part of its program. Evaluation is first
discussed as part of Emory ETC’s goals and objectives statement. The ETC’s
evaluation strategy and methodologies are further described in its evaluation
plan. The ETC proposed to evaluate the effectiveness of its training and
education programs and materials using formative, impact, process and outcome
evaluation measures. Cost-effectiveness analysis was also to be carried out.

Formative Evaluation. In the development of its training programming,
curricula and materials, the ETC proposed involving members of its target
training audience in the formative evaluation process. The forums for
this aspect of the formative evaluation were to be ETC Advisory
Committees, Leadership Roundtables as well as focus groups.
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The materials and curricula were to be further assessed in *the  formative
stage via controlled audience testing and evaluations. Small groups of
local providers were to be randomly assigned to pilot sessions with the
proposed curricula, or used as control groups. Analysis of the results
was to be conducted by Emory MPH Program students.

Process Evaluation. All intensive, single-subject conferences, multi-
subJect  regional conferences, workshops and preservice/inservice
education programs conducted by the ETC or its subcontractors were to be
subjected to what EATN terms “process” evaluation.

This evaluation, which can be considered part of the formative evaluation
of training events , was to consist of an analysis of the number of
participants who begin and complete each session, the proportion of the
desired target groups exposed , ‘and the level of satisfaction or interest
among the participants.

With the assistance of the project’s evaluation consultant, the ETC was
to develop evaluation tools/methodologies for collecting process data.
The data collection was to be implemented by the EATN and subcontractor
training staff, with analysis performed by the EATN headquarters staff.

Process evaluation was to be the primary mechanism for evaluating Level
IV courses.

Individual Trainee Assessment. The Emory ETC was to evaluate each of its
summer training intern’s (i.e. train-the-trainers participants) initial
performance by use of written examinations of didactic material covered
during the training term. The interns’ ability to plan training
activities was to be assessed from workplans they would be assigned to
write as part of their coursework. On-the-job performance was later to
be assessed by the ETC staff by observing the intern as s/he conducted a
training event in his or her home state.

Evaluation of Training Outcomes. (Note: the ETC refers to these
activities as impact evaluation). All intensive, single-subject
conferences, multi-subject regional conferences, workshops and
preservice/inservice education programs conducted by the ETC or its
subcontractors were to be assessed in terms of their outcomes.

Plans called for the assessment of the impact of the training event on
attitudes, knowledge and behavioral intentions through pre-training
testing and post-training testing. Further, a sample of participants
were to receive follow-up testing three months after the event to see if
any additional changes had occurred or if earlier changes had been
sustained. Pretests were to contain background questions including
socio-demographic items.

With the assistance of the project’s evaluation consultant, the ETC was
to develop evaluation tools/methodologies for collecting data. Pre, post
and follow-up data were to be matched by means of a coding scheme so that
changes in individual respondents can be detected, along with aggregate
and group changes. The data collection was to be implemented by the ETC
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and subcontractor training staff, with analysis performed by the ETC
staff .

The ETC expected to be able to conduct the full range of outcome
evaluation activities on trainings at Levels I, II and III, the principal
focus being on Levels II and III.

The impact of Level I training, involving relatively few health providers
in a concentrated program requiring the mastery of certain skills and
knowledge, was to receive additional evaluative attention. Specific
competencies related to the intensive training was to be assessed through
examination and outcome evaluation of their performance after returning
to their community through trainer observation of trainee activities.

Level IV training offerings were to be subjected to minimal assessment of
effectiveness based on posttest only.

Cost Efficiency and Cost Effectiveness. With the assistance of the
project’s evaluation consultant, the ETC was to develop methods for
assessing cost effectiveness. The cost effectiveness of programs
presented by graduates of ‘the summer intern program was to be assessed,
but it was not clear from the proposal whether cost effectiveness
analysis would be done on a event by event basis for all other training
events or for some aggregate of these.

In its evaluation plan, the Emory ETC proposed a three-step evaluation
process :

F-F Consisting of formative evaluation of curricula relying
eavi y of focus groups drawing on health providers in the Emory/Atlanta

community.

Step II: Consisting of controlled testing of the curricula using small
groups of local health providers randomly assigned to pilot sessions with
the proposed curriculum or as control groups where there is no training
exposure. The pilot sessions and their evaluation were to be carried out
with the assistance of Emory MPH Program students.

Step III: Consisting of program evaluation in the field in terms of both
process and outcome.

2. Implementation of the Plan

The EATN Clinical Advisory Committee has been involved in reviewing
clinical.teaching  materials and formulating training plans and content prior
to implementation. Special groups have also been convened for this purpose,
but formal focus group research has not been undertaken, nor has the EATN used
controlled testing of materials. Formative evaluation of training events--
process evaluation in EATN parlance--is being carried out routinely. Outcome
evaluation has been very limited.
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B. Locus of Responsibility

1. Staff

Formal job descriptions detail the role each member of the EATN staff
was to take in the evaluation process. As the program has developed, the
evaluation tasks have been redistributed. Currently:

Kathleen R. Miner, Ph. D., M.P.H., the Project Director, is responsible
for the overall direction of all evaluation activities, devoting 15% of her
time to research and evaluation. She was involved in the development of the
overall evaluation plan and is responsible for making policy and program
decisions suggested by evaluation results.

Richard Levinson, Ph.D., EATN’s primary evaluation consultant, has
primary responsibility for evaluation design and analysis. The position of
evaluation consultant is an “intermediate” one. Dr. Levinson, who provides
20% time to the project, acts in the capacity of a staff evaluator but does
not participate in the program’s daily functioning. He is paid in part by the
project and in part by Emory in his faculty role as associate professor in
Emory University School of Medicine’s Department of Community Health. He is
also Acting Branch Chief for Research and Evaluation, at the U.S. Center for
Health Promotion and Education, CDC.

Sandra Huckaby, the Deputy Director for Administration, is responsible
for overseeing output evaluation and monitoring evaluation activities of the
subcontractors. Felicia J. Guest, the Deputy Director for Training, is
responsible for evaluation of Emory-based events and for reviewing the
evaluation data from all EATN events.

All members of the key training staff take part in implementing the
evaluation activities of the ETC.

2. Subcontractors

At Morehouse, all staff are scheduled to devote a significant proportion
of their time on the project to evaluation and research activities (Co-
Investigator-10% time; Medical Director-30% time; AHEC Coordinator-20%;
Physician-30% time; Program Administrator-20%). The staff of the University
of South Florida contractor have a lesser role in research and evaluation but
it is nonetheless significant (Project Director-15% time; Training
Coordinator-10% time; Physician-lo% time).

Evaluation activities of these subcontractors are directed at evaluation
of their respective sections of the ETC and include development of an
evaluation plan, collecting evaluation data, preparing statistical summaries,
reports and graphics, analyzing the results from reports and evaluations, and
recommending to the ETC personnel changes in curricula and procedures based on
the results of these evaluations.

3. Consultants

Initially, Nancy Thompson, M.P.H., was to provide staff assistance in the
selection and interpretation of the appropriate statistical measures in the
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analysis of ETC data. Instead, she serves as a per
consultant, primarily supervising students involved
statistical and evaluation activities.

diem statistical
in various EATN

c. Coordination of Evaluation Activities

The evaluation consultant oversees all evaluation activities, in
collaboration with senior Emory staff. He proposes special studies and
discusses findings with the staff.

Quarterly meetings of EATN subcontractors provide a forum for approving
proposed evaluation methodology, and for discussion of evaluation of events
and their effectiveness.

D. Reporting of Findings

Collection of evaluation data is part of the program implementation
responsibility of the subcontractors and the Emory-based training staff.
Evaluation forms are forwarded to EATN headquarters where the data are
aggregated for both participant demographic variables and training event
process/structure/content variables. Reports containing these aggregated data
are returned to the implementing site.

For purposes of reporting to RRSA, EATN prepares ETC-wide statistical
summaries as well as summaries of participants served by each implementing
site and training activities by state.

Special evaluative research projects are undertaken, from time to time,
with the assistance of Emory graduate students. These activities are
supervised by the Evaluation Consultant and reports issued at their
conclusion.

III. APPROACHES TO PROJRCT EVALUATION

A. Project Honitoring

The Emory ETC’s  initial proposal presents a detailed statement of goals
and measurable objectives, specifying times for completion. In addition, the
ETC has prepared a detailed workplan for each of the three years of the
project, further specifying tasks and timeframes in more detail. These
documents provide an excellent baseline against which the ETC monitors the
project’s progress. Progress is reviewed periodically by the staff. The
goals and objectives statement serves as the format for the ETC’s  progress
reports.

Day-to-day monitoring of subcontractor and project activities is the
responsibility of the Deputy Director for Administration.
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B. Output Evaluation

1. Data Collection

Output data primarily comes from two different sources: “Data for
Training Log” form; and the “How  Did We Do?” form. The data on the “Data for
Training Log” form includes data on all those attending a given offering;
total attendance counts are supported by an attendance roster which is
appended. The “How Did We Do?” form provides demographic information about
participants but is limited to those completing this post-training evaluation
questionnaire, some 40-60X of the total of those in attendance.

The “Data for Training Log” form, included in Appendix I, is completed
by the trainer or the training coordinator at the end of the training event.
Data include:

.

event title
city and state in which event was held;
beginning date;
job category(s) of intended audience; .
sponsor (network sponsors coded; others written
out);
hours of contact time (rounded to half hour);
CEUs (if yes, number offered);
were “How Did We Do?” forms completed?; and
total attendance.

Demographic data collected via the “How Did We Do?” form, which is
discussed in Section V.A.l, include:

. professional designation (29 professional
designations are coded);

. work setting (15 settings plus “student in
training” are coded) ;

. participant’s ethnic group (5 ethnic groups are
coded) ;

. zip code at participant’s workplace;

. number of HIV+ persons cared for in previous
six-month period; and

. largest ethnic group among participant’s client
population (5 ethnic groups are coded).

2. Training Database

A central training database, maintained at the EATN headquarters, is used
to store and organize data on all training activities and participants ETC-
wide. The database, utilizing d-Base IV, is extremely flexible, enabling the
ETC to produce a variety of statistical and management reports.

3. Analysis of Outputs

EATN does extensive output analysis, including generation of training
logs 9 training summaries, registration summaries, graphic profiles of
participants, and geographic analysis.
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Training Logs. A chronological listing of training events; by state, is
generated. These logs include events sponsored by all subcontractors as well
as Emory-based staff. In Year 01, the logs included event title, type of
training (level), number of contact hours, intended audience, and number of
participants. In Year 02, the log was expanded to include the city in which
the event was held, the sponsoring subcontractor/Emory, whether CEUs were
offered and number if available, number of participants completing
registrations, number completing evaluations, and number of incomplete
registrations. Annual activity of each state is summarized at the end of each
report and includes total number of events; total number of official
registrants; total incomplete registrations; total attendees (official plus
incomplete); and total hours of training. A sample log is included in
Appendix II for illustrative purposes.

The EATN reports that, in the first year of the project, it reached over
7,000 health professionals in 73 separate training offerings. In Year 02, an
additional 12,114 health care workers attended 253 training events.

Training Summary. EATN produces an annual Training Summary which lists
the number of trainees by state. This report is a complete count of
participants obtained from the “Data for Training Log”  form, and includes
registrants who did not complete a formal EATN registration form.

The largest number of individuals attending EATN events was from Florida,
with 3,111 and 4,336 participants in Years 01 and 02 respectively. The second
highest participant count came from Georgia in Year 01 (2,533), but was
slightly outpaced  by South Carolina in Year 02 (2,617 versus 2,526). North
Carolina registered the fewest participants each year (50 and 610).

A copy of the Year 01 and Year 02 Training Summary are included in
Appendix II.

Registration Summary. The Registration Summary, which is produced
annually, provides EATN-wide summary data on participants by state and by
demographic variable. Both actual number of participants in each category and
the percentage of the total are given. However, the data includes only
participants who have completed formal EATN forms, in Year 01 representing
approximately 44% of the participants present and in Year 02 representing
approximately 62% of the participants present, the percentages are probably
more meaningful.

The Year 02 Registration Summary indicates that approximately 21% of the
registrants were physicians and an additional 21% were nurses--a shift from
34% nurses and 10% physicians from the previous year. Administrators
represented a substantial proportion--15% in Year 01 and 11% in Year 02.
Social workers and, more recently, dentists are among the professional
categories most frequently attending training. More than half of the
respondents were Caucasian; the largest minority category being Black
Americans. However, a large proportion did not respond. Overall, providers
were most frequently from hospitals and private practice settings; in Year 01,
a substantial proportion worked in health departments; in Year 02, over 10%
were students in training. Caucasians accounted for the largest ethnic group
the patient population served; Black Americans comprised the largest minority
group, with a large and growing proportion of non-response. Previous
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experience with care to HIV+ individuals was relatively constant over the two
year period; 30-40% of the participants had never cared for an HIV-infected
person, with about 27% reporting having worked with l-10; however, a large
proportion did not know or did not answer.

Annual registration summaries are also prepared for each of the
subcontractors as well as the for participants attending Emory-sponsored
events. Differences in the profiles are striking.

‘A copy of the Year 02 EATN-wide Registration Summary as well as the
individual site summaries are included as Appendix II.

Graphic Profiles. In addition to the tabular format in which the
Registration Summary data is cast, the EATN-wide data for each variable are
presented in graphic format as well. These graphs, in pie chart format,
provide for a readily understood profile of the participant population.
Samples of these graphs are included in Appendix II.

Geographic Analysis. Using the first three digits of the respondents’
zip codes, EATN does a geographic analysis of participant origin. These data
are presented in the form of thematic maps, as illustrated in Appendix II.
While heavy concentrations of participants are seen in particular areas of
each state, the maps show wide geographic distribution of trainees in each
state.

The geographic analyses are a preliminary step to a study of market
penetration in which participant data by profession would be used as the
numerator and total
as the denominator.
denominator data.

number of active professionals by profession would be used
To date, EATN has had difficulty obtaining accurate

c . Cost Efficiency

As part of its

and Cost Effectiveness

initial grant proposal, the ETC did a cost analysis of
projected costs. The description of the Emory ETC’s approach to cost
accounting along with the caveats contained in its proposal would suggest that
this ETC has a firm grasp on cost accounting methodology and understands well
the concept of cost-effectiveness analysis.

Three cost per training figures were projected:

. cost for actual training sessions only. The
cost per trainee would be expected to increase
with the intensity of the training effort. *

. costs for actual training sessions plus
allocated costs attributable to needs assessment
and evaluation activities. These costs were
allocated on a simple per-trainee basis rather
than weighted allocation.
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. costs for actual training sessions plus
allocated needs assessment and evaluation costs
plus allocated administrative costs. The
administrative costs were allocated on a simple
per-trainee basis rather than a weighted
allocation.

In describing its methodology for determining cost
appropriately no attempt was to be made to compare
training.

effectiveness,
outcomes across levels of

As implementation of the program proceeded, EATN began to look at its
costs. Early on, it was determined that direct costs, i.e. those costs that ’
could be directly attributable to a training event (as described in the first
cost analysis methodology above) were the most meaningful and valid numbers
that could be calculated. Thus, the latter two approaches to cost analysis
have not been pursued.

Cost analysis is being carried out more as a management function than an
evaluative function. Typical “cost per trainee II figures have been determined
for various types of training. ‘On average, large conferences cost $35 per
participant while customized trainings run in the neighborhood of $100 per
participant. When a new training event is proposed and a budget prepared, the
projected cost per trainee is compared with historical cost per trainee of
like programs to determine the financial feasibility. Emory’s methodology for
determining cost per trainee is illustrated in Appendix III in its cost
analysis for major conferences held in Year 02.

In consulting a health economist in the design of an approach to conduct
a cost/benefit analysis, it was determined that no good measure of “benefits”
could be found. Therefore, EATN will not pursue this aspect of their cost
analysis.

IV. FORXATIVR RVALUATION  OF PRODUCTS DEVELOPED

In its first two years of operation, the EATN has developed a number of
products. Expert review is carried out on products with medical/clinical
content. State-level boards in South Carolina and Alabama, and existing
advisory groups in Georgia, Florida and North Carolina serve as the forum for
these expert reviews. The focus group research and controlled testing of
products that was initially planned has not been implemented.

A. Formative Evaluation of Mailed Resource Haterials

“Key Contacts,” a resource manual developed by EATN, contains a loose
insert by which recipients can request updates, and provides for users’
comments on the manual.

A Feedback Form is attached to some of the materials distributed, such as
slide sets. There has been very little response, to date, to these efforts to
obtain user feedback.
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B. Formative Evaluation of Training Materials

In the first year of the project, materials evaluation was included in
general training evaluation, with specific questions on applicability and
relevance of the material. Currently, the formative evaluation of training
events includes one question on the adequacy and helpfulness of the materials
used in the offering.

c. Formative Evaluation of Curricula

Formative evaluation was to be an integral part of the curriculum
development process undertaken by Morehouse School of Medicine. The Nursing,
Social Work and Medical Curricula were to be pilot tested. The formative
evaluation was to be undertaken using questionnaires to query faculty and
students about appropriateness of teaching materials, ease of adaptation of
the module format, adequacy of content, and applicability to practice.

In the development of the Nursing Curriculum, a number of instructors
from the Morehouse nursing program contributed draft material which was
subsequently integrated into a preliminary curriculum by the Morehouse staff
with the assistance of the EATN. This preliminary curriculum was then
returned to its authors and others for an “expert review.” The curriculum is
currently undergoing its pilot testing, in which these nursing instructors are
using it in their classes. Feedback from these instructors and students is
being gathered as described above and a report will be forthcoming.

V. APPROACHES TO EVALUATING INDIVIDUAL EDUCATION AND TRAINING IN'lXRVENTIONS

A. Standardization of Evaluation ETC-Wide

EATN’s evaluation strategy is two-pronged. For short programs, an “after
only” form is used to determine how well the program and the trainers were
received by participants and whether needs and objectives were met. For
longer programs, several-day sessions, “before-after” measures are obtained,
and follow-up studies are considered.

1. Vow Did We Do?"

EATN developed a standardized form, entitled “How Did We Do?,” for
conducting formative evaluation of its education and training events. EATN
refers to this as their “process evaluation.” The original tool primarily
collected formative evaluation data about the process, content and structure
of the event, but also began to look at effectiveness through an “intention to
behave” question.

The variables collected for formative evaluation include:

. usefulness and practicality of the content;

. adequacy of time to cover the material;

. helpfulness and adequacy of the teaching
materials;
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. adequacy of response to participants’ questions;
and

. degree to which teaching was tailored to the
skill level of the participants.

Each instructor was to be listed with suggestions for how the individual
could “do a better job next time.” Suggestions on how the workshop in
general could be improved were also solicited. To begin to assess the
effectiveness of the workshop in stimulating changes in behavior, a question
on behavioral intent was included: “What will you do differently at work as a
result of this workshop?” The primary effect that the workshop had on
participants was identified by asking participants to “write down one fact or
idea from the workshop that you learned and that seems important to you.”
This original form was pilot-tested. The original form and the results of
that pilot are included as Appendix IV. The forms have been distributed
network-wide for use at all EATN training events.

At the request of the subcontractors, the “How  Did We Do?” form was
abbreviated, retaining only the six process, structure and content variables,
along with questions relating to whether marketing materials gave them
appropriate expectations for the workshop. The demographic data required for
output analysis, as described in Section III.B., was added to the form. The
current version of the “How  Did We Do ?,‘I which collects both formative data
and data for output analysis on a single sheet of paper, is included in
Appendix V.

Also included on the current “How Did We Do?” form is a question on
behavioral intent, discussed in Section V.B.2. below. These data are not
routinely quantified; staff periodically examine the responses.

Data are analyzed at Emory to assure uniformity. All evaluation forms
are reviewed by the Deputy Director for Training as well as by relevant
training staff and appropriate action is taken if necessary.

2. Standardized Follov-up Methodology for Evaluating Impact

Follow-up studies are conducted on a number of EATN events that have
enough substance to expect behavior change.

Toward the end of the workshop, the follow-up procedure is explained.
Participants who agree to participate in the follow-up are asked to complete
the “What Will You Do Differently as a Result of this Workshop?” form, which
asks participants to write one or two sentences about what they “plan to do
differently” in their work setting as a result of the training, being as
specific as possible. The form also solicits contact information.

The timing of the follow-up depends on the nature of the event, typically
12-13 weeks for conferences. Follow-ups are done by telephone interviews.
All attempted contacts are carefully logged. The interviewer repeats a
standard introduction and then either conducts the interview or schedules the
interview for a more convenient time.

The interview begins by reading the participant’s response of intended
action from the “What Will You Do Differently?” form. The respondent is asked
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whether they remember having written that and, then, whether s/he has taken
any action to implement the planned action. Responses as to actions taken or
reasons for not taking action are recorded in depth, and respondents are asked
to summarize the degree to which they consider their plans to have been
implemented as well-as the prospects-for actually completing the plan.
Information on several independent variables is solicited such as:

status of the respondent (staff vs. volunteer);
need for securing permission to put the plan
into action;
number of people who have been involved in
implementing the plan;
is the activity time limited or ongoing; and
need for additional knowledge or skill required
to implement the plan.

A copy of the tools used in the follow-up evaluation are included in Appendix
VI.

Responses will be aggregated for all events rather than analyzing them by
training, with an eye to analyzing the impact of training in general on
specific professional groups. Qualitative analysis will aim first at
examining which specific intentions fall out-- implementation of some will
depend only on the participant’s follow-through while implementation of
others will require institutional change.

B. Approaches to Formative Evaluation of Training Events

EATN considers needs/demands assessments an integral part of the
formative evaluation of its training offerings. Needs/demands assessments
have been undertaken in a variety of formal and informal ways; data from these
assessments may serve as a baseline for determining whether participant
objectives are met.

The “How  Did We Do?” form is a major source of formative evaluation data.
Because of the broad nature of the questions on this instrument, the data
gathered are of rather limited value for making substantive changes. The
Extended Evaluation form (see Section VI.C.2), used by USF in the formative
evaluation of its clinical tutorial, provides much richer data for course
improvement.

Formative evaluation of the Grady tutorial is carried out through exit
interviews by the nurse coordinator and through a follow-up telephone call
made approximately three to four months following the tutorial at the time
when the next tutorial is being organized.

For Emory-based training events, formative evaluation data from the
consultant trainer’s perspective is also gathered. The Trainer’s Evaluation
form is used for this purpose. Using this form, the consultant trainer
assesses :
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. what parts of the training worked and didn’t
work, recommendations for improvement;

. the degree to which the training objectives were
met; behavior changes that could be expected to
result from the training;

. the appropriateness of the trainees to the
session;

. the support provided by EATN, both in
preparating and during the workshop; and

. adequacy of the facility.

The Trainer’s Evaluation form is included as Appendix VII.

C. Approaches to Evaluating Training Outcomes

1. Bvaluation of Program Bffectiveness

Within the Emory AIDS Training Network, a number of approaches have been
used to evaluate the effectiveness of training in stimulating change. These
include :

. pre/post-training testing;

. pre/post-training self-reporting;

. post-training self-reporting; and

. post-training action plan.

Pre/Post-Training Testing. Pre/post-training testing is being used by
the University of South Florida to evaluate the effectiveness of its
mental health clinical tutorial in increasing participants’ knowledge
about HIV. Participants are presented with 20 statements, primarily
having to do with modes of transmission and antibody testing, which they
are asked to rate as true or false.

Pre/Post-Training Self-Reporting. Effectiveness of training in
increasing knowledge and skill levels is evaluated by asking participants
to report their confidence in their level of knowledge and skill with
regard to va.rious  tasks. This approach is primarily used in the
evaluation of EATN’s train-the-trainers programs; tasks that are queried
include both clinical tasks about which participants will ultimately be
teaching as well as teaching and training tasks.

The University of South Florida uses the pre/post-training self-reporting
approach to gauge the effectiveness of its clinical tutorial in improving
comfort levels with clients engaging in nine specific risk behaviors.

Post-Training Self-Reporting. Effectiveness of training in stimulating
behavioral intentions is evaluated by asking the question “as a result of
this training, what will you do differently?” EATN gathers this data .
routinely via the “What  Will You Do Differently?” form, described in
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Section V.A.2. above, and used routinely for EATN-sponsored events. For
special training events, a variant may be used. For instance, for the
train-the-trainers workshop, behavioral intent is obtained from a
question on the post-training questionnaire which asks: “what three
things are you likely to do differently when you return to your
worksi  te?”

Post-Training Action Plan. The post-training action plan is the primary
mechanism used to evaluate the effectiveness of the train-the-trainers
program. It is used firstly as a “test” to determine whether the
trainees can adequately plan a training program, and secondly as a
measure of behavioral intention of the future trainings they intend to
conduct. This latter also serves as a baseline for follow-up studies ’
which seek to identify the actual level of training activity.

2. Evaluation of Program Impact

The telephone interview follow-up methodology described in Section V.A.2.
is the primary mechanism for determining the
on-the-job behavior.

impact EATN trainings have had on

D. Unique and Interesting Techniques Used

1. The W-System"

The University of Alabama (UAB) site has developed a data gathering and
entry procedure that allows for -an ongoing evaluative process. It is known as
the %system,tt a computer-assisted system for on-site learner testing and
evaluation of lecture and materials. Using the system, lecturers create
instant analysis of pre-test results and provide learner feedback.

“Q System” consists of a portable computer with 32 response pads, much
like those used on TV game shows. A set of questions and multiple choice
answers are programmed into the computer to correspond with the content flow
of the presentation. During the course of the presentation, the presenter
triggers the computer to flash the appropriate question and answer choices on
a large monitor for the trainees to see. Those seated at the response pad
stations key in their answer. The responses are immediately tabulated by the
computer and presented on the monitor. This immediate feedback enables the
presenter to ascertain whether his/her points are being grasped before moving
on to a new area. In addition, the responses are automatically stored in the
computer for subsequent use in evaluation studies. The subcontractor pilot
tested the “0 System” at a resident research conference and found the
technology to be very engaging, keeping the trainees alert and lightening up
the session. The technology may be particularly motivating for the laggards
in the group as it enables trainees to position their own comprehension and
attitudes, anonymously, among their peers.

2. l4ethodology  to Evaluate Impact of Perception of Personal Risk

Providers’ fears are considered to be a significant barrier to care.
With the assistance of an M.P.H. student, the EATN is piloting a methodology
for assessing the degree to which training impacts on the fears of its
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participants. Using a pre/post-training design, participants will be surveyed
to identify the presence of such fears, the relationship of fear to the degree
of contact, and differences in fears between professions. A questionnaire has
been drafted and has undergone a pilot test at a day-long conference in the
spring of 1990. The questionnaire and results of the pilot test will be
available shortly.

VI. EVALUATION CONDUCTED

Every training event conducted by EATN agencies is subject to evaluation
of some kind. At a minimum, output data and formative data on the process,
structure and content of the event have been carried out. Most of the events
conducted in the first year average 3.5 contact hours, and therefore were not
subject to the evaluation of effectiveness. In Year 02, pre/post-training
assessments were begun to evaluate the effectiveness of workshops greater than
6 contact hours in duration, particularly train-the-trainers activities.
Follow-up studies have been initiated on selected events to evaluate impact.

A. Formative Evaluation of All Training Events

Formative evaluation is conducted for every event according to the
methodology described in V.B above. Data on each event are aggregated at
EATN headquarters and returned to the subcontractor. Evaluation Reports
provide annual summaries of responses for the EATN as a whole, as well as
training events conducted by Emory and each subcontractor. Evaluations
uniformly demonstrate high scores for training events; the lowest rating by
attendees is for adequacy of time to cover the training topic. The EATN
Evaluation Report of Year 02 is included in Appendix VIII for illustrative
purposes.

B. Evaluation of Train-the-Trainers Program

The methodology for evaluating EATN’s training-of-trainers programs was
adapted from that developed by the WAMI ETC. It includes a pre/post-training
self-reporting, development of an action plan, and follow-up.

1. Nurse Train-the-Trainers Progrsm

A one-week Nurse Train-the-Trainers event, targeted at nursing
professionals who are in positions to effect changes in nursing curriculum,
was held in September 1989. It was attended by 12 nursing school instructors
from schools in Georgia, South Carolina and Alabama.

The evaluation design and tools were adapted from the WAMI ETC material,
and include individual daily session evaluations; pre/post-training self-
reported knowledge and skills; a post-training action plan; a six-month
follow-up to determine impact; a trainer’s evaluation of the course: and an
analysis of costs.

Each day, an evaluation form was distributed to assess participant
satisfaction. Results from the daily evaluations indicate that the
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participants found the content “useful and practical” (4.54 out of 5.0). All
trainers completed evaluations of the training experience from their
perspective, and these were reviewed and kept in the event file at Emory.

A pre- and post-test on confidence levels of the participants’ knowledge
and skill related to AIDS-care and teaching/training tasks was administered.
Of the eighteen scaled AIDS-care questions (l=quite confident to 7=not  at all
confident), all of the matched pre/post tests showed significant movement
toward the “quite confident” end of the scale.

As part of the workshop, participants completed action plans outlining
HIV/AIDS teaching and curriculum development activities they planned to pursue
upon returning to their respective institutions. While these plans served as
a test of effectiveness of the workshop in stimulating participants’
intentions to act, they also served as a baseline for subsequent follow-up to
determine whether plans had been put into action. This telephone follow-up
evaluation was undertaken 4-5 months after the workshop. A member of the EATN
headquarters staff called each of the participants to assess progress toward
completing the tasks outlined in the individual workplans. Rather than
relying on a formal interview schedule, the individual doing the follow-up
informally reviewed the plan with the participant, and then asked about what
had actually been accomplished and what parts of the workshop had been most
useful in facilitating implementation of the plan.

Direct cost, in terms of cost per trainee, was calculated. The program
was found to be very expensive. Full costs, which would have included
allocated overhead, will not be calculated.

A copy of the demographic portion of the pre-training instrument, the
post-training instrument and the Action Plan form are included as Appendix IX.

2. Evaluation of the PUSS Train-the-Trainers Program

The South Carolina site is working cooperatively with Palmetto AIDS Life
Support Services (PALSS) in the design and implementation of a train-the-
trainers program for health care team members throughout the state. The
three-prong effort includes an annual conference on AIDS, eight train-the-
trainers workghops  for outreach workers, and a team leader training seminar.

Train-the-trainer events for the community-based outreach workers are
evaluated through use of the standard EATN “How Did We Do?” form. The train-
the-trainer program for PALSS team leaders includes a pre- and post-training
test and follow-up, in a format similar to the nurse train-the-trainers
program.

These workshops have recently been held and the results of the
evaluations are forthcoming.
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c. Evaluation of Clinical Training

1. Grady Hemorial Hospital Tutorial

The clinical tutorial at Grady Memorial Hospital in Atlanta is targeted
at physicians and clinical nurses, primarily from the public health system.
The tutorial, which is two days long, contains a didactic component and a
precepted clinical observation. Each session accommodates four participants.

Formative evaluation of the Grady tutorial is accomplished in two ways.
At the end of the two-day tutorial, the nurse coordinator holds an informal
“exit interview” with participants to obtain feedback about the experience.
Three to four months after the tutorial, generally just before the next round
is to be conducted, the nurse coordinator makes a follow-up phone call to
participants to determine, in retrospect, what they remember most about the
experience and what aspects have proven most useful. This follow-up process
has been formalized somewhat,in Year 03 with the institution of a written
interview schedule, a copy of which is included in Appendix X.

2. USP HIV Clinical Tutorial

The University of South Florida offers a “clinical tutorial” to provide
mental health professionals with the skills necessary to become HIV/AIDS
treatment resources within their own agencies or institutions. The tutorial
is three days in length and includes observation and/or participation in HIV-
related mental health assessment and intervention. The tutorial can
accommodate four to six participants at a time.

The evaluation strategy is two-pronged: formative evaluation of the
tutorial design; and, the effectiveness of the tutorial in changing knowledge,
opinions, and discomfort.

Formative evaluation utilizes two data collection instruments: the EATN
“How Did We Do?” form and USF’s  Extended Evaluation form. The latter is used
to evaluate each session and each presenter of the workshop, as well as to
evaluate specific elements of program design. Each session is listed and
participants are instructed to “comment on the content and format of each
session, and on the presentation style, organization and clarity of each
presenterl and to make suggestions for ways to improve each session.”
Constructive feedback for presenters is also solicited. The tutorial’s
structure and process is assessed by open-ended solicitation of comments on
the pacing of workshop sessions, lunches and breaks, facilities, and the
three-day format. Participants are asked to assess the brochure and the
reference materials. Verbal feedback supplements this written format during a
program evaluation session at the end of the three days.

To assess the effectiveness of the tutorial in measuring changes in
knowledge and attitudes, an objective scale is administered to participants
prior to the workshop and again at the very end of the three-day program.
This instrument is a modified version of one that was administered to
community mental health staff throughout Florida. The instrument includes 20
true/false knowledge items; 13 opinion statements to which respondents are
asked to agree or disagree; 6 items measuring perception of risk of on-the-job
infection with respect to specific kinds of client contact; and 9 items
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measuring discomfort with clients with various characteristics.
data about the participant are also collected.

Demographic
Supplemental information on

the effectiveness of the tutorial with regard to knowledge can be obtained
from the item on the original “How Did We Do?” form which instructs
participants to write down one fact or idea from the workshop that seems
important.

Effectiveness of the tutorial in stimulating participant’s intention to
act can be measured using information gathered from the wWhat  Will You Do
Differently?” question on the “How  Did We Do?” form.

A great deal of useful formative data about the structure, process and
content of the tutorial was obtained from.the extended evaluation; that data
gathered using the “How Did We Do?” form was comparatively insignificant. The
results of the tutorial held in Tampa in February-March 1990, indicated that
the observation sessions , particularly at the immunodeficiency clinic and at
the support group session at Tampa AIDS Network, were perceived by all four
participants as the most valuable components. Participants felt that more
time was needed to cover most subjects and the suggestion was made that the
opportunity to interact with PWAs  via the panel discussion be provided at the
end. The nature of the feedback on the sessions also strongly suggest that
participants experience significant benefits from the workshop. While data
from the objective scale are currently under analysis, preliminary results
suggest positive effects from participation.

The instruments used in the evaluation of USF’s clinical tutorials, as
well as the aggregated data from a selected offering is included in Appendix
XI.

Long-term evaluation is planned for all participants in the Tutorial.
An advanced workshop will be conducted during the second year of operation of
the program. This advanced workshop will be offered only to graduates of the
original workshops, and the attendees will participate in intensive program
evaluation and data collection regarding attitudinal and behavioral changes
made subsequent to their original-participation.

D. Evaluation of Program Impact

AIDS
Follow-up studies were conducted on selected conferences that approached
from a fresh perspective using the standardized EATN methodology.

Conferences selected for follow-up include:

. Full-day conference sponsored by the Emory-based
training staff in Tampa for mental health and
social work case managers;

. A one-day conference on “Women and AIDS,” held
in Jekyll Island, GA;

. A two-day conference on sexuality issues around
AIDS, co-sponsored with SIECUS.
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Follow-ups were scheduled 12-13 weeks after the event. All participants
who agreed to be contacted were followed up by telephone by an EATN volunteer
or student interviewer calling from the headquarters under the direction of
the EATN evaluation consultant. As of April 1990, telephone surveys of
training participants were completed for over 60 individuals; the last group
were ready for follow-up in May. A total of 80-100 responses are expected for
the analysis.

B. Evaluation of State-nandated  Training in Florida

In the spring of 1988, the Florida legislature mandated three hours of
HIV/AIDS training for all licensed individuals. The Center for AIDS Education
for Health Care Providers (CAEHCP) at USF has fulfilled this role for health
care providers by providing a course entitled “HIV Update for Health Care
Providers.” The update program is for physicians, dentists, dental
hygienists, psychologists, school psychologists, mental health counselors,
marriage counselors, family therapists, social workers, nurses and nursing
home administrators. The program has been approved to meet the requirements
set forth by the applicable licensing board. The HIV Update Program consists
of the following components: _

. Epidemiology

. Clinical Manifestations and Treatment of AIDS

. HIV in the Workplace

. Legal Issues

. Cultural Considerations in Prevention, Treatment
and Counseling

. Neuropsychological and Mental Health Issues

The program, which is undertaken by CAEHCP staff, is evaluated using the
regional “How Did We DO” form. Data for each offering is aggregated at EATN
headquarters and returned to the CAEHCP.

The results of the Update given in January 1989 in Clearwater, Florida is
illustrative. Nearly 125 participants completed the evaluation. Respondents
strongly agreed that the content was useful and practical, and that
instructors were knowledgeable and skilled. They rated the time coverage,
teaching aids, and responsiveness of instructors quite highly as well.
Ratings of two of the instructors were highly variable, from excellent to
boring; two other speakers were generally rated highly by all. The volume of
statistics and highly technical language was criticized as was the poor
quality of the slides used. Legal issues, particularly about confidentiality,
and HIV testing were the modal factual areas cited by respondents as key
information gained in the offering. A number of the participants made
suggestions for improving the workshop structure--increasing the length and
adding a break were often cited. In responding to the question about what
they will do differently as a result of the workshop, the more frequent
participant responses included:

. be more protective of patients’ rights to
confidentiality;



. implement universal
the use of gloves;

. reduce or limit HIV

. nothing different.
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precautions, particularly

testing; and

The aggregated data from this event is included in Appendix XII.

VII. SUI4HARY  AND CHALLENGES  FOR THE FUTURE

The Emory AIDS Training Network initially proposed an ambitious and
comprehensive evaluation plan. As the program has unfolded, many aspects of
the plan have been implemented; some have been found to be unworkable or
inappropriate; yet others have not yet received sufficient attention.

One of EATN’s strongest areas of evaluation is its collection and
analysis*of  output data. Its training/participant database provides ready
access to output data for management as well as statistical purposes. Report
formats, such as graphic analysis and thematic mapping, make data more readily
understandable. The database might be made yet more useful by the addition of
fields which encode such things as event format and teaching methods used.

EATN has focused heavily on the formative evaluation of the structure,
process and content of its training events. Its standardized approach based
on its “How Did We Do? ” form is applied regionwide, an instrument which has
been utilized by other ETCs as well. This form is attractive in its
simplicity; however, the data that it collects may not be sufficient to
suggest appropriate adjustments to some of its program efforts. The “How Did
We Do?” form may be considered, more appropriately, a tool for evaluating
“one-shot It events , and for maintenance-level formative evaluation and
monitoring of subcontractors. The University of South Florida contractor has
gone to a more extensive formative evaluation tool for its ongoing Mental
Health HIV Clinical Tutorial.

While EATN generates a number of interesting and potentially useful
output reports and reports of the formative evaluation of individual and
aggregate events, these reports are simply presentations of aggregate data
with little interpretation of what the data mean or of implications the data
have for programming. Expansion of reports to include data interpretation
would be particularly useful in cases where EATN is processing data for its
subcontractors.

The EATN has made a good start at evaluating some of its program
outcomes. It has designed a standardized follow-up methodology for
evaluating the impact of its programs and its efforts to date to implement
this methodology have shown that it is quite workable. While follow-up is
also conducted in conjunction with the Grady clinical tutorial, the questions
asked make it more of a formative process evaluation than an evaluation of
impact . This is truly a missed opportunity in light of the potentially high
impact of this intervention as well as its high cost.
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Evaluation of effectiveness of EATN’s offerings aimed at enhancing
knowledge and attitudes, and in stimulating “intention to behave” have been
somewhat spotty. Several of the more resource-intensive offerings have been
subjected to such evaluation, notably the Nurse Train-the-Trainers program.
There has been less attention paid to evaluating either the effectiveness or
the impact of EATN’s “customized W trainings provided in response to specific
agency requests, many of which would be expected to yield significant payoff.
There is the paradox, of course, that while the need for evaluation of such
programs is pressing, the cost of evaluation is high. EATN would be
challenged to become more involved in outcome-oriented evaluation of these
offerings in the future.

EATN has a strong commitment to solid evaluation. The EATN has itself
raised many of the issues noted above, but feels constrained by what is
perceived as a lack of resources to produce well-designed studies.
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DATA FOR TRAINING LOG

Complete after the training event:

1. Event Title: Exact name. Should be consistent with any printed fly&r or agenda.
If event is a workshop in a larger event, list workshop first.

2.

3.

4.

City and State

Beginning Dete

Intended Audience: List job categories of all attendees, e.g. physicians, nurses,
EMTs

6. Sponsor: Use EU, USF, MSM, SC, NC for network members. Spell out any
others. $&&the key sponsor if there are more than one.

6. Hours Duration: Use exact number for in-session time. No units smaller than half
hours, e.g. “2.5 hours.”

7. CEU: Answer either “No” or exact number of hours awarded. Do not use just “yes.”

a. Were EATN data forms completed? (If yes, please attach)

9. What was the total attendance, regardless of forms?

10. Are other registration lists or other evaluation data available? _-no - yes

Explain

11. Trainer a

12. Event Code: Will be assigned by Carol. - - - -

l/90

131



APPRNDIX  II

Output Evaluation -- RATN Output Reports

1. Training Logs
2. Training Summaries
3. Registration Summaries
4. Graphic Profiles
5. Geographic Analysis



-I ALABAMA
YEAR TWO TRAINING CALENDA
EllORY  AIDS TRAINING NETNOI

April I, 1989 to Present

05/27/90

DATE INTENDED AUDIENCE

NUMBER OF NUMBER OF
HOURS REGISTRATIONS EVALUATIONS INCOMPLETE

SPONSOR DURATION CEUa  COMPLETED COHPLETED REGISTRATIONS EVENTCODEEVENT TITLE CITY

Providing Supportive Servircm  Robile

Tallapooma DHR AIDS Update Dadeville

Perinrtal Perspective Huntsville

Undermtand1ng/Car1ng for PYA Opelikr

Women and AIDS Tumcaloosa

AIDS Update on Counseling YAAO Tumcaloora

AIDS -An Update Huntsville

AIDB Update Eutaa

AIDS in Obrtetr1cr/Brookuood Bireinghae

AIDS Update Cullaan

Arnn l -d llinorities Nontgoeery
w

G
niv-Update Roanoke

Pmychorocial  lsrueslAtDB llontgomery

AIDS 101 Update 6reenville8

AIDS I Tuberculosis Bireingham

AXDB Treateent Birmingham

EN1 llanifestat1onm  of HIV Blrminghae

Third  Alabama AIDS SyVOSiUa Rontgoaery

Opportunistic  Infections Rontgoacry

AIDS: Trtat of Clinical Infect  Huntsville

.

04lOblB9

04/lOfB9

OS/ll/09

OS/27109

05/31/89

061 Obl09

ObtOOlSP

Oh/lb/09

06/20/89

0 6 1 2 0 1 0 9

Ob128109

09/06189

09/07189

09/12/89

09112/09

09/22/09

lOfB2f09

LO104109

10105/09

l1107/%9

Family  physicians EU

Rental health providers EU

Nurser EU

Social workers, came l anagers, EU
nurses

Premervice NPs EU

Rental  health providers EU

Physic1anm serving Coemunity RSR
Health Centers

Phyric1anm  serving Community nsn
Health Centerm

UDm, RN% UAB

llDs, RN%, Pharmacy UAB

State health councii l emberm EU

NDm, Dentists, Dental UAB
l msistantm

Bocial  workers, nurses, health NSN
educator8

Social workers, nurses, health EU
l ducatorm, mental health
(State  of Alabaeal

JCPHD RDm

JCPHD  RDs, RNm

RDS

HIV counselors, partner
notiflrr,%,  health educators,
outreach norkers

UAB

UAB

UAB

EUlUAB

12 12

b No

1 No

3 No

1

2

7

7

I

2

2

2

1

1

I

2

I

18

I

2

No 58

No 21 19

Y o m 13 8

Yam

1

I 24 1 lb3

No

No

No 20

No IS0

Ves b

Yes 15

YRS 22

18 b b 4

Yes

Yes

12 12

34 34

3 3 27

1 0 0

lOB4

108b

1125

1134

1182

5 4 IlBS

2s 1174
l',

SO

20 1181

RNs, HDs, PHRs,  NSYs UnB

RD.S UAB

100

3 122312



EVENT TITLE CITY

AZDS Releted  Opportunlstlc  Inf Tuecel~~se

AIDS Update Eutrw

DATE INTENDED AUDIENCE

11/14/89 NDs

lllZll~9 Nurses, N. Alrbrer  Health
Servicer

1\1DS: Treetecnt  of 0.1.'~ Bireinghro

AIDS1 Review of New Trertoents  Sireinghee

12/111S9 HD'¶

12llWS9 NPH's,  MD's, HSN'e,  end STD
personnel

AIDS In Children/AL Heedstert  Mobile 01110190 Herdstert  herlth consultrntn,  EU
nurses, l delnistretors, health
l ducrtors

AL Feelly  Prrctlce  hrsoc Blrrlnghem

tlulti-Issue AIDS lrrlnlng Decrtur

AES - New Thereplea Birringhea

z
HIV Update,  Therepier Bireinqhre

Nhrt's New with HIV end hIDS Tumcueble

TB end AIDS Sirelnghee

Hobile  AIDS Updrte Hobile

AIDS Updrte/Hlthcrre  Providers llonroevllle

01114190

02103190

02/05190

02/11/90

02123190

03/01190

03/01190

03/22/90

Lethrl ConnectiontiHIV  & Abuse Decatur 03123/90

ALABAtfA 03/27/90
YE&R TYO TRLlNIN6  CMENDAR
EWORY AIDS TRAINlNG NETYORk

I\pril 1, 1989 to Present

NUllBER  OF NUHBER OF
HOURS RE6ISTRATIONS EVALUATIONS INCOltPLElE

SPONSOR DURI\TION  CEU* COMPLETED COMPLETED RE6ISTRLllONS  EVENTCODE

MB 2 No 15 1242

EU/UAB 2 No 31 19 118B

UAB 1 No 1

IJAB 1 ND 50

Fe~ily  Prectioners--MD's

HP's, RN's

RN's, MN's, PHR's,  Public
health  steff

Phrrercists

Nurses, social workers

MD's, RN's, PHR's,  Rl's

nom

Internists, ferily
prrctitioners, Infectious
diserses  specielists

Internists, fraily
prrctitioners, infectiour
direrscs

MB I NO

MB 5 N o

llas 1 No

UIIB I N o

EU 5 4.25

UI\B 2 No

UllB 4 No

EU 5 3 . 6 5

EU

6 N o lb I6 20 1261

5

25

50

1217

1 1269

75

64 11 1285

53 1291

89 90 11 1286

120

Tote1 officlrl  reqistrrtionsl 548 Tote1 incoeplete  regirtrrtlonr~ 1,411 Grad  totJl: 2,025

Yotrl nueber  of events1  34 Tote1 hours of treiningt 109.5 #Unite  denote JwJrd to highest ranking profession

.



Emory AIDS Training Network

Year One Total Participants by State
April 1, 1988 - March 31, 1989 .

Alabama 664

Florida 3,111

Georgia 2,533

North Carolina 50

South Carolina 758

Includes registrants who did not complete formal Emory
registration form. ,
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EATN Training Summary
April 1, 1989 - March 21, 1990

State
Number of
Trainees

Alabama 2,025

Florida 4,336

Georgia 2,526

North Carolina 610

South Carolina 2,617

TOTAL 12,114
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REGISTRATION SUtltlARY
Eaory AIDS Training Network

April 1, 1989 to Present
03120190

Includes trainees with at least one contact hour  with trainer who
completed registration forms to provide deeographic  data. These
trainees are approximately 62% of the total of 12,114 trainees,

Ey State
Total Percentage
To Date of Total

Total:

by Profes5ional Category

pl abama 542
Florida 2,998
Georgia 1,496

North Carolina 374
South Carolina 1,998

Other S t a t e s  7 2
____________

7,480

Total
To Date

7.25%
40.00%
20.00%

5.00%
26.71%

0.96%

Percentage
of Total

M.D. 1,578
Q s t e o p a t h  1 9

Phys i c i an ’ s  Ass i s t an t  64
Nurse Practitioner I34

Nurse 1,392

21.10%
0.25%
0.66%
1.79%

21.26%
1.04%
0.59%
8.42%
2.06%
6.09%
2.95%
1.67%
2.37%
0.40%
0.67%
1.23%
0.37%
0.43%
1.79%
1.90%
0.86%
2.86%

11.31%
0.70%
0.33%
0.00%
1.31%
0.04%
0.01%
4.24%

Lab Personnel, Radiology 70
Emergency Medical Tech. 44

Dentist 630
Dental Assistant 154

Social Worker 515
Health Educator 221

Psychologist 125
Mental Health Worker 177

Chaplain 30
Nutr i t ionis t 63

Pharmacist 92
STD Worker 28

Occupational Therapist 32
Clinical Support Staff 134
Clerical Support Staff 148

Outreach Worker 64
0,ther Professions 214

Adrinistratot 846
finesthestist,  Respiratory Tech 52

Volunteer 2s
Health Insurance Provider 0

Optoaetrist 98
tledical Records Specialist 3
Professional Code in Error 1

No Answer Given 317

Total :

ttt===
7,480
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RE6ISTRATION  SURMRY
Emory AIDS Training Network

CIpril  1, 1989 to Present
03/28/90

Includes trainees with at least one contact  hour nith trainer who
coapleted  registration forms to provide demographic data. These
trainees are approximately 62% of the total of 12,114 trainees. '--'

By Work Setting
Total Percentage
To Date of Total

Health Department 678
Community Health Center 203

Office, Private Practice 1,157
Hospital 1,081

Home Health Agency 151
Community-based Organization 317

Prepaid Plan, HtlO 20
Nursing Home/Personal Care 81

Student in Training 837
Mental Health Center 344

Hospice 20
Migrant Health Center 10

Governmental Adain Office 183
Other 1,051

Medical Center, University 138
No Answer 1,095

Erroneous Answer 34
--------_--_

Total: 7,480

By Number of HIV-infected Persons Served in Last b tlonths
Total
To Date

None 2,213
l-10 Persons 1,963

tlore than 10 Persons 577
Do Not Know 810

Other 0
No Answer 1,914

Erroneous Gnswer 3
----_----__-

Total: 7,480

By Largest Ethnic Group in Patient/client Population
Total
To Date

A s i a n / P a c i f i c  I s l a n d e r  1 0
Black Aaerican 1,480

Hispanic/Latin0 210
N a t i v e  American  1 1 3
White/Caucasian 2,947

Other 242
No Answer 2,476

Erroneous Answer 2
_________-__

7,480Total :

9.06%
3.78%

15.47%
14.45%
2.02%
4.24%
0.27%
1.08%

11.19%
4.60X
0.27%
0.13%
2.45%
14.05%
1.84%

14.64%
0.45%

Percentage
of Total

29.59%
24.24%

7.71%
10.83%

0.00%
25.59%

0.04%

Percentage
of Total

0.13%
19.79%
2.81%

- 1.51%
39.40%
3.24%

33.10%
0.03%

s

-_,i
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REGISTRATION SUHRARY
Emory  AIDS Training Network

Apri l  1, 1989 to Present
03/20l90

Includes trainees with at least one contact hour with trainer who
conpleted  registration forms to provide demographic data. These
trainees are approxieately  621 of the ‘total of 12,114 trainees.

By Ethnic Group of Trainee
Total Percentage
To Date of Total

Asian/Pacific Islander 106
Black American 760

Hispanic/Latin0 184
Native CImerican 83
White/Caucasian 3,958

Other 91
No Answer 2,298

Erroneous Answer 0
t=t==3

7,480Total:

1.42%
10.16%
2.461
1,111:

52.911
1.22%

30.72%
0.00%
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RE6ISTRATION  SUtlMARY

Eaory-Sponsored  Events
Emory AIDS Training Network

Clptil  1 , 1989 to P r e s e n t
03121190

Includes  t ra inees  wi th  a t  leas t  one contact  h o u r  w i t h  t r a i n e r
who  coapleted regis t ra t ion  forms to  provide  demographic  data .

By S t a t e
Total Percentage
To Date of  Tota l

Total :

By Profess ional  Category

Al a b a r a  1 8 3
F l o r i d a 316
Georgia 1,570

N o r t h  C a r o l i n a  7 7
South Carol ina 527

Other  S ta tes 25
--_---- - - - - -

2,298

7.96%
13.75%
59.62%

3.35%
14.231

1.09%

Total
To Date

tl.D. 324
Osteopath 3

P h y s i c i a n ’ s  A s s i s t a n t 48
N u r s e  P r a c t i t i o n e r 85

Nurse 537
Lab Personnel, Radiology 17

Emergency lledical Tech. 39
D e n t i s t 29

Denta l  Ass is tan t 40
Social Worker 168

Health Educator 159
P s y c h o l o g i s t 17

Hental Health Worker 13
Chaplain 8

N u t r i t i o n i s t 58
Pharmacist 4
STD Worker 21

Occupat ional  Therapis t 27
C l i n i c a l  S u p p o r t  S t a f f 26
C l e r i c a l  S u p p o r t  S t a f f 39

Outreach Worker 29
Other  Profess ions 79

A d e i n i s t r a t o r 369
Anesthestist, Respira tory  Tech 0

Volunteer 24
Heal th  Insurance Provider 0

Optomet r i s t 98
t ledical  Records  Specia l is t 0
Profess ional  Code in  Error 1

No Answer Given 36

Percentage
of Total

14.10%
0.13%
2.09%
3.70%

23.37%
0.74%
1.70%
1.26%
1.74%
7.31%
6.92%
0.74%
0.57%
0.35%
2.52%
0.17%
0.91%
1.17%
1.13%
3.70%
1.26%
3.44%

16.06%
0.00%
1.04%
0.00%

-- 4.26%
0.00%
0.04%
1.37%

T o t a l :

___---___---

2,298

74



REGISTRATION SURHARY

Eaory-Sponsored Events
~ Eooty AIDS Training Network

April 1, 1909 to Present
03/21/90

Includes trainees with at least one contact hour with trainer
who coepieted  registration forms to provide demographic data.

By Wark Setting
Total
To Date

Health Department 420
Comunity  Health Center 130

Office, Private Practice 144
H o s p i t a l  2 9 2

Home Health Agency 91
Comeunity-Based Organization 178

Prepaid Plan, HHO 3
Nursing Home/Personal Care 11

Student in Training 254
Menta l  Heal th  Center  40

Hospice 4
Migrant Health Center 1

6overnrental  CIdnin  O f f i c e  8 7
Other 322

Medical  Center ,  Univers i ty  94
No IAnswer 198

Erroneous Answer 27
=P==oo

Total: 2,298

By Nuober  of HIV-infected Persons Served in Last b
Total
To Date

None 690
I-10 Persons 691

Hore than 10 Persons 278
Do Not Know 305

Other 0
No Answer 334

Erroneous Answer 0
t==rPf

Total: 2,298

Honths
Percentage
of Total

Total: 75 2,298

Asian/Pacific Islander 4
Black Aaerican 638

Hispanic/Latin0 118
Native American 33
White/Caucasian 902

Other 76
No Answer 526

Erroneous Answer 1
lPt=OI

Percentage
of Total

18.28%
5.66%
6.27%
12.71%
3.96%
7.75%
0.22%
0.48%
1.03%
1.74%
0.17%
0.04%
3.79%
4.01%
4.09%
8.62%
1.17%

By Largest Ethnic Group in Patient/client Population
Total
To Date

30.03%
30.07%
12.10%
13.27%
0.00%
14.53%
0.00%

Percentage
of Total

0.17%
27.76%
5.13%
1.44%

39.25%
3.31%

22.89%
0.04%



REGISTRATION SURRARY

Emory-Sponsored Events
Emory AIDS Training Network

A p r i l  I? 1989 t o  P r e s e n t
03/21/?0

I n c l u d e s  t r a i n e e s  w i t h  a t  l e a s t  o n e  c o n t a c t  h o u r  w i t h  t r a i n e r
nho c o m p l e t e d  r e g i s t r a t i o n  f o r m s  t o  p r o v i d e  deaographic da ta .

By Ethnic Group of Trainee
Total Percentage
To Date of Total

A s i a n / P a c i f i c  I s l a n d e r 20
Black American 314

Hispanic/Latin0  66
Native American 32
White/Caucasian 1,318

Other 40
No CInswer 505

Erroneous  Answer 3
__B_______B_

T o t a l : 2 , 2 9 8

0.871
13.66%

2 . 8 7 %
1.39%

57 .35x
1.74%

21.98%
0.132
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Morehouse

REGISTRATION SURIICIRY

AHEC/AIDS  Education and Training C e n t e r
Emory AIDS Training Network

April 1, 1989 to Present
Cl3/21/9O

Includes trainees with at least one contact hour with trainer
who completed registration forms to provide demographic data,

By State
Total Percentage
To Date of Total

Total :

By Prafersional  Categwy

Alabama  18
Florida l

Georgia 10:
North Csrolina 0
Souti;  Carolina 0

Other States 30
=====L

148

Total
To Date

12.16%
1). 00%

67.57%
0.00%
0.00%

20.27%

Percentage
of Total

M.D. 32
Osteopath 1

Physician's Assistant 3
Nurse Practitioner 10

Nurse 29
Lab Personnel, Radiology 2

Emergency Medical Tech. 2
Dentist 3

Dental Assistant 3
Social Worker 6

Health Educator 10
Psychologist 1

Mental Health Worker 4
Chap1  ain 1

Nutr i t ionis t 3
Pharmacist 0
STD Worker 1

Occupational Therapist 0
Clinical Support Staff 1
Clerical Support Staff b

Outreach Worker 2
Other Professions 10

fidrinistrator 13
Anesthestist, Respiratory Tech 0

Volunteer 0
Health Insurance Provider 0

Optoretrist 0
fledical  Records Specialist 3
Professional Code in Error 0

No Answer Given 0

21.62%
0.68%
2.03%
6.76X

19.59%
1 x.35
1 x.35
3.38%
2.03%
4.05%
6.76%
0 . 6 8 %
2.70%
0.68%
2.03%
0.00%
0,68X
0 . 0 0 %
0.68%
4.03%
1.3JX
6.7bX
8.78%
0.00%
0.00%
0.00%
0.00%
2.03%
0.00%
0.00%

Total :

rs=ttt

148
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REGISTRATION SUWIARY

Motehouse Al-EC/AIDS  Education and Training Center
Emory  AIDS Training Network

April l! 1989 to Present
O3/21/90

includes trainees with at least one contact  hour with trainer
who coepleted  registration forms to provide demographic data.

‘..  _/’

By Work Setting
Total Percentage
To Date of Total

Health Department 10
C o r n u n i t y  H e a l t h  C e n t e r  60

O f f i c e ,  P r i v a t e  P r a c t i c e  3
Hospital 10

Home  Health Agency 0
Community-based 0rgani:ation 6

Prepaid Plan, HMO 0
Nursing Hose/Personal Care 0

S t u d e n t  i n  T r a i n i n g  3
Mental Health Center 3

Hospice 0
tligrant Health Center 0

kovernmental  Adrin Office 5
Other 34

Medical Center, University 13
No Answer 1

Erroneous Answer 0
- - - - - ---_---

Total: 148

2.03x
0.00%
9.09%
3,30%

22.972
0.78%
0. b0X
o.oor.

By Number of HIV-infected Persons Served in Last b llonths
Total Percentage
To Date of Total

None 36 24 ‘32 X
l-10 Persons 32 21.62%

tlore than 10 Persons 26 17.37%
Do Not Know 10 6.762

Other 0 0.00%
No Answer 43 29.057.

Erroneous Answer 1 0. b8X
____--__-_-_

Total: 148

By Largest Ethnic Group in Patient/client Population
Tota l  *
To Date

Asian/Pacific Islander 0
B l a c k  Aaerican 5 8

Hispanic/Latin0 0
Native Arerican 2
White/Caucasian 32

Other 3
No Answer 53

Erroneous Answer 0
===ttt

Percentage
of Total

0.00%
39.19%

0.00%
1.35%

21.62%
2.03%

35.81%
0.00%

:

L-1

Total:
78

148



REGISTRATIOW SUtltlARY

Morehouse AHECIAIDS  Education and Training Center
Eeoty AIDS Training Network

April 1, 1989 to Present
03121 i90

Includes trainees with at least one contact hour with trainer
who completed registration forms to provide demographic data.

Py Ethnic Group of Trainee
Total Percentage
To Date of Total

Asian/Pacific Islander 0
Black American 45

Hispanic/Latin0 2
Native American 1
White/Caucasian 31

Other 3
No Ansner 46

Erroneous Answer 0
______-_____

Total : 148

0.00%
30.41%

1 !.35’.
0.68%

34.46%
2.03%

51.08%
0.00%
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R E G I S T R A T I O N  S U H H A R Y

North Carolina AIDS Training Network
Emory AIDS Training Network

April 1, 1989 to Present
0;/21/90

Includes trainees with at least one contact hour with trainer
who completed registration forms to provide demographic data,

By State
Total Percentage
To Date of Total

Al abaea 0 0.00%
Florida 0 0.00%
Georgia 0 il. 00%

North Carolina 83 100.00’:
South Carolina 0 il . I:, 0 %

Other States 0 0 . 0 0 x
_--__-______

Total: 83

By Professional Category
Total Percentage
To Date of Total

H.D.
Osteopath

Physician’s Assistant
Nurse Practitioner

Nurse
Lab Personnel , Radiology

Emergency Hedical Tech.
Dentist

Dental Assistant
Social Worker

Health Educator
Psychologist

Mental Health Worker
Chap1 ain

Nutr i t ionis t
Pharmacist
STD Worker

Occupational Therapist
Clinical Support Staff
Clerical Support Staff

Anesthesti st

Health

Medical
Prof essi

Total:

Outreach Worker
Other Professions

Administrator
, Respiratory Tech

Volunteer
Insurance Provider

Optoaet r is t
Records Specialist
anal Code in Error

No Answer Given

1 1.20%
0 0: 00%
1 1.20%
0 0.00%

19 22.89%
2 2.41%
0 0.00%
0 0.00%
9 0.00%
1 1.20%
0 0.00%
0 0.00%
0 0.00%
0 0.00%
0 0.00%
1 1.20%
0 0.00%
0 0.00%
0 0.00%
1 1.20%
0 0.00%
0 0.00%
6 7.23%
0 0.00%
0 0.00%
0 0.00%
0 0.00%
0 0.00%
0 0.00%

51 61.45%
=t0=5=

83
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REGISTRATION SUtMRY

North Carolina AIDS Training Network
Emory AIDS Training Netnotk

April 1, 1969 to Present
03/21/90

Includes trainees with at least one contact hour with trainer
nho completed registration forms to provide derographic  data,

By Work Setting
Total
To Date

Percentage
of Total

Health Departaent 22
Community Health Center 0

Office, Private Practice 2
Hospital 18

Home Health Agency 19
Community-Eased 0rgani:ation 0

Prepaid Plan, H M O 0
Nur.sing  Howe/Personal Care 2

Student in Training 0
Rental Health Center 1

Hospice 0
Migrant Health Center 0

Governmental Adain Office 12
Other 4

Medical Center, University 2
No Clnswer 1

Erroneous Ansner 0
===I='

Total: 83

26.51%
o.oor.
2.41%

21.69%
22.89%

0.60%
0.00%
2.412
0.60X
1.20%
0.00x
0.00%

14.46X
4.82%
‘2.411:
1.20%
0.00%

By Number of HIV-infected Persons Served in Last 6 tlonths
Total Percentage
To Date of Total

None 24 28.92%
l-10 Persons 6 7.23%

tlore than 10 Persons 0 0.00%
Do Not Knon 3 3.61%

Other 0 0.00%
No Answer  50 60.24%

Erroneous Ansner 0 0.00%
===z==

Total: 83

By Largest Ethnic Group in Patient/client Population
Total
To Date

Percent age
of Total

A s i a n / P a c i f i c  I s l a n d e r  6
Black American 1

Hispanic/Latin0 6
Native American 0
W h i t e / C a u c a s i a n  3 1

Other 0
No Answer 51

Erroneous Answer 0
lltlPI

Total: 81 83

0.66%
1.20%

- 0.00%
0.06%

37.35%
6.00%

61.45%
0.00%











































APPENDIX III

Cost Analysis -- Conference Cost Worksheet *



4Qoso 100.00 133.00 4133.11 lno U,;lds.ll

36340’ 82.50 150.00 3462.w ~390,  D3,w.w

143a  132s 5112.m 1320 S3,792.06

3a.59 4aAQ 101.90 3004.52 ?45  nJ59s2

9

4

9

9

4

12

.

.



APPENDIX IV

Standardized Evaluation Approaches -- Pilot Test on “How Did We Do?” Form



HOW DID WE DO? G&&-,-,, Workshop Title City and State

Date Instructor(s)

Please answer all questions thoughtfuily. Your careful attention to these questions will helo  your trainer do a better job. Please
don’t sign your name.

Circle one number for each question *!I-

4

4

4

4

4

4

NO

NO

1.

2.

3.

4.

5.

6.

7.

8. Please write down one fact or idea from the workshop that you learned, and that seems imponant  to you:

Was the content useful and practical? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . , . ., . . . . . . . . . . ,

Was there enough time to cover all the material? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Wc~e  the handouts anti other teaching aids helpful and adequate? . . . . . . . . . . . . . . . . . . . . . . . .

Did you receive satisfactory answers to your questions? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Did the instructor seem aware oi your particular skill level, and teach accordingly? . . .

Did the instructor seem to have adequate knowledge and skill to teach this workshop!

Did you read a workshop announcement before you came to the workshop today?

If yes, did it give you a good idea of what the workshop would cover?

1 2

1 2

1 2

1 2

1 2

1 2

c l YES

c l YES

3

3

3

3

3

3

q
c l

ni >
9. What will you do differently at work as a result of this workshop?

10. Please evaluate your instructor. If there weretwo or more instructors, be sure to mention each by name. How c_3n  the
instructor do a better job next time?

11. In your opinion, how could this workshop be improved?

Instructor #2

Instructor #3

12. What are your future AIDS training needs?

MANY THANKS!

8 6b

EMORY AIDS TRAINING NRWORK
735 Gatewood  Rd, Atlanta 30322
(404)  727.2929



ATTACBMENT 7
SAMPLE TRAINING EVALUATION COMMENTS

When asked about an important fact or idea learned from this
training, participants responded . . .

"There are major differences in XIV infection
in children and adults."

"Women are slow in perceiving their risk."

"Use a member of the client population to
reach other members of the client popula-
tion."

flH~w to deal with anger and fear." l

(1-31-89)

(2-3-89)

I’
i- o-5 -33)

(L-27-353:

iv"nen asked what they -will dc differently  on tihe jcb as a rssulz a:
the training, participants responded that they would . . .

"Do active listening - I'll be more aware and
change a few of the things I do at work."

"Be more patient with others and accepting of
our differences."

"Be consistent with procedures being used with
dealing with contagion."

"Talk to patients more strongly abcut using
condoms."

"Give ceonle with AIDS more love and.
*Y~i~r--_=->:-_-_-__ ,_--,2~.

II

1113pr3ve my post-test coc.?selixg . !’

"Provide more realistic information."

"Pre- and post-test counsel mora thoroughly,
and with greater confidence."

"Diligently use universal proKac=lcn; try t:o
preserve hope if I have to counsel."

.-

(2-4-89)

(2-4-89)  _.:

(l-31-89)

I’, A-i’;-Sf‘

_:-: -_

. -- _:
__  .- -

,“_‘Y_“C
\- -- --.

(7-29-3a)

(7-25-33

(8-22-a?
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N= 885 responses*

Attachment 6

Evaluation Report

Strongly Not Strongl:
Disagree Disagree Sure Agree A g r e e

r11 '?l r31 T.tl 'j:

I..
.Content real:sxc I

and practical
I5 (0.6%) I 3 (1.0%)I

2. Enough the to
cave= materiai 33 <3.3f) __? (9.14)

I

24 (2.3%)

4. Questions satisfactorally
answered 5 (0.63)

5. Trainer aware of
participant skill level 11 (1.3%)

6. Trainer knowledgeable
and adequately skilled 8 (0.9%)

4 (0.50)

54 (7.5% 1

42 (5.0%)

12 (1.42) 64 (7.51)

5 (0.62) 15 (1.7%)

121 (14.i%

211 (24.3%)

273 (2L.30)

249 (29.1%)

245 (29.0%)

217 (25.4%)

129 (15.02)

I

5i9  (;I.:

337 (39.2

327 (61.5

549 (6i.C

549 (64.4

701. (81.7

*Final  evaluation forms  were not available Network-wide until 12/l/88. These data represent all
events for Which completed evaluation foms were submitted.
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EMORY AIDS  TRAINING NETWORK
EVALUATION REPORT

Apri l  1 ,  1989 - S e p t e m b e r  3 0 ,  1 9 8 9
-.A

QVE

4 . 3

3 . 8

4.1

4 . 2

4.1

4 .5

2 . 5

1 . 5

_..-

QUESTION PARTICIPANTS WI-IO ANSWERED” NO
-l- _=_
No. No.
% %

-4- ,=J-

No. NO.
% %

ANSWER

6 7
1 . 9

73
2 . (j

109
3 . (11

174-3
48.7

1588
4 4 . 4

CITL’J
0 . 6

9 6
2 . 7

ae
2 . 5

408 39Q 1735 915 5 9
11.5 1 1 . 0 49.0 25. 8 1 . 6

141
4. 0

32Q

9 . 1
1562
52.9

liU7
51.5

83 76 261 1737 1238

2 . 4 2.2 7.7 51.2 36.5

65
2 . 4

208
5 . 8

91
7 66.

31
1 . 3

131 .?47 1576 1366
.3. 7 9.9 44.9 38.9

26 97
(1. 7 2. 8

2066
59.2

9 2
? 6i.

l i l
3.1

2 1 6 6 1365 72
6 1 . 3 58.7 2 , I:)

1 9 2 0
88.5

250
11.5

1455
37.8

Realistic and Practical

Enough Time

Helpful and Adequate

Satisfactory Answers

Trainer Aware

Trainer Skill

R e a d  W o r k s h o p  A n n o u n c e m e n t * *

If Yes, Was it Adequate+*

* 1 = Strongly disagree
2= Disagree
3= Not sure
4 = &gree
5 = Strongly agree

** 1 = Yes
5 = No

TOTAL NUMBER OF RECORDS = 360.3

3d



APPENDIXV

Standardized Evaluation Approaches -- Current Version of "How Did We Do?" Form



HOW DID WE DO?
Today’s Date atve(stcrte wofmop/cmrerence  me

Please  arswer  all queslbns  thaughtfulty. YOU careful atbntlon  to these qudtom  will  he@  your  k7itructon  do a better Job.
Some of ihls Information  is required  by our federal fundlng  agency. Please don’t sign your name.

Circle one number for each statement: ,z. BSm zz *grr *v”9-r

The content was useful and practkat. -------I-..  W--B ______-_____I___._____I___ 1 2 3 4 i
There  - enough  time b covm all  b ~~~~~~~~~~~-~~~~~~~~~~~~~~~~~~~~~~~~ 1 2 3 4 5
Handouts and other teaching  aids were helpful and adequate. ---------,------- 1 2 3 4 5

I received satisfactory answers to my questions. - 1 2 3 4 5
The lnsttuctors  seemed aware of my particular skill level, and taught accordlngly.- 1 2 3 4 j

The Instructors seemed to have adequate knowledge and skill to teach this workshop. -- 1 2 3 4 j

Did you read a tralnlng  brochure or memo betore  you came? c l YES c l NO .)
If yes. did it give you a good ldea of what the training would tov&

c l YES c l NO

I I I I I ZIP code at’ your office

Your professional designation. Students, mark ~&JJR&  designation (circle one only).

Your work setting (Mark
9

1

2

3

4

16

In

Student In training

Health deportment

Community health center

OffIce. private practice

Hospital

Drug/alcohol program

the last six months, how

8 Denik~ 15

9 Dentai APhtant.  Hygienbt 16

10 socialwolku 17

11 l-bom?Mucatu 18

12 Pxychologbt 19

13 MetltalH&lhcoUnwbf 20

14 ch@can 21

NutWon@.  DWifbn 22

P-t, mownoSy  Tedl 24

STDWOlkU 25

Vllh=cM 26

NuM: AMe. Surguy  T&I 27

clulml stdf.seamt&

OUhOChWOfkU

28

29

23

the category that most tlosaly  describos your setting)

Home health agency

Community-based organlzatton

PrepaId  plan. HMO

Nursing home or personal care home

Mental health center

many HIV-Infected persons
have you provided servkos
for In your work setting? (Circle
one onty)

1 None

2 l-10 persons
I

3 More than 10 persons

4 Don? Know

largest l thnlc group in your
patlent/cliont  population.
(circle  one only):

1 Aslan/Pacik  Islander

2  Afrlcan American

3 Hispanlc/Latino

4 Nathfe  AtWflCOn

5 Whlte/Caucoslan

6CYT 189

Administrator

Aneslhetist.  Respnatory  Tech

volunteer

HaaIm  IIwmnce  Provider

Optomemst

Medical  Record,  sfxciaibt

%btonce &use Profebonal

(tilrcle one only).
Hospice

Migrant health  center

Governmental administrative OffICe

Medical center. UniveMV

Your personal ethnic group.

1 Aslan/Paclllc  Wander

2 Amcan  American

3 Hispanic/Latin0

4 Noiive  AIMiCOn

5 White/Caucasian

6
C



APPENDIXVI

Standardized Evaluation Approaches -- Tools for Follow-Up Study



WHAT WILL YOU DO DIFFERENTLY
AS A RESULT OF THIS WORKSHOP?

1. Please write one or two sentences on what you plan to do differently in
your work setting as a result of this training. Be as specific as you can.

2. Does The Emory AIDS Training Network have your permission to call you
in 6-12 weeks to follow up on this workshop in a S-minute conversation?

If yes, please complete this section:

Name:

Office phone: f 1
area code number ext.

Best time to reach you:

3. Separate this form. Turn in the top copy before you leave the
workshop. Keep the bottom copy for your records. _

l .

Thanks!
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IMPACT EVALUATION

PARTICIPANT’S NAME:

NUMBER CALLED

7.

8.

I’m Lenora Johnson, with the Emory
You attended a conference we sponsored on
Hyatt Regency, and was called “Learning to
support services for HIV-infected persons.

AIDS Training Network in Atlanta.
May 5th in Tampa. It was at the
Care.” The conference dealt with

At that time you completed a brief questionnaire for us, stating what you
planned to do differentlv as a result of the workshop. May I take 5 minutes to
ask yo a few followup questions about your plans?

D No, not willing
0 Yes, need to reschedule. (log above)
0 Yes, now. Continue

272



When you were asked what you planned to do differently as a result of the
workshop, you wrote: (Read Response Word For Word.)

1. Do your remember writing this response? 0 , yes 0 no

2. Have you taken any action to put that
plan into action? ck yes 0 no

If w, please describe what you have done.

If u, please state the reason(s) for not putting your plan into action.

273



3. As of today, do you consider
0 not begun at all
Q partially completed
0 totally completed
cl changed direction or

you plan:

g o a l

4. Do you expect to complete your plan, if
when?

you haven’t do so already? If yes,

Q do not expect to complete plan
Q yes, will complete plan within three months
0 yes, will complete plan in more than three months

5. Do you think this type of telephone followup is helpful to you as a
reminder?
Ll

6. Your agency:
Your position:
Your main job tasks:

yes Cl no

‘.._.’

(All remaining questions are for persons who have partially or totally completed
their plan.)

7. Was implementing your plan 0 part of your job?
cl a volunteer activity?

8. Did you have to secure special permission to put your plan into action?
c3 yes 0 no

9. How many other people have been involved in putting you plan into action?
none
l - 5

e
a .

6 or more
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.

10. Is your activity
time limited? How long or how often?

ongoing

1 I. Can you think of any added knowledge or skill that would help you
implement your plan?

Thank you for your time.

275



APPBNDIXVII

Approaches to Formative Evaluation -- "Trainer's Evaluation" Form



TRAINER’S EVALUAtIQ(  FORFi

Evaluation fa an aaaantial pm of aar  training qanmt systra. Ye ask that aach  consultant evaluate
her/his training went md  rka rrounmvdatfons. Plaua fill out this fora and return it along with the
other caaplatad  paperwork as spacifiad  in your contract within ona ueak  after yaw uorkshcp.

YaJR  NAM:

TRAINING TOPIC:

LDCATIDN: DATE(s):

CDNTENT

1. Did you racaiva  the advawa information  you needad  to prapara and dasign the session adaquatcly?
YES -No- Please off@; ruggestioirs  for inprovinO our plaminq  process.

2. Uerr EATN’r  training objactivas rt? YES _ N D - - If any uere  not aw, please explain:

.

3. Please describe  thou parta  of the training that worked wall.

4. Pleaaa  deaariba  those  parta  of the training  that did not work  well.

253
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EVALUATIOR RI TRAINER/Z

PARTICIPANTS

1. Were the participants appropriate for the session? YES _ NO _ ccmnents:

2. Uhat changes in psrticipnnt  uork behavior uould you predict as a result of this training7

GENERAL EVALUATION

1.

2.

3.

4.

5.

Who was your Local coordinator? Did you get adequate  help from a Local coordinator at the training

site? Were AV's and other local issues handled appropriately?

Uoutd you recarmnd using the same facility again? YES _ NO - Any modifications? YES _

NO - comnalts:

Please note any aMtim recammdatims  to inprove  the session.

Please note any a&itmaL training needs that you identified.

Other cammnts:

.

4m 254 Eapry AIDS Training Network thanks you for your efforts!



APPENDIX VIII

Evaluations Conducted -- Summary Formative Evaluation of Year 01 Events



QUEST ION

EVCILUATION  REPORT

Emory &IDS Training Network

Apri l  l? 1988 to Harch 31, 1989

Realistic and Practical

Enough Time

Helpful and Adequate

Satisfactory Answers

Trainer CIware

Trainer Skill

Read Workshop Announcenent**

If Yes, Was it Adequate**

- 1s Strongly disagree
2 = Disagree
3 I Not sure
4 = llgree
5= Strongly agree

. . 1 = Yes
5 = No

-l- _2_ -3s -4- -‘;_

No. No, No. No. No.
% x % % %

ANSWER GIVE

36 44 91 1456 1563 38
1.1 1.4 2 . 9  4 5 . 6 49.0 1.2

104 402 418 1485 753 bb
3.3 12.7  13 .2  47 .0 23.8 2.0

56 127 319 1499 1100 127
1.8 4 . 1  1 0 . 3  4 8 . 3 35.s 3.9

61 75 232 1425 1168 267
2.1 2.5 7 . 8  4ti.l 39.4 8.3

59 97 333 1322 1310 107
1.9 3 . 1  1 0 . 7  4 2 . 4 42.0 3.3

40 .17 51 989 2033 90
1.3 0 .s 1.6 31.6 65.0 3.0

2375 707 66
75.1 24.9 2.0

2125 159 943
93.0 7.0 29.2

PARTICIPANTS WHO ANSWERED’ NO

4.4

3.8

4.1

4.2

4.2

4.6

2.0

1 .3

299

rnTAI  NUblilER O F  R E C O R D S  = 3228



EVC\LUATION  REPORT

Emory AIDS Training Network
Apr i l  1 , 1989 to Present

03121190

QUESTION PARTICIPANTS WHO ANSWERED’ NO
-t- -2-
No. No.

x i!

_3_

No.
.I
h

-4-
No.

%

_5_

No.
x

ANSWER AVE

88 88 135 2489 2308 34
1.7 1.7 2 .6 48.7 45.2 0 . 7

123 541 583 2525 1288 82
2 . 4 10.7 11.5 49 :9 25.5 1.6

116
2 .3

180
f 6‘_ .

93
1.9

441 2638 1584 183
8.9 53.2 31.9 3 . 6

100
2.1

346 2538 1756 315
7 . 2 52.6 36.3 6.1

112
2 *’.L

165 461 2291 1961 152
3 .3 9 . 2 45.9 39.3 3 . 0

67
1 .3

2935
58 .5

34 123 1790 2959 167
0 . 7 2 .s 36.0 59 .5 3 . 2

2084 123
41 .5 2 . 4

2600 376 2165
87 .4 12.6 42.1

4 .3

3.9

4.1

4 .2

4 .2

4 .5

2 .7

1 .5

R e a l i s t i c  a n d  P r a c t i c a l

Enough Tine

Helpful and Adequate

Sat is fac tory  Answers

T r a i n e r  CIware

T r a i n e r  S k i l l

Read Workshop Announcement**

If Yes, Was it Adequate**

l 1s S t r o n g l y  d i s a g r e e
2 = Disagree
3 = Not sure
4 = Agree
5= Strongly agree

*. 1 = Yes
5 = No

.
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APPENDIX IX

Evaluations Conducted

Instruments for Evaluating Nurse Train-the-Trainers



1.

2.

3.

ry? 3a.

4.

5.

6. What percent of your time is allotted for the following:

Train-the-Trainer
Emory AIDS Training Network

Emory University School of Medicine
Atlanta, Georgia 30322

Your ID

Pretest

Geographical location - G A NC

-FL AL

Community: Urban S u b u r b a n

-SC

Other

Rural

Professional position (please specify type of nurse)

If other than a nurse, please specify profession

Your highest degree

HOW many years of post-degree professional practice experience do you
have?

a. direct patient care
b. administration and policy making
c. supervision of clinical staff
d. community education
e. pre-service preparation
f. training

g* other

3 of 23278
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Train-the-Trainer
Emory AIDS Training Network

Emory University School of Medicine
Atlanta, Georgia 30322

‘._.

Your ID

Post Test

1. Geographical location GA NC - S C

FL AL O t h e r

___i

287
-_,_/.’
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f7
For each of the following questions please circle the response which best
represents your confidence level in:
area, and 2.)

1.) Your knowledoe  about the subject
your skill in teaching others about the subject area.

definitions:

PWA: Person with AIDS

HIV: Human imunodefeciency virus or HIV infection (the disease
process)

AIDS: the end stage of HIV infection characterized by a variety of
opportunistic infections.

1. How confident are you that you have the knowledge ano skills to
provide referral sources for someone who is HIV positive and in need
of financial and social assistance?

E(nowledse of necessary content:
quite not at all

confident confident
1 2 3 ' 4 5 6 7

Skgiltan teaching others how to access referral sources:
not at all

confident confident
T---a 1 2 3 4 5 6 7

2. In general, how confident are you with your ability to reach people
about AIDS as it relates to working with IV Drug users?

Knowledae of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skgttin teaching others how to work with IV drug users:
not at all

confident confident
1 2 .3 4 5 6 7

3. How confident are you with your knowledge and ability to teach about
the commonly used test for HIV antibody and the Western Blot?

Jfnowledae  of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

_

*Skgiltn presenting appropriate information:
not at all

confident confident
1 2 3 4 5 6 7

288
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4. How comfortable are you with your ability to teach about the. .
transmission of the HIV virus?

Knowledae of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skill in teaching others about transmission:
guite not at all

confident confident
1 2 3 4 5 6 7

5. How confident are you with your ability to teach people
identify the early symptoms of HIV infection?

Knowledae of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skill in teaching others how to identify early symptoms
quite not at all

confident confident
1 2 3 ' 4 5 6 7

how to

of HIV:

6. How confident are you that you have sufficient knowledge to teach
effectively the issues regarding a person's psychological reaction to
testing positive for the HIV antibody?

Rnowledue of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skill in teaching others the issues regarding a person's psychological
reaction to testing positive for the HIV antibody:

quite not at all
confident confident

1 2 3 4 5 6 7

289
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Y---Y 7. How confident are you that you have Sufficient skills and knowledge to
teach what the experience of living with an AIDS diagnosis is like?

m of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skilb in teaching others what the experience of living with an AIDS
diagnosis is like:

quite not at all
confident confident

1 2 3 4 5 6 7

a. How confident are you that you have sufficient skills and knowledge to
teach about the stress
family, caregivers and

Knowledse of necessary
quite

confident
1 2 3

of providing care for a person with AIDS (for
professionals)?

kontent:
not at all
confident

4 5 6 7

Skill in teaching others about the stress of providing care for a
Person with AIDS (for family, caregivers and professionals):-

quite not at all
confident confident

1 2 3 4 5 6 7

9. How confident are you that you have sufficient skills and_ _ .
knoxledge  to.

teach about loss and grief issues for the caregivers or persons with
AIDS (for family, caregivers and professionals)?

Knowledae of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skill in teaching others about loss and grief issues for the
caregivers of persons with AIDS (for family, caregivers and
professionals):

quite not at all
confident confident

1 2 3 4 5 6 7

l

15 of 23
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1 0 . HOW confident are you that you have sufficient knowledge and skill
identify HIV health care issues particular to Communities of color;_

Knowledae of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skill in teaching others how to identify HIV health care issues
particular to communities of color:

quite not at all
confident confident

1 2 3 4 5 6 7

11. How confident are you that you have sufficient knowledge and skill to
identify the special problems related to care of AIDS patients in
special populations?

Knowledse of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skill in teaching others how to deal with the special problems related
to care of AIDS patients in special populations:

quite not at all
confident confident L-'

1 2 3 4 5 6 7

12. How confident are you with your knowledge and skill in teaching
professionals how to take a sexual history?

Knowledae of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skill in teaching others how to take a sexual history:
quite not at all

confident
1 2 3 4 5 6 7

291 16 o f  :~_/



n 13.

1 4 .

1 5 .

How confident are you that you have sufficient  knowledge to teach ways
to effectively deal with deteriorating mental status/dementia due to
HIV related infections?

JQowledcre of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skill in teaching others how to deal with deteriorating
status/dementia due to HIV related infections:

quite not at all
confident confident

1 2 3 4 5 6 7

mental

theHow confident are you with your ability to teach people
epidemiology of HIV infection and AIDS from the global and state
perspective?

Knowledae of necessary content:
quite

confident
1 2 3 4 5

not at all
confident

6 7

Sk$iltn presenting appropriate information
not at all

confident confident
1 2 3 4 5 6 7

HOW confident are you that you have the knowledge to teach ways to
identify common opportunistic infections of AIDS patients and the
appropriate treatment?

Rnowledue of necessary content:
quite

confident
1 2 3 4 5

not at all
confident

6 7

Skill teaching others how to identify and treat common opportunistic
infections of PWA's:

quite not at all
confident confidentT

1 2 3 4 5 6 I

17 of 23
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16. HOW confident are you that you have the knowledge and skills to tep '-
the healthy immune system and its functioning after HIV infection?,_,:

Knowledae of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skill in teaching others the symptoms of a HIV compromised immune
system:

quite not at all
confident confident

1 2 3 4 5 6 7

17. How confident are you that you have sufficient knowledge to provide
community or ore-service education regarding the care of someone with
HIV infection?

Knowledce  of necessary 'content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skill in providing community or pre-service education regarding care
of someone with HIV infection:

quite
confident

1 2

not at all
confident ‘.L/'

3 4 5 6 7

18. How confident are you with your ability to tailor your presentation to
meet the needs of diverse audiences?

guite not at all
confident confident

1 2 3 4 5 6 7

293 18 of  2 :
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,p 19.

a.

b.

C .

d.

e.

f.

20.

a)

b)

c)

d)

How confident are you that you have sufficient knowledge to (1)
plan/organize, and (2) deliver the following types of training
formats:

PLAN/ORGANIZE a
very not at all very

confident confident confident

two hour lecture 1 2 3 4 5 1 2 3

four hour(half day) 1 2 3 4 5 1 2 3

one day workshop 1 2 3 4 5 1 2 3

two day workshop 1 2 3, 4 5 1 2 3

in-service update 1 2 3 4 5 1 2 3

For nursing faculty:

not at all
confident

4 5

4 5

4 5

4 5

4 5

How confident are you that you have sufficient knowledge to (I)
plan/develop, and (2) implement AIDS education in nursing curricula?

quite not at all
confident confident

1 2 3 4 5 6' 7

Please rate your comfort level in dealing with the following training
related issues.

very not at all
confident confident

targeting messages 12 3 4 5 6 7

large.audiences (+50) 12 3 4 5 6 7

responding to questions 1 2, 3 4 5 6 7

adjusting presentation to
sponsoring agency's
time limits 12 3 4 5 6 7

e) using print and other
teaching aids 12 3 4 5 6 7
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--

21.

a.

b.

::
e.
f.
g*

h..

3:
k.
1.

m.

22.

TO what extent do you believe that each of the following can transmit
the HIV infection?

Definitely Probably -___:-
Can Can

Probably Definitely
Cannot Cannot

needlestick with
an infected needle
mouth-to-mouth CPR
sharing coffee cups
shaking hands
touchiny  equipment
being in the same room
cleaning blood-free
vomitus
toilet seats
bedsheets
assisting at autopsy
emptying bedpans
being sneezed or
coughed on
donating blood
(risk to donor)

3 2 1
3 2 1
3 2 1
3 2 1
3 2 1
? 2 1

1
1
1
1 '
1

4 . 3 2 1

4 3 2 1

What three (3) things are you likely to do differently when you return
to your worksite? Please‘list.

a.1

.

Thank you very much.
g/15/89  EATN

adapted from: WAMI-ETC
PRETESTZ.DOC

.
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ACTION PLAN

Name:

1.

2 .

Emory AIDS Training Network
Emory University
Atlanta, Georgia

Where will you implement AIDS education?

How do you intend to incorporate AIDS education in your
nursing program?

3 . Approximately how many people will attend each training
or education program?

4. How many hours each day will be devoted to AIDS
education?

5 . Briefly, describe your students.

If you identified any education/training barriers(e.g.
cultural, language, educational level, community
resistance) on the community assessment that you
completed in preparation for this course, what are your
plans for overcoming these barriers?

. .

296 21 of 23



7. Identify specific people who can help plan or conduct the
educational programs.

If you identified any gaps in educational resources when
you completed the community needs assessment form, how do
you plan to fill those gaps?

9. Do you intend to reach other populations besides your
nursing students? Who are they and how will you reach
them?

10. How do you plan to evaluate the educational programs?
What will you use as the criteria?

11. Do you anticipate any problems in planning, implementing
or evaluating your AIDS education program?

297 22 of 23



12. If you anticipate problems, how do YOU plan to address
them?

13. Choose three ideas, exercises' or training methods that
you have learned in this training and explain how you
would incorporate them into one of your own AIDS
educational programs.

14. Diagram a tentative timeline for planning and
implementing AIDS education in your nursing curricula or
workplace. Start by selecting a program or series of
programs you plan to conduct in your school and then set
a target date. Work backwards when filling in your
timeline, starting with the target date. Include when
you gather the resources, market and conduct the
training, Consider how long you will need to promote the
program, line up speakers, etc.

Program Title Target Date

Action . t. . ..Nov. . .. . . l

: : : : :
. . .

: : : : ..
. .. : : :
.. : : : ..
. . .. : :
: : : : ..
: . . . .. .
: : : : :
: : : : :
: : 2 : :

.: : .* .. . . 4
: : : : ..
: . : .. :



APPRNDIXX

Evaluations Conducted

Interview Schedule forkRetrospective  Formative Evaluation
of Grady Memorial Clinical Tutorial



.

Pollow-up Clinical Tutorial Evaluation.

hrofr8sion:  _

Typa of Work Smtting:

New that you are months out from the clinical kutorialr

a.) Whclt am the things you r8call?
.

IL) What did you learn that yoia havwVt used?

Cl What have you needed that you dfdn.'t  get?

d.) Do you feel you need a refresher?



a-1 HOW many HIV infected patients do you se* a month?

Baforr tu*orial:

Today:

f.) what transmission categories do meet of your patients come from?

g.) What is the single most helpful thinq you Irarnrd?

h.) Following are a list of five topics covered in the tutorial.
Please rate each item as it relates to you today.

14

24

3*)

44

W

New patient evaluation and work-up

Evaluation and follow-up of patients dis-
charged from the hospital

Evaluation and continued plan of care for
patim& on AZT and Other IiIV related
medications

Didactic session on Clinical Manifesta-
tions of HIV Disease

Didactic session on Diagnosis and Manage-
ment of Opportunistic Infections

l=most helpful
!5=least helpful

12 3 4 5

12 3 4 5

12 3 4 5

12 3 4 5

12 3 4
----/



APPBNDIXXI

Evaluations Conducted

Evaluation of University of South Florida's Hental Health Clinical Tutorial



HIV CLINICAL TUTORIAL WORKSHOP
EXTENDED EVALUATION FORM

Please answer all questions thoughtfully. Your honest and specific feedback will help us make these
workshops increasingly valuable training experiences. We high/y recommend that you record
your thoughts and commends  throughout the course of the
the end of each session will ensure thorough and accurate notation of

workshop. A moment or two at
important reactions and comments.

Ratinas of Sessions and Instructors:
(Space is given for ratings of each session and for ratings of each instructor/presenter. Please

comment on the content and format of each session, and on the presentation style, organization 3nd
clarity of each presenter. Suggestions for ways to improve ,each session and constructive feedback for
presenters are

Wednesday:

lo:45  AM --

most welcome.)

Mental Health Overview (Michael D. Knox, Ph.D.)

12:15 PM -- Medical, Psychiatric and Historical Issues (Charles F. Clark,’ M.D.) .

_______-_____-_--___~~~~~~~----~-~~~~~~------~-~-~-~-~~~---~-~-~--
--______---______--_~~~~~~~~~----~~~-~~~~--~-----------~-~~~~~~~~~~
-____---_____--_-___~-~~-------~_------------~-~~_~----------------
_-__-_--________-___~-------~-~~~--------~~~---~~~------~----------
__-_----_____----__-----~-~~~~~--------~~-----~-------~----------

3:30 P M -- Neuropsychological Assessment (Timothy Boaz,  Ph.D.)
-------------------V------w-------------- ---_-------_________---
____--_-__---_---_---------~-~~-~~~~~~~--~~~~~--~--------------
_-------------__--------_-____---____--_-__-------------------
-------_--------__--~~~~~~~~~~~----------------~~~~-~-----------

Thursdav:

8:15  AM/lo:00 AM -- &pent  Assessment at the lmmunodeficiencv C/in&
_-_-__--_--------_-------______________------------------
--_--___---______-----------__-________-_____-----------------
----------_----------~~~--------------____-_-_--__--_____---

8:15 AM/lo:00 A M -- Videotapes and Discussion
-_--____----___-_-----------_____________---------------------
-_-------__-------__-~~~~~~--~~~~~~~~- _________---_----____
________------___---~-~~-~~~~~~-~~~~~~~~_____-----------------



I:00 PM -- HIV/AIDS Medical Update (Robert P. Nelson, M.D.)
--____--___---__-___--------___________________-_______________-
---__--____---_______--__-__________________________ ----------_-
~--------__--_______-----_-___---------___~~__~----~________--~ ---
__-___-_____________---_---_____--------___-__--_----_____________- \__/-,

2:15 PM -- Suicide Risk Assessment (John C. Ward, Jr., Ph.D.)

395 PM -- Depression and Cognitive Therapy (Michael G. Dow, Ph.D.)

7:00 PM -- &port  Groups of the Tamoa AIDS Network

8:30 AM -- Network Meetina for Health Care Providers - - - -

930 AM -- Psvchoeducaiional  AIDS Module

11:OO AM -- Prevention and Ctient Training Issues (Martha F. Anker, Ph.D.)
---___-----______-__--____________________-________-_--___________
---------____-_--__I______--_~~_~~~---_-~------~-----~__---

-------aa-------- -----_--_---_____---________________c___---~~~-~~

--____-----___________________________________________-___________

1:OO PM -- Issues of Chronic and Terminal Illness (Jeremy S. Gaies, Psy.0.)
_______------____________-_______________________-______---__--
____---_----________-__-_____________________--------__---
______------_________-----_________I________-_-__-----_---

--____----__________________________________________-__--______

2:00 PM -- Ethical Issues (Frank Chessa, M. A.)
--_-_---_____________________________________-______--________
_--_-___-____________________________~_______~~~_~~~_~~----------~-

L_l-------_____________________________________________--_____-____
-____----___________________________________________--_--_--___



-of Format: (Please comment of the following features)

Pacing of Workshop Sessions
__-I------____--__------~~~-~~---~--~~~~~~~-__-_____-________

Lunches and Breaks

. of WorkshoD Materials:

Brochure -______-_ ___ -----
____-_--_-___-_-____----~----_--~--------~_~~------------------~~
I n f o r m a t i o n  B i n d e r s - - -

Please use the following space to comment on any other aspects of the tutorial program, as well
as to summarize your thoughts and feelings about your experience in the workshop:

-------__________________~__________~~~~_____________________~_---~
----____--------___---------------------------c_-_---------____ ---

---_-----_________________________________________________------
----__-_________________________________________________________
---_________________________________________________________~_______
---____________________________________ -_-___________--____---
---_-________________________._____,______,_______,_____,_.______,____
---_-_-_________________________________________________________

Thank you for helping us make the HIV Clinical Tutorial Workshop Program
as clinically valuable and interesting a program as possible!



AIDS/HIV  KNOWLEDGE --/

(Note: HIV stands for Human lmmunodeficiency Virus, which is the virus that causes AIDS.)

1.

2.

A person can be infected with HIV and not have the disease AIDS.

There are no documented cases of HIV positive individuals
committing suicide shortly after being told of their infection.

3. When donated blood is screened for HIV antibodies, there is still
a small chance that a person could be infected with HIV by
receiving a blood transfusion.

4. Neuropsychological difficulties may be one of the first problems
to develop as a result of HIV infection.

5. Having sex with an
of acquiring HIV.

HIV infected person is the most common way

6. Some HIV infected individuals may be admitted to a mental health
facility because of neuropsychiatric symptoms of HIV infection.

7.

a.

9.

10.

11.

12.

It is impossible to get AIDS from sexual intercourse if you use
condoms carefully.

Tt is theoretically possible for a woman to acquire HIV infection
by giving oral sex to an HIV infected man.

If a nurse is accidentally stuck by a needle used on an HIV infected
person, she will almost surely become infected with HIV.

A person can be infected with HIV for several months before
he/she tests positive on an antibody test.

Sometimes a child born of an HIV infected mother may change from
positive to negative on the HIV antibodies test.

If an HIV positive client states that he/she will be sexually active
with a specific person and refuses to notify the partner of the
infection, and condoms will not be used, the mental health
professional may have a legal obligation to notify the partner

of the risk.

13. Some people will test positive for HIV on the screening test (ELISA) 1
even if they are not infected with HIV.

True False

1 2

1 2

1 2

1

2



14.

15.

16.

17.

18.

19.
/“4

20.

The HIV antibody tests indicate whether an individual has AIDS.

As long as you and all of your sexual partners are exclusively
heterosexual, having many sexual partners does not increase your
risk of HIV infection.

Some symptoms of HIV infection may include (but are not limited
to): forgetfulness, poor concentration, psychomotor retardation,

apathy, and social withdrawal.

True False

1 2

1 2

1 2

Studies have shown that there have been no major changes in sexual 1
behaviors among gay males since the AIDS epidemic became well
known.

Mental health professionals should consider the possibility of AIDS 1
related neuropsychological or psychiatric symptoms if a patient has

a history of high risk behavior.

All persons who are infected with HIV will develop AIDS within the 1
first five years after exposure.

Most people who have been infected with HIV show symptoms of
serious illness within 6 months.

1

2

2



AIDS/HIV OPINION SCALE

Below are statements regarding HIV infection and AIDS.
Please indicate whether you agree or disagree with the statement.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

if I had a choice, I would prefer to avoid working with an
HIV infected person.

I think medical professionals and paraprofessionals working
in a general medical facility should not be required to work

with HIV positive patients.

I think mental health professionals and paraprofessionals
working in a mental health facility should not be required to

work with HIV positive patients.

I think substance abuse professionals and paraprofessionals
working in a substance abuse facility should not be required to
work with HIV positive patients.

I would be afraid of acquiring AIDS if I worked on a unit with
HIV positive patients.

I think that all mental health inpatients should be tested for
HIV antibodies.

I think that all substance abuse inpatients should be tested for
HIV antibodies.

I think that all mental health outpatients should be tested for HIV
antibodies.

I think that all substance abuse outpatients should be tested for
HIV antibodies.

I think that all staff at my facility should be tested for HIV.

I think mental health and substance abuse inpatients who are
HIV positive should only be treated on specialized units for HIV

positive patients.

I would try to avoid working

I do not believe that an HIV
admitted to my program.

with patients who are HIV positive.

positive individual should be

AGREE DISAGREE

1 2

1

1

1

1

1

1

1

1

1

1

1

1

2

2

2

2

2

2

2

2

2

2

2

2 -*-’



If you were involved in one of the following situations with an HIV
infected client, what are the chances that YOU  could acquire the HIV

I

infection?
1 VERY LIKELY 4
2 SOMEWHAT LIKELY 5
3 POSSIBLE, BUT UNLIKELY

PRACTICALLY IMPOSSIBLE
IMPOSSIBLE

34. Patient sneezing or coughing on me

35. Mouth to mouth CPR on a patient

36. Being bitten by a patient

37. Being spit on by a patient

38. Being stuck by a needle which was used on

VERY LIKELY

a patient

39. Directly touching patient’s blood when applying pressure
to stop bleeding 1

REASON FOR DISCCIMPCRTSCALE

4

IMPOSSIBLE
5

5

Below is a partial description of individuals who could be admitted to your program. Based
. .solely on this information, please circle the number that rnaates  the level of personal

discomfort you would have in working with each type of client.

40.

41.

42.

43.

44.

45.

46.

47.

NO MUCH
DISCOMFORT DISCOMFORT

Has major depressive disorder 0 1 2 3 4 5 6

Is homosexual 0 1 2 3 4 5 6

Is an IV drug user 0 1 2 3 4 5 6

Has AIDS 0 1 2 3 4 5 6

Has hepatitis B 0 1 2 3 4 5 6

Is a homosexual who is HIV positive (infected with HIV) 0 1 2 3 4 5 6

Is terminally ill 0 1 2 3 4 5 6

Is HIV positive (infected with HIV) 0 1 2 3 4 5 6

48. Is a child molester 0 1 2 3 4 5 6



RESPONDENT DATA SHEET

1. Age: - - - -

2. Sex: _ Male
_ .Female

3. Ethnic Group: _ Asian-American
_ Black
_ Hispanic
_ Native American
_ White
_ Other

4. Marital Status:

5. Education:

6. Occupation:

_ Single, never married
_ Married
_ Cohabitant
_ Separated/divorced/widowed

_ Some college
_ College degree
_ Graduate studies
_ Master’s degree
_ Doctor of Medicine (M.D., D.O., etc.)
_ Doctorate (Ph.D., Psy.D., Ed.D., etc.)

_ Nurse
_ Counselor
_ Social Worker
_ Psychiatrist
_ Psychologist
_ Mental Health Administrator
_ Other



HOW DID WE DO?
,- Workshop Title: HIV Clinical Tutorial Workshop

Date: 2/28-3/2/90 City and State: Tampa, Florida

Please answer all questions thoughtfully. Your careful attention
to these questions will help your trainer do a better job.
Please don't sign your name.

1. Was the content useful and practical?
Strongly
Disagree

1 2 3 8 4
Number: 0 0 -0 '0
Average: 5.00 Total Number

2. Was there enough time to cover all
Strongly
Disagree

1 ' 2 3 4
Number: 0 1 ” 0 3
Average: 3.50 Total Number

Strongly
Agree

5
4

of Respondents: 4

the material?
Strongly
Agree

5
0

of Respondents: 4

3.' Were the handouts and other teaching aids helpful and
adequate?

Strongly Strongly
Disagree Agree

1 2 3 4 5
Number: 0 1 0 0 3
Average: 4.25 Total Number of Respondents: 4

4. Did you receive satisfactory answers to your questions?
Strongly Strongly
Disagree Agree

1 2 3 4 5
Number: 0 0 0 0 4
Average: 5.00 Total Number of Respondents: 4

5. Did the instructor seem aware of your
level, and teach accordingly?

Strongly
Disagree

1 2 3 4
Number: 0 0 0 1
Average: 4.75 Total Number of

particular skill

Strongly
Agree

5
3

Respondents: 4

6. Did the instructor seem to have adequate knowledge and skill
to teach this workshop?

Strongly
Disagree

1 2 3
Number: 0 0 .O
Average: 5.00 Total

Strongly
Agree

4 5
0 3

Number of Respondents: 3



7. Did you read a workshop announcement
workshop today?

Yes No
Number: 4 '0
Total Number of Respondents: 4

before you came to the

If yes, did it give you a good idea of what the workshop
would cover?

Yes No
Number: 4 0
Total Number of Respondents: 4

8. Please write down one fact or idea from the workshop that
you learned, and that seems important to you:

COMMENTS: Early identification of HIV infected persons is
desirable both in terms of their health and welfare or larger
society./HIV positive-AIDS is treatable to improve quality of
life./HIV infection can be a very long term illness because of
advances in medical profession./Anonymous testing should be
encouraged but not required.

9. What will you do differently at work as a result of this
workshop?

COMMENTS: Require cognitive assessment or AIDS patients and
develop social support groups for AIDS victims in prisons./1 will
support and encourage AIDS-HIV counseling and networking in our
community./Training of staff will be better and in depth./Not
being so confrontive about denial of fatality as it serves an

_-_

important function to help quality of life.

10. Please evaluate your instructor. If there were two or more
instructors, be sure to mention each by name. How can the
instructor do a better job next time?

Comments: All of the instructors were quite good, but I think
some were a little better than others because of their visual
aids and-or distribution of hand-outs covering the lectures./
Jeremy Gaies was a good facilitator and presenter.
group on time, on task without being aggressive.

He kept the
John Grannan

was available during the sessions and for the community support
group which was very helpful. Robert Nelson was excellent in his
ability to communicate and demonstrate knowledge, warmth and
empathy to us and the patients./Dr.
keeping the workshop a whole.

Gaies did an excellent job by
All instructors were very

knowledgeable in their fields and presented their research well.
It could be hard to single one of them out./All instructors were
exceptional speakers who gave useful practical information
(except John Ward Jr. Ph.D., but this could partially be due to
me having extensive training in this area).



11. In your opinion, how could this workshop be improved?

COMMENTS: Developing handouts for‘each lecture. Including
discussion of specific cases in which medical and mental health
care is provided simultaneously./Expanded-more time, probably a
week to be able to more fully share the ideas and experiences
since it is intense./With  a full workshop that would give the
latest development in AIDS research and training./Have  AIDS-HIV
and panel be on last day. Extend workshop to 4 or 5 days.

12. What are your future AIDS training needs?

COMMENTS: Specific mental health intervention, including
psychotropics that may be useful for,the  AIDS-HIV
patients./Updates  in all areas as new information becomes
available./Positive updates./Updates  on recent changes in all
aspects (medical, social, cultural) etc.



HIV CLINICAL TUTORIAL WORKSHOP
EXTENDED EVALUATION FORM

Please answer all questions thoughtfully. Your honest and ti
specific feedback will help us make these workshops increasingly
valuable training experiences. We highly recommend that you
record your thoughts and comments throughout the course of the
workshop. A moment or two at the end of each session will ensure
thorough and accurate notation of important reactions and
comments.

Ratings of Sessions and Instructors:
(Space is given for ratings of each session and for ratings

of each instructor/presenter. Please comment on the content and
format of each session, and on the presentation style,
organization and clarity of each presenter. Suggestions for ways
to improve each session and constructive feedback for presenters
are most welcome.)

Wednesday:
10:45 AM -- Mental Health'Overview  (Michael D. Knox, Ph.D.)

Good historical overview, I needed statistical information-would
benefit from current available resources to be included./Slides
could be more up to date. Presentation should be a biti longer
since it sets the stage for all follow-up questions./Informative
but not as up to date as I would hope it could be (with the
slides)./Good overview; would be helpful if hand-outs of the
presentation were provided, given the rapid pace of the
presentation.

12:15 PM -- Medical, Psychiatric and Historical Issues (Charles
F. Clark, M.D.)

Was very interesting and gave some things to think about. Prior
to discussion, did not think of practical reasons to consider HIV
testing to be requirement. However, still think society problems
hold much weight. Would have liked to hear more pros and cons to
required testing./Vqry interesting and thought provoking
presentation. Well presented, clearly stated and touching on
many aspects and concerns./Interesting and informative, but
unrealistic in proposing religious groups will provide AIDS
patients assistance (particularly if they are unrepentent
victims). Cultural historical perspectives very interesting./
Excellent presentation, including time left over for discussion.

1:45 PM -- Panel Discussion

Very informative, but would have preferred to have them last day
after more information was obtained./Found the discussion very
stimulating and informative. Appreciated the opportunity to
speak with AIDS patients and hear their sides. Was surprised at
some of their attitudes./Excellent - very helpful to be able to

'j



interact with AIDS people,
Excellent.

both formally and informally./

3:30 PM -- Neuropsychological Assessment (Timothy Boaz, Ph.D.)

speaker  appeared to have good base of knowledge. I felt rushed
during the presentation as time was running out--would have liked
lengthy discussion in this area./Found the subject quite
interesting, but felt that this area,will  have little application
to the Mental Health Centers I work with. Wish I had more staff
and-or money to do in-depth neurological assessments./Less
interesting -
needs./Fair,

probably not useful material as presented for my
needs more explicit and comprehensive information./

Thursday:
8:15 AM/lo:00  AM --
Clinic

Patient Assessment at the Immunodeficiency

Fascinating - brought up some legal, ethical and medical concerns
I would not have thought of./Would not have missed it for
anything. Allowed us to listen to the concerns of AIDS patients
and the upbeat attitudes of Dr. Nelson./Excellent--Not  long
enough. Really enjoyed watching the process behind the scenes
and with patients who are in earlier stages of information.(SIC)/
Excellent: very helpful to observe the interaction between
patient and physician.

*n
8:15 AM/lo:00 AM -- Videotapes and Discussion

Very informative especially "buffer zoner@./The Buffer Zone was
very relevant and I will hope to use it in AIDS education of my
staff. Found first video tape too salesman-like./Second film
better than first. I would like a copy for our Mental Health
Center./Fair; not very helpful or interesting.

1:00 PM -- HIV/AIDS Medical Update (Robert P. Nelson, M.D.)

Not really enough time for questions - would have liked handouts
on this discussion of medical processes./Very clear explanation
and medical update./Appreciated  the follow-up from this morning's
clinic visit./Good speaker-presenter. Clear and informative-
personable. I would have liked more time with him. HiS
description of '*Star War AIDS" was very descriptive. Very good;
informative; would be good if he could discuss a particular case
in which he referred for mental health services or wished he
could have.

2:15 PM -- Suicide Risk Assessment (John C. Ward, Jr., Ph.D.)

Since I have had lots of training in.this area, I did not find
topic useful. Also speaker was not a good presenter./Although

r‘,
this area is an important part and an integral part of the
workshop, for me it was an 'told hat11 having to do suicide



assessments in emergency services./Monotone voice was a problem
for my attention-hypnotic./A little too general, but fairly good.

3:15 PM -- Depression and Cognitive Therapy (Michael G. Dow,
-._j

Ph.D.)

Excellent, helpful information. Enjoyed receiving handouts as
they will be useful in.my therapy with all depressed clients./The
same as above applies to this part of the workshop./Good
interaction and handouts. There wasn't as much time for dialogue
as I would have liked. I think this portion could be
expanded./Good.

7:00 PM -- Support Groups of the Tampa AIDS Network

It was refreshing to see supportive family members and to hear
how disease has affected them in caring for their
friends./Parents and friends group gave me many ideas but also
made me realize what an uphill battle it will be in our area./1
felt intrusive for being there the whole time. Even though I
willing to participate, I felt it stole something from their
intimacy. I would have been more comfortable if it was a
voluntary group at the university./Excellent to hear,from the
victims, what is helpful about the group.

was

Friday: 8:30 AM --Network Meeting for Health Care Providers

Very enjoyable. It was nice to see a well organized group that
exchange information on available resources./Astonishing amount
of cooperation and resources, but I guess this is the difference
between urban and rural areas./Impressive--so many people and
agency participation./Fair.

9:30 AM -- Psychoeducational AIDS Module

Good to see group in action./Well'presented AIDS education
course. Participation of center excellent. Also shows need for
continuing education of presenters because of advances in AIDS
research./Excellent-staff and patients were so well informed,
comfortable. Gave me hope in starting a group in my
agency./Excellent opportunity to see first hand the teaching of a
very important skill to mentally disordered patients.

11:oo AM -- Prevention and Client Training Issues (Martha F.
Anker, Ph.D.)

It was helpful that she provided historical background and shared
the stumbling blocks they encountered in forming group--excellent
speaker./Good discussion about possible pitfalls and their
solutions./Good./Good resource information and animated presenter
made asking guestions easier.



1:00 PM -- Issues of Chronic and Terminal Illness (Jeremy S.
Gaies, Psy.D.)

Very helpful, useful information./Very stimulating and quite
thorough discussion of various topics concerning AIDS and
terminal issues./Very good--showed the importance of good all
around care to extend and provide quality life./Good overview of
relevant issues; could be improved through use of actual case
example and the care given on the care needs of these cases.

2:00 PM -- Ethical Issues (Frank Chessa, M.A.)

Good debating material. He was very patient with us as we were
very verbal and he did not get much time to present
material./Enjoyed looking at AIDS related issues and dilemmas
through the eyes of the philosopher.' Found this session somewhat
short but very stimulating./Excellent, not nearly enough
time--Definitely should be longer./Good overview of relevant
issues although, much of it I did not fully understand,
particularly distinotion between systems of ethics.

Ratings of Workshop Format
(Please comment on the following features)

Pacing of Workshop Sessions

Felt needed more time with almost all speakers./Well done and in
good progression./Quickly paced time flow./Good.

Lunches and Breaks

Good./Sufficient time, enjoyed informal discussions./Adequate./A
few more breaks would probably facilitate better attention and
retention of information.

Facilities

Good./Excellent./Comfortable./Excellent.  Three-Day Format

Should be lengthier. However, this may be impractical from a
marketing perspective./Area  to be covered is so large that more
days could be used, but it would be difficult to get away from
work./Too brief for so much--very intensive./Excellentt  cannot
cover all of the good material and information in less time.

Ratings of Workshop Materials

Brochure

Should have been more specific about length of day./Very good and
useful./Well done--good variations in type and style for ease in
scanning or reading./Excellent.



Information Binders

Excellent./Very  good./Quality-- I'm glad I can take them to my
agency to start our library./Excellent.

Please use the following space to comment on any other aspects of
the tutorial program, as well as to summarize your thoughts and
feelings about your experience in the workshop:

Enjoyed. Extremely useful material. Pleased with experiential
components as it gave a lot more information than speakers could
have./Some of the information was outdated and might not have
given an accurate picture. Questions about this, however, were
answered expertly. I also understand that updates are planned in
the near future. Since I will be responsible for AIDS training
in our clinics, I was pleasantly surprised how much more material
I have now at hand to present to my staff./1 appreciate the
quality of the staff and availablility of material from this
workshop. I am the third member of our agency to attend and
chose to do so not only to increase my professional knowledge,
but because the experience was described as professionally
expansive. I found this to be true. I feel I received a needed
boost in my professional life from the experiential stimulation
and interaction with others outside my field./In summary, the
workshop exceeded my expectations, and I am coming away from it
with some practical information that I can easily apply in my
work setting. The inclusion of visitors to the medical clinics
and the active support group was excellent and quite beneficial
in helping me to bridge the gap between therapy and practice,
between the abstract and the real. I would not hesitate to -.U'
recommend this training to colleagues and co-workers.



APPENDIXXII

Evaluations Conducted

Bvaluation of University of South Florida's State-Mandated HIV Update



HOW DID WE DO?
WORKSHOP EVALUATION SUMMARY?

Workshop Title:
City & State:

HIV Update For Health Care Providers
Clearwater, Fl Date: 1-11-89

Please answer all questions thoughtfully. Your careful attention
to these questions will help your trainer do a better job.
Please don't sign your name.

Circle one number for each question.

1. Was the content useful and practical?
Strongly
Disagree

Strongly
Agree

1 2 3 4 5
Number: 1 5 7 77 33
Average: 4.11 Total Number of Respondents: 123

2. Was there enough time to cover all the material?
Strongly
Disagree

Strongly

'2
Agree

1 3 4 5
Number: 2 12 13 68 26
Average: 3.86 Total Number of Respondents: 121

c 3 . Were the handouts and other teaching aids helpful and
adequate?

Strongly
Disagree

Strongly
Agree

1 2 3 4 5
Number: 1 4 22 75 18
Average: 3.88 Total Number of Respondents: 120

4. Did you receive satisfactory answers to your questions?
Strongly
Disagree

Strongly
Agree

1 2 3 4 5
Number: 5 6 16 55 17
Average: 3.74 Total Number of Respondents: 99

5. Did the instructor seem aware of your particular skill level,
and teach accordingly?

Strongly
Disagree

Strongly
Agree

1 2 3 4 5
Number: 1 9 25 56 27
Average: 3.84 Total Number of ResponGents: 118



6. Did the instructor seem to have adequate knowledge and skill
to teach this workshop?

Strongly
Disagree

1 2 3 4
Number: 0 2 2 63
Average: 4.38 Total Number of

7. Did you read a workshop announcement before
workshop today?

Yes No
107 20

If yes, did it give you a good idea of what
would cover?

Yes No
105 5

Strongly
Agree

5
51

Respondents: 118

you came to the

the workshop

‘-



,f ’ 8. Please write down one fact or idea from the workshop that you
learned, and that seems important to you:

Higher incidence of HIV virus in family donated blood than
general population donated blood./ Regarding various syndromes
AIDS can mimic./ The definitive test is of antibodies the body
produces to the sporadic virus. Cells with CD4 lined receptors are
susceptible to HIV./ Statistics related to the number of persons
with AIDS in racial-ethnic groups./ Recent laws in
confidentiality. Disclosure laws./ Cocaine users are very prone
to AIDS - even more so than heroin addicts./ Legal implications
as to disclosure of person testing positive to HIV./ The racial
StatiStiCS of incidence of HIV were informative./ There are
recent advances offering hope for effective treatment of AIDS./
Increased AIDS in heterosexuals. AIDS can be present as a mental
disease./ Transmission of disease./ AZT criteria./ Read CDC
guidelines./ Diversity of rates, incidence & prevalence between
male and female./ Specific legislation regarding
confidentiality./ Seborrhea-Psoriasis association./ 50% of
infants born to HIV positive mothers are HIV positive./ I now
have a decreased fear of working with HIV carrying patients./
Blood from family-friends more a risk of HIV than from the
general population./ Universal precautions./ Legality .and
responsibility of HCW./ The cultural aspects presented by D.
Goldsmith./ Importance of health care law as it relates to AIDS./
Higher sipsis with in children, lent virus./ Statistics and legal

.CY aspects./ Legal implications of confidentiality./ Legal issues./
knew most of the information already./ The specific lab test CD-4
and its use in determining more specifics on AIDS./ The concept
of CD-4 cells & how they relate to the severity of the disease./
Blood from related family members has a higher rate of HIV
infection vs non-related blood./ God is female./ Easier to get
Hepatitis. HIV is a neurologic disease./ I wasn't aware of the
laws completely, concerning confidentiality./ Information on
exposure and contractions./ Heterosexual incidence./ Aspects of
confidentiality./ More to learn./ Certain aspects of law
regarding confidentiality exceptions./ Nothing new./ HIV virus
more prevalent in minority groups./ Since the cure of AIDS is not
known it is very important to teach the population the ways of
transmission, thus preventing the spread./ Law-confidentiality./
Only 50% transmission of HIV to fetus./ High increase in babies
in Florida testing positive for HIV./ Legal- informed consent law
explained more clearly. Also requirement for reporting AIDS vs
HIV to HRS,/ Became aware of latest definitions & statistics,
particularly in reference to Florida./ Medical law./ Updated
information./ virus dies quickly./ Indicators of poor outcome-
early primary and secondary signs./ The state legislature has no
business dictating to health workers how to do their jobs./ The
legalities regarding release of HIV testing information./ There
are no firm statistics on how many positive HIV's will turn into
full blown AIDS or the time span. Chances are greater of getting
HBV from blood spill or stick than HIV./ HIV test is
confidential./ Increased education works on decreasing spread./
Legal issues./ HIV patients have a large amount of skin
infections./ The legal aspects- current standing./ Laws on



confidentiality./ Confidentiality awareness, safety precautions
and increased awareness of the signs and symptoms of AIDS./

-.__,/

Transfusion statistics./ Legal aspects./ All./ The law protects
the AIDS patient and not the health care worker./ informed
consent rules./ Need to use increased dosage of . . . ie
antidepressants./ Florida statute regarding informed consent for
drawing HIV blood test./ The legal aspect of lecture./ Do not do
AIDS testing in my lab because of legal consequences./ HIV
testing./ Minorities affected more./ The complexity of HIV
testing laws./ l-800-HIV-STIR./ HIV structural, antiferemia &
antibody relationship./ Increased prevalence of HIV in this
geographical area of Florida (6192 cases). Legal aspects were
very interesting./ Immunity to liability for not disclosing AIDS
information to spouse./ How to cap (re-cap) a needle./ Legal
issues surrounding informed consent./ The many & varied clinical
manifestations./ Hepatitis B is much more contagious than HIV./
Double check & report before informing patients./ Blood began to
be treated in blood banks for HIV beginning March '85./
Information is social slant instead of health care slant./ HIV
negative should not be reported to insurance companies./ High
risk of bisexire behavior in black males./ Clinical
manifestations of AIDS./ 50% of HIV infected mothers give birth
to HIV positive babies ( I thought loo%)./ HIV test reporting &
dissemination of results./ Increase risk of blood donations from
family members vs. general public./ The law is an ass. AIDS-HIV
is communicable./ 6-8 week latency period prior to
sepsconversion./ There are no typical symptoms. The entire
population should be HIV tested./ Specifics of informed consent &
confidentiality./ Legal issues./ Issues ie confidentiality-
disclosure./ Hospital prophloxis./ Law implications./

9. What will you do differently at work as a result of this
workshop?

Nothing/ Will be more aware of patient confidentiality rights.
More aware of seeping skin lesions in the home care setting./ Be
more aware of the various manifestations of AIDS./ Think about
the possibility of HIV more./ Not working with PNA's/ Nothing./ I
will be very protective of patient confidentiality concerning
HIV./ Focus on legal aspects and provide accurate statistics to
co-workers./ More testing- more aware of different presenting
symptoms./ when C when not to use universal precautions./
Reinforce importance of confidentiality./ Nothing./ Be more
specific with informed consent./ Wear gloves more often when
handling blood./ Testing protocol./ Legal issue as to
notification of patient & spouse. Disclosure to others. (who to
& who not to.)/ Be aware of necessary precautions in handling
blood./ Use gloves when handling blood specimens./ Do more
teaching of SAFE SEX./ Pay more attention to the law./ Aggressive
inservice regarding prevention & confidentiality./ Be more
aware./ Ask residents regarding history of blood transfusion./
Nothing./ Be more cautious around blood & body fluids./ Nothing in
particular./ Wash & were gloves./ I am already very comfortable
with my method of caring for potential & known HIV + patients./ .__.

More preventive measures./ Be very careful when drawing blood &



disposing needles./ NA/ Keep a low profile./ Not recap needles./
Nothing new./ Better infection control./ Retest all positives
before giving out results./ Nothing really since already have had
this information especially related to Universal precautions./
Probably nothing./ Nothing./ Nothing different./ Be more aware./
Phlebotomy precautions, .gloves,/ Read more: be more alert./ ’
Nothing./ Secure HIV information./ Stress confidentiality of
files to clerk staff./ Glove for all patients & caution on
disposal in biohazard covered trash cans./ Nothing of any note.
/Council the clerical staff who copy records for insurance
companies./ Recheck all positives HIV to rule out false
positives./ Wear gloves in or circulating. Treat everyone as
infectious./ Enforce the universal barrier precautions. Make
more information available to staff patients./ More testing for
HIV./ Use more caution to protect the HIV patient from infections
and protect myself from blood or body fluids from HIV patients./
Emphasize confidentiality./ Nothing./ Increase safety precautions
to improve precautions (SIC)./ Decrease transfusions./ Provide
education to all patients./ Observe all staff to be sure they are
following all sterilization methods./ Not order HIV testing./ Use
infectious disease personnel more effectively./ Contact attorney
if positive HIV test is obtained./ Treat sharps more carefully./
Watch legal complications./ Probably not test for HIV until the
legislature makes it possible to treat patients rather than the
paperwork./ Insure we use l-800-HIV-STIK  for our folks./ Not
much, perhaps able to do better counseling./ Needles won't be
recapped or will recap with proper method./ Nothing./ Never order
HIV tests- refer to USF (I'm not kidding.)/ Continue to be
cautious: probably not order HIV testing, but refer these patients
when indicated: too many requirements for informed consent and
counseling./ Be aware of the many manifestations./ Take greater
precautions./ Nothing./ Retired./ Study the law as it applies to
testing for HIV, etc./ Use condoms./ More caution with techniques
for sharps with health care provides./ Nothing./ Withhold Fasi's
political comments./ Reinforce present policies./ Increase
caution in handling of body fluid specimens./ Nursing procedures
to be updated and supervised./ Nothing./ Be careful of informed
consent and confidentiality./ I think this workshop has been
excellent./ Be aware of legal issues./ Continue careful record
keeping, review law within office./ Nothing./ Nothing./ Nothing./

1 0 . Please evaluate your instructor(s). If there were two or
more instructors, be sure to mention each by name. How can
the instructor do a better job?

(Nelson) extremely information detailed. Information well
organized./ Need pointer; listing statistics especially
appropriate for physicians (M.D.'s); some slides not readable
from some distance, pictures more interesting./ Excessive detail,
monotonous voice didn't sound interested./ Too many statistics
and slides_/ Knowledgeable and understandable_/ Excellent./
Excellent./ Fair./ Excellent, very knowledgeable./ Adequate,
organized, good slides./ Very good./ Many new points./ Good./
Good./ All were very knowledgeable & concise./ Excellent./ Good./
Knowledgeable and had good presentation./ Very good./ A little



too dependent on slides & didn't always seem sure of topic./ speak
louder./ Excellent./ Excellent./ Good but too rushed./ Well

.-___/

informed./ Okay./ Poor speaker./ Okay./ Very good slides of
rashes & etc./ Good slides, good presentations./ Fair./ Good./
Very enlightening concerning biochemical & clinical information./
Good./ Excellent, but more time needed for further discussion./
Very dry. The information was valuable but presentation was
dull./ Excellent./ Knowledgeable, good information./ Very Good./
Very good./ Spoke too rapidly./ Fair./ Great./ Use less data per
slide./ Excellent./ Epidemiology if HIV- many charts and graphs./
No Q & A sessions./ Good./ Good overview of the scope of the
epidemic./ Good./ Okay./ Excellent speaker, relevant, easy to
listen to and understand./ Excellent./ Very Good./ Never got to
the point, rambled./ Redundant./ He is knowledgeable but put us
to sleep./

(Fasi) dynamic and refreshingly controversial./Good  voice
presentation; interesting; shared his own views; He did a very
good job./ Very good- dynamic informative- thought provoking./ I
felt that he made some comments that were unnecessary and uncalled
for directed at gay persons ie Rock Hudson, etc./ Excellent
speaker./ Excellent presentation of legal responsibilities of
Medical Community./ Extremely interesting & practical.
/Excellent./ Very good./ Good./ Fantastic, brought up lots of
questions which should prove interesting in the future./ Get rid
of./ Excellent; factual, & clear./ Very good./ Excellent
coverage./ Good./ Legal issues very interesting & informative./
Very good. Presented good factual information./ Very
knowledgeable and concise./ Not enough information is available to
the average worker in other departments of Health Dept. except
those associated mostly with AIDS or STDS./ Excellent and was
prepared in his particular field. / Good./ Excellent more real
life situations./ Good./ Good./ Knowledgeable and gave good
presentations./ Very good./ Well versed in the law./ Excellent./
Excellent./ Excellent./ Good but was too rushed./ Well informed./
Okay./ Okay./ Very good issues, need to plan more time for cases
and Q & A./ Informative &I interesting speaker./ Good./ Very good
don't fire him./ Very good & practical./ Excellent./ Good. Hand
out on legal aspects./ Good concise information./ Good./
Excellent, wish he could have talked longer./ Excellent./
Informative./ 5./ Interesting speaker. / Very good./ Legal issues
very well done. Shame to loose this instructor to Wisconsin./
Legal issues of HIV, good information./ Good talk, need more./
Okay./ Withhold practical views, etc. ie comments regarding DPR./
Excellent./ Very Good./ Adequate./ Some good facts./ Good
presentation./

(Russell) very clear. well organized. Good presentation./Good,
interesting, weak enunciation & grammar, talks too rapidly./ Good
presentation of control in health care setting./ Knowledgeable./
Excellent./ Good./ Very good./ Okay./ Good clear & concise./
Good points. / Good./ Informative./ Very knowledgeable and
concise./ Very good speaker./ Great./ Good./ Knowledgeable & gave
a good presentation./ Very Good./ Good presentation./ Excellent./

‘-.._l



Fair./ Good but too rushed./ Treatment C counseling in minority
groups./ Okay./Good down to earth information./ Very good./ Very
good. Practical but short and sweet./ Excellent./ Good./ Offered
many practical nursing solutions. Interesting speaker./
Excellent./ 5/ Interesting speaker./ Very Good./ Excellent./
Great./ Excellent./ Very good./ Occupational rules, infections
control, okay for nurses, not for doctors./ Good./ Okay./
Excellent speaker. Answered most questions./ Excellent./

(Brandenburg) Rather dull statistics./ Very good factual
information./ Fair./ Very good./

11. In your opinion, how could this workshop be improved?
Fine/ More lights on during visual, the slides were all not
clear, personality were good, less stats more personalities./More
focus on psychological factors./ Written agenda so we can refer
to./ Have more dynamic presenters like the lawyer who do more
than read statistics. Keep the pictures of skin infections in
the presentations. Clearer focus on slides./ Acknowledging the
varied background of those present- (Defining terms, moderating
details) The first speaker should define the major terms./ Too
medically oriented. What about other health care professionals
and their needs?/ Have a break./ Medical translation to layman's
terms./ Better slides and pictures./ Expand to an all day
presentation to cover material more thoroughly./ I think 3 hours
without a break is-too long./ Delete repetition of
pathophysiology of AIDS, (Virus, antibodies, etc. ). Short
scheduled break./ More information on counseling patients &
contacts./ Decrease verbatim statistical quotes./ An update in
use of %rackll and increase of HIV + persons due to use of
%rackn for sex or sex for ncrackl*. A break for programs that
are 3 hours long. Provide an opportunity to ask questions./ Make
overheads larger- unable to read from back of room./ Pretty good
as is./ Make it longer. Please get speakers whose information
does not conflict./ Just right./ Osteopath's also have
specialities as do the M.D. 's/ I would've liked to have been able
to see the speakers./ NA/ Make it a bit longer- then you could
ask questions after each speaker as well as discussion groups./
less sarcasm more scientific information./ Workshop is
excellent./ The room was too cold. Eliminate the 2nd and last
speaker./ Three hours without a break is ridiculous./ To increase
time from three hours to possibly four hours./ Would like less
statistics & more on practical information for practicing
community health providers./ Less medical terminology, less
slides, more questions & answers per speaker./ Longer discussion
on clinical presentation & treatment & update information./ If
the state requires health workers to attend these sessions, then
they should fund the workshops./ It was an excellent
presentation. Three hours was long enough to present information
without putting people to sleep./ More on the "law"./ More
intervention oriented, psychological aspects of AIDS, Social
implications./ We need a small break./ Do not need repeat of

c epidemiological data./ Provide one intermission half way through
to allow for all the material to be available without



interruption./ Could not be./ Have question & answer session at
end./ Extend the time./ Well done./ To have more speakers who are

\.__,-

experts in the field of AIDS./ Yes./ More condensed./ Possibly
could not be./ Allow more time on certain subjects especially on
client handling t laws./ Have a mid workshop break. At least
stand up, or else tableside urinals./ No improvement needed./
Have slides that could be read from our seats. Have a list of
instructors & topics in the hand out. Organization of meeting
was poor./ Illuminate speakers for lip readers. Program with name
& subject of speaker./ Gear it more to specific needs of health
care workers./ Need a break. Also a question & answer period./
Keep the lights on. Less slides. Much less emphasis on
statistics. Speaking without reading notes./ Have more question
64 answer time. Have instructors "hang around"./ At least one 10
minute break./ More positive answers used if there are none, so
indicate./ Fine as is./ More question time./ Less statistical
analysis./ More information about AIDS as a disease and a social
problem./

12. What are your future AIDS training needs?
For Florida renewal of license./ BASIC- Basic lay people training
seminars for employees with high school education and less./
Unknown./ More about psychosocial impact on patients and their
families, friends, etc./ More in depth study of legal aspects./
Review of direct patient care updates./ What are the clinical
implications & issues to address for psychotherapist./ Continue
update./ None- until additional information is provided for my

.Lknowledge./ Mental health issues, bereavement anticipatory grief,
death &I dying./ Safe sex./ Counseling skills, more legal issues./
Treatment modalities./ None until new information received such
as new treatment, vaccine./ Updates. Nursing care for AIDS
patients. Public Education for transmission and prevention of
AIDS./ More clinical orientation./ Continued updates of the
disease C the legality involved with this disease./ Case studies
with specific local resources./ Caring.for children with AIDS./
Update on immunology, changes (if any) in care of the AIDS
person./ None at this time./ As needed for relicensure and as
date and information becomes updated, changes in practice
noted./ Simple information for patient education, booklet, etc./
Continued updates./ Periodic updates, just like this one./
Continue with new facts as they arise./ Any new information
available./ Updates as new information is made available./
Employer liability./ Any new information./ To be updated on any
changes, new treatments, breakthroughs./ More on legal issues./
Continued updates. More information on medications. S&S of side
effects./ All new information./ Probably none at this time./
AIDS related to clinical practice, issues related to counseling
with AIDS patients./ Continued update lectures./ Somehow
briefly summarize all the research data and to conclude the
talk./ Updates as new information is found through research./
More information on universal precautions & specific guidelines
for prevention. Diagnostic work & observation of HIV +
infants./ Apparently nothing as the state legislatures seem to
know best and will tell me./ Changes in law, treatment, etc./



Additional legal information. Psychological needs of AIDS
patient (relationship to family & community)./ None except more
awareness given by newsletter./ Updates as information changes or
increases./ Psychosocial needs of the AIDS victim./ Continual
legal updates./ More courses or seminars in AIDS./ Continual
updating./ Depends on what requirements are for recertification
and relicensure./ Continual updates./ Cure./ Update./ Economics
and clinical issues./ Updates annually./ Done through reading./
More of the same./ How to finance family's move to an island
somewhere safe./ None./ Emotional issues./ Some information about
public health services~ overall for referral L treatment.

MANY THANKS!
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I. OVBRVIBU

AND TRAINING  CBNTBR (EABTC)

REVIEW

The East Central Region AIDS Education and Training Center (ECAETC) is
coordinated at regional headquarters at Ohio State University and serves a
four state region of Michigan, Ohio, Kentucky, and Tennessee through the
collaborative efforts of the Cincinnati Board of Health in conjunction with
the University of Cincinnati, Meharry Medical College, Ohio State
University, the University of Kentucky, and the University of Michigan.
The five specific goals address organizational functions, materials
development, education and training, information collection and
dissemination, and curriculum infusion.

The program strategy of ECAETC is fivefold:

0 to focus on the education and training of primary health
care providers on prevention and treatment of AIDS,

0 to offer guidance in the development of a multidisciplinary
approach to the management of HIV-related conditions,

0 to provide training to selected individuals to train others,
0 to provide updates of new and timely information about

HIV/AIDS to primary and secondary health care providers,
0 to establish a support system for area health professionals

through hotlines, clearinghouses, referral activities, and
the development of learning resources.

Evaluation activities include project monitoring, goal attainment,
formative evaluation of materials, and participant assessment of
presentations and trainings.

II. AmfINIsrRATION0PTEB

A. The Evaluation Plan

The evaluation of the

BVALUATIW PROCBSS

East Central AIDS Education and Training Center
(ECAETC) was designed to provide information concerning the scope and
effectiveness of the Center’s education and training efforts. ECAETC
conducts evaluation activities on three levels: project evaluation;
evaluation of individual education and training interventions; and
formative evaluation of training materials. Project evaluation focuses on
issues of organizational development, and the breadth and scope of
dissemination of its programs; goal attainment is measured in terms of task
accomplishment and outputs. Evaluation of specific education and training
interventions focuses on the responsiveness of the intervention to the
needs of the attendees as well as the attendees’ assessment of the quality
of the presentation. Formative evaluation of training materials is based
on “expert reviews” of content, and user reaction and feedback.
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1. The Plan as Proposed

According to ECAETC’s  initial grant proposal, the project was to be
evaluated in terms of the scope and effectiveness of its education and
training
include :

(1)

(2)

(3)

(4)

(5)

(6)

efforts. The methods used to evaluate these efforts were to

trainee assessment (exams, attitude scales, and self-report
checklists);

educational materials assessment (formative evaluation by
experts, trainers, and trainees of seminars,
computer-assisted instruction, Ohio Medical Education
Network (OMEN) programs , and videotaped instruction
segments);

annual reports of numbers and types of trainees served (and
trainers trained);

annual estimates of’ training costs per trainees;

annual surveys of learners’ professional associations and
organizations to determine needed adjustments or additions
to the ECAETC’s  cadre of AIDS educational offerings; and

observations of trainees and trainers during and after their
participation in the educational programs. These
observations were intended as quality control measures to
ensure a match between educational objectives and
performances.

Evaluation instruments were to be designed in such a way as to permit
comparisons among groups of trainees and educational strategies. Where
appropriate, evaluation data would be analyzed to compare the relative
effectiveness of various instruments as data are readily available, such as
in OMEN. Arrangements would be made to include such information in the
ECAETC’s  annual evaluation reports.

The initial evaluation plan called for a phase-in of evaluation
activities during the three years of the grant:

Year-One Evaluation Plan

For Year-One, the plan included monitoring program development,
development of evaluation instruments, needs assessments, evaluation
of educational materials, and collection and analysis of evaluation
data on trainees trained in the first year.

Year-Two Evaluation Plan

For Year-Two, there was to be an increase in all evaluation
activities, especially evaluation of trainees and evaluation of the
various instructional strategies and media used. Monitoring of
ECAETC’s  progress in meeting its program goals, was to continue in the
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form of tallies of numbers of trainees, costs per trainee, and
observation of training activities.

Year-Three Evaluation Plan

Year-Three evaluation ac-tivity was scheduled to parallel those of
Year-Two.

2. Implementation of the Plan

ECAETC’s  evaluation as actually carried has varied
original plan. To a large extent, this is as one would
environment one encounters in implementing a program is
that predicted in the planning process.

somewhat from the
expect since the
rarely identical to

A review of ECAETC’s  evaluation measured against its plan 18 months
into the program revealed the following:

(1) Instrument Development (to be completed during the first nine
months of the project)

__ monitoring instruments have been developed and are in
place

_- a model participant feedback form has been developed
- - no instruments have been developed centrally to

measure changes in knowledge, attitude, intention to
practice

(2) Trainee Assessments (data collection, analysis and reporting was
to have been carried out in the last quarter of the first year,
and then on an annual basis)

-- the central data base is now established for the entry
and analysis of trainee assessments

(3) Assessment of Educational Materials (data collection, analysis and
reporting was to have been carried out in the last quarter of the
first year, and then on an annual basis)

- - assessment of educational materials has been carried
out as planned. Of particular note was the pilot test
done for the CA1 module for physicians

(4) Annual Report of Number of
(data collection, analysis
out in the last quarter of
basis)

Trainees Served and Costs per Trainee
and reporting was to have been carried
the first year, and then on an annual

reporting of number of trainees served has been
carried out as planned

no reporting of cost per trainee, beyond gross
figures, is available for this review
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(5)

(6)

(7)

Annual Needs Assessments of “Client” Organizations’ Needs (annual
surveys to be conducted)

-- these needs assessments were carried out during the
first year using “key informant” rather than survey
methodology

Observation of Trainees During and After Training (data
collection, analysis and reporting was to have been carried out in
the last quarter of the first year, and periodically thereafter)

- - no observation was reported during this period

Overall Center Program Evaluation (ongoing monitoring to be
carried out with reporting annually)

- - monitoring and reporting carried out as planned

To some extent, the variance between planned and actual with regard to
development of instruments to assess trainees, the conduct of these outcome
assessments and observation of trainees in action might be explained by the
fact that the development of standardized multi-disciplinary core and
discipline-specific curriculum has just been or is still being completed,
and therefore evaluation of their outcomes could not be expected to be in
place. However, at the site visit, the Project Director indicated that,
given the limited funds of the project, efforts would be directed at
providing training rather than evaluating outcomes. It is not clear, at
this time, whether ECAETC plans to drop outcome-oriented evaluation
entirely.

B. Locus of Responsibility

1. Staff

The locus of responsibility for evaluation at the project level is
lodged with the Evaluation Coordinator. By design, the Evaluation
Coordinator for the ECARTC Project serves two roles: 1) internal support
of all project personnel regarding evaluation , and 2) external evaluation
of the project as much as is feasible given that he is a project staff
member himself.

Neil Smith, M.S. is the Evaluation Coordinator. Mr. Smith who holds a
degree in Business and Management Organization with a specific focus on
performance evaluation, joined the project in the spring of 1990.
Initially, James Pearsol,  M.Ed. served as the Project Evaluation
Coordinator. Toward the end of the first year of the project, Mr. Pearsol
took on the responsibility of ECAETC’s  Center Director as well as the
Director of the Ohio State University site. He was replaced as Evaluation
Coordinator in the second year of the project by Robert Aron, M.A., a
graduate research associate and Ph.D. candidate in training and
development, who had served as coordinator for the OSU site in the first
year of the project.

In addition, several of the sites have assigned individuals to conduct
local evaluation efforts as is noted below.
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2. Advisory

Built into the structure of ECAETC is the Criteria/Assessment Advisory
Committee, consisting of representatives from city and state health
departments, Sexually Transmitted Diseases (STD) centers, Area Health ,
Education Centers (AHECs),  organizations providing services to individuals
displaying risk behavior vis a vis AIDS, at-risk individuals and
minorities.

- - -

In addition to taking an active role in identifying specific
behavioral objectives to be targeted by ECAETC’s  training interventions,
this committee has been assigned responsibility for conducting various
aspects of ECAETC’s  evaluation. The majority of the seven meetings
initially scheduled for this Committee were to focus on evaluation,
devoting one meeting each year to formative evaluation and one to summative
evaluation. In the first year, the formative evaluation was to focus on
activities concerned with existing and prototypic materials, while
summative evaluation was to monitor the progress of the project as of the
end of the year. While this Committee has reviewed media and curricular
materials both individually and as a group, it is not clear whether this
can be functionally considered a formal evaluative role.

3. Sub-Contractors

All of the sites are engaged in evaluation activities and, with two
exceptions, the site directors hold responsibility for the design and
implementation of program evaluation. Judith Presley in Tennessee, Judy
Stephenson in Kentucky, and Ronn Rucker  in Cincinnati are specifically
responsible for evaluation activities at their site.

4. Evaluation Consultants

Early in the project, the ETC engaged the services of a team from
Cornell University to do an audit of its evaluation activities. The audit
of ECAETC’s  Year-One evaluation activities has been completed. The plan
and materials for the audit is included in Appendix I.

ECAETC originally planned to have additional audits conducted.
However, ECAETC was not entirely satisfied with the first audit and, given
the fact that HRSA had subsequently let an evaluation contract, ECAETC has
dropped this plan.

c. Coordination of Evaluation Activities

The individual sites are responsible for the evaluation of their
programs. The master data base at central headquarters is available and
sites can send in their evaluation forms which can be entered and
summarized for them. Responsibility for analyzing the data and for
generating reports, however, remains with the site. The evaluation
coordinator attends all site director meetings and evaluation is a topic on
the regular agenda.
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D. Reporting of Findings

Currently reports are generated by site and the central headquarters
generates annual reports. Neil Smith, the Evaluation Coordinator, plans to
institute a quarterly reporting format. Performance evaluation forms for
the OMEN and teleconferences are regularly entered and summaries generated.
During late summer 1990,.a  data base was set up so that sites can submit
program specific evaluation forms and then send in data to the central
headquarters. Central headquarters is capable of generating basic summary
statistics with breakdowns for any specific variables and can produce
mailing labels as well. Examples of Database outputs are included in
Appendix II. Page three of Appendix II illustrates a cumulative summary
from program and service records. When sites do submit data to central
headquarters for processing, the sites remain responsible for the analysis
of the evaluation results and for the specific reports.

III. APPROACHES TO PROJECT EVALUATION

ECAETC's project evaluation is managerial in emphasis. Using this
approach, ECAETC monitors and documents whether it accomplished what it set
out to do in terms of structure, process and outputs. Thus, the main
thrust of its project evaluation is essentially that of a management audit.
In their own words, “evaluation is part of the methods and procedures to
control the operations, to determine resource allocations, to keep the
project on track, and to alter or eliminate steps or procedures that do not
contribute to the attainment of the project goals and objectives.”

The basis for the managerial approach the systematic specification of
goals and objectives in a cascading hierarchy, from general to more
specific and measurable, reminiscent of Management by Objectives (MBO).
This goal and objectives specification was done as part of its initial
planning process. At that time goals and objectives were formulated on
three levels: Project Goals ; Major Project Objectives (MPOs)  and Specific
Measurable Objectives (SMOs). The management audit documents the
achievement of the goals and objectives.

While the accomplishment of many of the SMOs  is documented through
simple observation, as indicated above, ECAETC has gone to great lengths to
develop elaborate monitoring systems to document performance with regard to
several of the objectives, many of which are worthy of highlighting.

(1)

(2)

Co-Sponsorship of Educational Programs

ECAETC tracks co-sponsorship of educational programs at
its various sites using the Application to Co-Sponsor
Educational Programs form. According to ECAETC, this form
is an evaluation form in the sense that it provides ECAETC
Site Directors with basic information about potential
co-sponsors’ plans for future ECAETC programs.

Networking and Information Dissemination

Much of the success of the HRSA ETC Program hinges on
establishing effective relationships with local, state and
federal agencies and professional associations in the
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(3) Education and Training Programs Provided

region in order to provide education and training to
health care providers.

Documentation of networking and dissemination contacts
provide ECAETC with some indication of the extent to which
its sites have developed linkages and liaisons with
organizations, associations and agencies in the region for
the benefit of health professionals needing education
about AIDS.

Networking and information dissemination activities are
tracked via The Networking and Information Dissemination
Record.

ECAETC tracks its education/training offerings using The
Program and Service Record. This form provides for G

llection of information on the nature and scope of the
gznter’s educational programs and audiences served. Data
on each offering include: site; date; title; level of ETC
involvement; training method; media support; attendance by
discipline, by ethnic background, and by urban/rural
distribution; and participating staff.

A. Honitoring

As noted above, ECAETC has established a monitoring system data base
that can include program and service record reports, attendance sheets, and
networking forms to keep track of activities and contacts. A variety of
summary data can be generated: individual case records, program titles, I
lists of participants attending a given activity, activities within sites,
activities within a specified time period, various target audiences, as
examples.

Yearly site visits are conducted by central headquarters staff.
Documents are reviewed and the quality of functioning at each site is
discussed. The evaluator conducts an “interview based case study” which
facilitates analysis of the key issues affecting the site over the course
of the year. A formal report is generated and included in the progress
report. A sample of an Evaluative Site Visit (July 1988) can be found in
Appendix III.

B. Output Evaluation

ECAETC reports that, on the average , at least one education and
training event is offered weekly. As of Spring 1990, ECAETC reports that
39,300 participants attended education and training programs and that an
estimated 173,000 additional health care professionals were reached through
satellite video and audio teleconferences for an estimated total of 212,300
health care professionals reached.

c . Cost Efficiency and Cost Effectiveness

ECAETC reports, annually, on cost per program but does not, to date,
generate cost efficiency or cost effectiveness analysis.
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IV. FORMATIVE EVALUATION OF PRODUCTS DEVELOPED

ECAETC products are submitted for three levels of review: all
materials are reviewed within the site by identified experts in the area;
they are then revised and shared among the various sites for an across
site review; material is then submitted to the advisory committee for the
third level of review by outside experts.

In some instances, the formative evaluation is expanded to include a
field test. This is the preferred method of the Kentucky site in the
development of their curricula, although they have not yet had the
opportunity to implement this phase.

OSU has conducted a field test of its “Vignettes for Physicians”
computer-assisted instructional module. For the field test, five copies of
the instructional module which included the diskettes, the documentation
describing the programs and a draft of its CME posttest questionnaire were
sent to e&h of- the Site Directors. The Site Directors were to choose five
physicians in their areas to serve as field test participants. Participants
were to try out the CA1 modules on their own PCs. Participants were asked
to provide feedback on the modules in the following areas:

Content

0 Importance
0 Practical Value
0 Improvement in participant’s knowledge ’

0 Participant’s interest in the material
0 Adequacy of coverage of AIDS topics
0 Would participant recommend module to others

Educational Media Used

0 Quality of computer presentation
0 Ease of use
0 Value of format

A review of selected evaluation questionnaires revealed a positive
response to both the content and the computer format with only minor
problems encountered in the use of the modules.

In addition, the field test provided for more qualitative feedback on
the content. Participants were asked to make printed copies of the material
at any point where they encountered difficulty and to return their comments
on these sheets.

An example of the format used for product development and evaluation
can be found in Appendix IV.
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V. APPROACHES TO EVALUATING EDUCATION AND TRAINING OPPRRINGS

A. Standardization of Evaluation

A generic form, The ECAETC Program Evaluation Card, has been developed
to evaluate any of ECAETC’s  programs. It is an optional form available to
all sites and allows ECAETC program attendees to give basic evaluative
feedback on the specific offering. The form allows for the systematic
collection of data on the participant’s assessment of content (importance,
practical value and improvement of knowledge) as well as their assessment
of the educational process (quality of presentations, quality of handouts,
quality of setting). The Program and Service Record form can be found in
Appendix V.

B. Formative Evaluation of Training Events

Various sites report that they regularly use evaluation forms that
include questions about the process, content, and faculty for training
events. The University of Michigan site, for example, includes a general
evaluation form (see Appendix VI) to be filled out by participants that
includes the following items:

0 major area of practice
0 assessment of the experience:

- was this course a learning experience?
- would you recommend this course to others?

o open ended judgments:
- what parts were least valuable?
- what topics should be included in future courses?
- what speakers should be invited back?
- what speakers had unsatisfactory presentations?
- comments

0 ratings of course elements:
- to what extent was material too advanced or too

elementary?

The train-the-trainer programs (TOT) developed at the Kentucky site
include a post session evaluation instrument that asks participants to rate
various elements of the conference (see Appendix VII, pages 18-20)

C. Approaches to Evaluating Training Outcomes

The Kentucky site, with its emphasis on train-the-trainer activities,
has developed a reporting instrument that facilitates the examination of
training outcomes. The training plan (see Appendix VII, pp 13-14)
included in the TOT participant packages lists a series of questions that
may serve as a guide for planning future training activities. Participants
are asked to complete this form and submit it to the University for each
training event. Thus, this form can serve as a potent follow-up to the
training. Participants are asked to identify the following:

0 target audience
0 recruitment plans
o needs assessment
o major content (outline/schedule)
o length of program
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-speakers
-audio visuals
-skill demonstration/practice
-discussion questions/interactive activities
-handouts and aids
-instructional set/closure
- fac i l i t ies
-evaluation methods

The site reports that phone follow-ups to participants enable the site to
determine which participants are actually conducting activities.

1. Evaluation of Pronram  Effectiveness

Programs are evaluated by participant assessments which include
opportunities for respondents to rate various elements of the educational
experience.

The Kentucky site TOT program for dental professionals includes a post
session evaluation instrument that asks participants to rate their level of
confidence about their knowledge and abilities in a variety of areas. This
instrument and others referred to above are part of Appendix VII. The
post session evaluation instrument may be found on pp. 18-20.
Participants offer a rating of 1 (no confidence) to 4 (very confident) for
the following items: (form attached)

o AIDS epidemiology, transmission, and treatment
o Infection control procedures
o Recognizing and treating oral manifestations of HIV disease
o Analyzing training needs and setting goals
0 Planning an effective training program
o Evaluating a training program.

In addition, participants are asked to indicate a yes/no to each of the
following items:

o The program increased my knowledge of HIV disease‘
o The program increased my knowledge of infection control
o The program increased my knowledge of dental management

related to HIV disease
o I developed new skills as a trainer from this program

Answers to these questions offer an indication of participants’ assessment
of program effectiveness.

2. Evaluation of Program Impact

Evaluation of impact has not been explicitly addressed by the ECAETC.
Some evaluation activities which begin to address the issue of impact have
been planned by ECAETC. A report issued in early November 1990, notes a
follow-up to the AIDS and HIV Disease: Effective Training Strategies for
Dental Health Professionals which is able to offer a measure of
professional impact resulting from the additional training provided to



dental professionals by those trained at the February 1990 session
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Short-term impact is a measure of the immediate changes produced by
an education or training. ECAETC’s initial evaluation plan included
“Trainee Assessment ((, which, depending on methodology, could serve to
evaluate short-term impact. As previously mentioned, it is not clear
whether this evaluation strategy will still be pursued.

ECAETC evaluation forms now regularly include an item for behavioral
intention (“What will you do differently as a result of your participation
in this program?“). Answers to this question can provide baseline data
for subsequent follow-up studies.

The University of Michigan site, for example, includes a general
evaluation form to be filled out by participants that includes a measure of
behavioral intent: “as a result of this conference, will you do anything
differently in your work setting?” (see Appendix 6, item 5).

The ECAETC program included needs assessments, which if pursued
vigorously, could have provided baseline data for subsequent studies of
mid-range impact. However, methodological and implementation problems
limited the usefulness of the data:

0 As discussed in the case study, the generalizability of the data
collected in the survey of primary care providers is limited to
one state due to the skewed response to that survey.

0 The rather informal, key informant approach to assessing the
needs of organizations serving low-income and minority
populations, and the needs of high risk populations and those
providing their care limits ECAETC’s ability to use this
information for baseline data to an anecdotal assessment of the
impact of its program on these groups.

0 A systematic assessment of curriculum needs has not yet been
conducted. The proposed “discrepancy model”  methodology to
collect baseline data coupled with qualitative data to track
ECAETC’s activities to influence curriculum has the potential of
yielding good data for the assessment of impact of this aspect of
its program.

Further, no plan is currently in evidence to do repeat needs
assessments and thereby document changes.

VI. EVALUATION CONDUCTED

In Year-One, the bulk of the programs delivered were the short,
content lectures. The collection of evaluative data, using the Pro ram
Evaluation Card (Appendix V) had not been as widespread as it was--&Zi.
Assessments were completed by 2,717 attendees, about 12% of the 22,470
individuals attending ECAETC’s offerings. In the case of the Kentucky
site, for instance, no data was forthcoming. On the other hand, for those
that were more directly under the control of ECAETC, feedback on program
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quality and materials was more readily available (e.g. Ohio site obtained
assessments from 23-29X of their attendees).

On the whole, the results were favorable. 88% recognized the
importance/value of the training content. 92% reported an increase in
their knowledge. 88% attested to the quality of the presentations and
materials. 88% felt that the overall quality of the program/presentation
was good.

Site Directors have been encouraged to use similar, and more
extensive, forms. These forms tend to collect qualitative data that will
enable the site to improve future programs (i.e. formative evaluation
data). They ask for participant feedback on the most valuable and least
valuable aspects of the program as well as specific ways future programs
could be improved.

Some of the sites have actually begun to address the “outcome” issue
by asking participants “as a result of this program, will you do anything
different in your work setting?” (See Appendix VI).

Specific examples of evaluations conducted and of the reports
generated are included below.

A. Evaluation of an Annual Conference

ECAETC's first Annual Conference, held September 23 and 24, 1988 in
Cincinnati was evaluated by Evaluation Coordinator, Bob Aron, using
quantitative and qualitative methods. The evaluation report, included as
Appendix VIII, considered specific questions related to the goals and
objectives of the conference. Although this activity took place two years
ago, the specific information is offered here to illustrate an evaluative
analysis of an event:

Evaluation Questions and Answers:

Why was ECAETC unable to meet its projected target of
1,000 conference participants?

This question was investigated from the perspective of
the Ohio site, the other ECAETC sites and the Continuing
Medical Education Office. This aspect of the evaluation
revealed that the magnitude of the marketing task was not
fully appreciated by all concerned and that various
planners did not fully understand the role of their
co-planners.

Did the General Session reach the appropriate audience?

The objective of the conference to reach 30% physicians,
30% nurses and 30% other. Instead, only 19% of those who
attended were physicians and 16% were nurses. The vast
majority (37%) were dentists. The evaluation does not
attempt to explain why the focus of the conference was
changed to attract dentists.
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Only 11% of the conference attendees came from rural
areas. Although no locational target had been set for
the conference, the response from rural providers was
lower than ECAETC’s  expectations. This focused attention
on the need to do a better marketing job to this target
for future conferences.

The ethnicity of the conference attendees was two-third
white and one-third minority. No comment was made
regarding this.

o Did the General Session meet the needs/expectations of
the participants?

Over two-thirds of the participants felt the conference
met or exceeded their expectations. However, the most
useful information, in terms of formative evaluation,
comes from those who were not fully satisfied. From
these participants, ECAETC learned the importance of the
use of good audiovisuals and handouts and obtained
suggestions for future topics to be covered.

o Did the Workshop sessions meet the needs/expectations of
the participants?

Three workshops were offered: Treatment of Persons with
AIDS; Ethical/Legal Issues-Who Can You Tell; and
Understanding the Patient with AIDS. The freedom to
choose from among the workshops provided an ad hoc
“demand assessment” in which the participants Voted with
their feet. l1 The greatest number (53%) chose
ethical/legal issues, while the fewest (13%) chose
understanding the patient.

Response with regard to how well expectations of
workshops were met parallel those of the general session.

o How were the adjunct features of the conference
received?

Three adjunct features of the conference were
investigated: the National Hospice Organizational
Conference; the Academic Dentistry and AIDS Training
Institute; and the resource display/purchase area.

It was felt that the combination of these three adjunct
features with the conference was a productive symbiotic
relationship, particularly as the first two contributed
to the attendance of the conference itself.

o What were the greatest weaknesses of the conference?

The greatest weaknesses centered around logistics and
point to the importance of logistical issues in
conducting a successful conference.
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B. Evaluation of Computer-Assisted Instruction (CAI) Programs

When ECAETC published its first computer-assisted instruction
program, “AIDS - Vignettes for Physicians” two evaluation instruments were
included in the commercially packaged program. The first was included to
provide the ETC with ongoing feedback from the users regarding the
appropriateness of content as well as the usefulness of the media format.
The second is a post-program knowledge test which, in addition to enabling
users to obtain Continuing Medical Education (CME) credit for having gone
through the program, could provide the ETC with outcome data for
evaluating the effectiveness of this program. Results of these evaluations
are not currently available.

c. Evaluation of Michigan Based Program: Providing Care for Persons with
HIV/AIDS

Offered in October 1989, the Statewide conference for Michigan
Physicians, Nurses, Social Workers, and Other Health Care Professionals
was offered to assist health care professionals to make the transition to
providing care for patients with HIV. Two hundred and seven health care
professionals attended the conference and, of these, 152 completed the
evaluation form. Participants were asked to rate the conference by
answering the question “was this course a learning experience”, On a
rating scale of l(n0) to S(yes), the participants offered a mean rating of
4.1. Participants were asked to rate the material presented in the course
on a five-point scale of 1 -(too elementary) to 5 (too advanced) and offered
a mean rating of 2.8. Furthermore, 63% of the respondents noted that they
will do something different as a result of attending the conference. The
statements and comments offered by respondents are listed in the evaluation
report . No summary statements or analyses are offered in the report. The
entire report is included as part of Appendix IX.

D. ECAETC and MTEC Sponsored Conference: AIDS/HIV Continuity of Care
Conferencb

A U.S. Public Health Service sponsored program AIDS/HIV Continuity of
Care was presented by two ETC programs, ECAETC and MATEC, to meet the AIDS
education needs of community and migrant health center staff. Forty-seven
health care professionals attended the conference, twenty-four of whom
completed evaluation forms. An evaluation report was prepared by Patricia
Lavanhar, the program specialist at MATEC. Participants were asked to
offer a rating of various program components on a 1 (little or no help) to
5 (very helpful) scale. Overall, the conference received a rating of 4.0.
The Evaluation Report includes a summary discussion and participant
comments and are included as Appendix X.

E. University of Kentucky Based Program: AIDS and HIV Disease: Effective
Training Strategies for Dental Health Professionals

This training program, offered in February 1990, was offered to train
select dental professionals to provide instruction about HIV to practicing
dental professionals in their communities. The five goals of the training
programs were:
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o disseminate factual information
o facilitate the acquisition of knowledge
0 impact attitudes and values
0 enlist and reinforce positive behaviors
o field test textual materials.

Participants are asked to complete a “profile”  form. This form may be
found in Appendix VII, p. 15. Of the 17 respondents, nine are female,
three fourths are white and one quarter black and one quarter are dentists,
and all worked in urban settings. The previous training experience among
participants varied.

The evaluation report, including the appendices with the program
agenda, program objectives, the training plan, the participant profile
instrument, the faculty profile, and the post-session evaluation instrument
may be found in Appendix VII. The majority of participants noted that the
program met their expectations and offered high ratings for facilities,
faculty, content, materials, and instructional activities. In addition,
respondents reported a high level of confidence about their knowledge and
abilities in the major content areas of the training program. A majority
of participants reported an increase in knowledge and skills as a result of
at tending the program. The evaluation summary can be found on pages 8 and
9 of Appendix VII.

An updated report (prepared on October 31, 1990) and included as part
of Appendix VII, reports on a follow up evaluation of trainees. Of the 17
participants, 11 (65%) reported conduction training of other dental health
professionals. Of these, 8 returned the Confirmation of Training Delivery
forms . Reports from these 8 professionals indicate that they trained a
total of 275 persons and covered topics such as infection control, dental
management, AIDS core curriculum, as well as legal and ethical issues.

SIRMARY  OF ISSUES AND CWLLZNGES  FOR TEE FUTURE

The major thrust of ECAETC’s  evaluation is on project monitoring
activities and counts of attendees. However, ECAETC has not yet defined
the impact that it hopes its organization and activities will have on
health and medical care practice nor has it attempted to measure its impact
in terms of changes in knowledge, attitudes, intended and actual behavior.
It should do so to justify its existence both to its funder and its
constituency.

As had been recommended at the site visit, a question such as “what
.will you do differently as a result of this training program” has been
added to the Program Evaluation form. If the use of this form or its local
variant is required for all sessions provided under ECAETC auspices, then
ECAETC can report a measure of impact. Follow-up queries to program
participants would enable the sites or the central headquarters to measure
reported change.

The newly established data base now enables the sites to submit program
specific evaluation forms as well as raw data for entry and summation. If
this process were to become a regular procedure and if a commonly agreed
upon set of items (such as professional self efficacy and/or behavioral
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intention) were identified across all sites, ECAETC would be in a strong
position to analyze program outcome.

All products intended to change attitudes or behavior should be
evaluated as to the actual outcomes produced as part of the pilot testing.
A good start has been made in this area in the piloting of the CA1
materials. However, more attention needs to be given to uncovering
unintended messages.

At a minimum, all curricula published by ECAETC should be pilot tested
to determine the extent to which the intended outcomes (knowledge,
attitude, intention, behavior, etc.) are actually achieved by the content
and format of the curriculum.

ECAETC’s  plans for needs assessments should be re-examined. Initial
plans called for annual surveys of client organizations. Instead, the
Criteria/Assessment Advisory Committee was used as a vehicle for
conducting key informant assessments. The initial plan should be
reconsidered as a mechanism for more broadly documenting shifting needs.

The needs assessment survey conducted among primary care providers
proved to be of limited usefulness for procedural rather than conceptual
reasons. The value of such an assessment still remains. Consideration
should be given to revising and replicating this survey, with each
implementation site responsible for respondents in their catchment areas.

ECAETC should continue to document its development and evolution
through the evaluative case history methodology.
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Overview  01 Audit Proceuures  and Halor I ssues

What is the purpose of the audit?

Yhrt oMwir  should be used  in m&inq judgments
about evaluation quality ?

-to whom is the audftor  accountrble?

audit questions

How should the audit be stnktured,
organIted, or framed?

_iwn a lrck of conarwnc~bdwwn  the oramizr
tlonrl framework of the project and that used for
the waluatbn,  which  should be used?

Lk th’of umcun WI or less  imp&ant for formrtiv
vusus summative  audits?

What role does the “audit trail” plan in
an audlt?
-1c10 is respon&l*th, l vrluatc+r or the audi&G3r

ensWIng a camplet*,  Wdlt  trrri?

-ki the nature and form  of the audit trail itself,
as protied by the evaluator, be reviewed  for whr
it reveals  about the *valuation?

. r
-I

-.,-. I I..‘. meeting 4_.c _
61 I

discuss (Audit Reports]

Are the resources required for thought-
ful, comprehensive audits a luxury - et

necessity? ‘L-.-J



Table 1

Audit Trail kfaterials

Set 1 -- Initially received: Project Year One gSumnaq Progress Report.

Status and Comments per Objectives
Goal I:

Goal II:
Goal III:
Goal IV:
Goal V:

Organizatiok Function
UPOIA. Establish and maintain the ECAETC at The Ohio State
University in collaboration with [the other four sites].

SHOIA?. By 10/l/87,  Project Staff will have conducted a
two-day organizational meeting and committed CO a
schedule of regular meetings...

Materials Development Function
Education and Training Function
Information Collection and Dissemination Function
Undergraduate and Graduate Curriculum Development and Infusion
Function

Appendix A -- Interim Evaluation Report (9/l/87 to 7/31/88)
I. Introduction
II. Summary of Outcomes
III. Development of Evaluation Instruman-
IV. Development of the ECAETC: An Evaluative Case Study
V. Evaluation of Existing Educational Materials .
VI. ECAETC Program Evaluation Results
Attachments

1.0
2 . 0
3 . 0
4 . 0

Appendix B -- Subcontracts
Appendix C -- Memoranda of Agreement
Appendix D -0 ECAETC Personnel by site
Appendix E -- Computer-based Communication System
Appendix F -- Needs Assessment Survey Instzument
Appendix G -- Needs Assessment Surrey Results
Appendix H -- Criteria/Assessment Advisory Committee Results
Appendix I -- Protocol for Annotation of Existing Educational kerials
Appendix J -- Professional Liaison Committee Results

Evaluation Instrumants
Audiovisual Reviews
Distributors and Producers of AIDS Audiovisual Materials
Database of Material AIDS Organizations and Professional
Associations

s e t  2 -- During phone conversation with evaluator

Answers to specific questions abut project and evaluation materials
The evaluator's view that his role was one of limited power and

influence in the project



Table 1 (continued)

Set 3 -- Forwarded upon request

Minutes from site directors meetings (prepared by project director)
Information regarding the federal site visit (July 1988)
Original evaluation design (2-page narrative)
Interview questions for evaluation case study site visits
Draft of one of the evaluation instruments

---



Table 2

Audit Questious

1. What is the methodological quality of the evaluation?

a. Is the selection of methods appropriate and professionally sound?
How well does this selection meet Stan&r&/criteria  of
feasibility, utility, propriety, and accuracy (e.g., reliability,
validity or dependability, confirmability)?

b. Is the implementation of methods appropriate and professionally
sound? How well does this implementation meet standards of
feasibility, utility, propriety, and accuracy?

2. How well is the evaluation fulfilling its stated purpose, to evaluate
the "scope and effectiveness" (range and quality)a of ECAETC's training
and education efforts?

3. How well is the evaluation contributing meaningfully to program
improvement?

4. How well are the evaluation's interim results and conclusions supported
by, grounded in, or confirmable by the evaluation data?

5. Is the set of methods as a whole coherent, defensible, and
professionally sound?

a This definition of "scope and effectiveness“ was supplied by the
evaluator upon request.



Table 3
Our Seven Separate Audits ‘-L./

Project goal Substantive chunk Relevant evaluation
activities

I. Organization (1) Organization

II. Materials (2) Assessment of
Development knowledge and awareness

about AIDS

(3) Assessment of existing
training materials

(4) Development of AIDS
training experiences

III. Education and (3) Dissemination of
Training project-developed AIDS

training programs

*

*

*

*

*

*

*

*

*

*

*

*

Case study methods and
results
Networking and Infor-
mation Dissemination
Record and data from
Tables 3, 6, 9, 12,
15, ia

Case study methods and
results

Databases attached to
evaluation report
Documentation of
project activities
Case study methods and
results

Application to Co-
Sponsor Educational
Programs i
Program Evaluation
Card
Case study methods and
results

Program and Service
Record and data from
Tables 1, 4, 7, 10,
13, 16
Program Evaluation
Card and data from
Tables 2, 5, 8, 11,
14, 17
Case study methods and
results

. ..__ __. . _ .,_... . . . _.. _ . . . . . .



Table 3 (coatikued)

Project goal Substantive chunk Relevant evaluation
activities

IV. Information (6) Collection of *
Collection and information related to the
Dissemination AIDS vinas and to existing *

educational materials

(7) I n f o r m a t i o n  *
dissemination and
networking

*

*

v. (N/A for year
one)

Database policies
descriptions
Case study methods
results

and

and

Networking and Infor-
mation Dissemination
Record and data from
Tables 3, 6, 9, 12,
15, ia
Database descriptions
and policies
Case study methods and
results

._.. .- _..

.



Table 4
Audit Report Format-Sample

AUDIT REPORT #

I. PROJECT COMPONENT
Statement about substantive chunk.
Reference to relevant project Goal, MPO_, SMOs_

II RELEVANT EVALUATION ACTIVITIES

Instruments and data:
e.g., Database descriptions and policies, including Attachment
#_to evaluation report

e.g., Case study -- methods and results

Ill. AUDIT FINDINGS

Question la: Selection of me thuds appropriate, sound? ‘A/.’
W.

. * . .The  me descrrotlons  and pm - - -

/e

The- v 1  L

7,

Question Ib: Implementation of methods appropriate, sound?

The implementation information available  on database descriotion
. .d babesy. Information available on the u

studv J .

Question 2: How well is the evaluation fulfilling its own stated
purpose -to evaluate the “scope and effectiveness” of project
act iv i t ies?

and so forth
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East Central AIDS Edu
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‘#

ETC PROGRAM AND SERVICE RECORD

Directions: ‘_,.Y

The Purpose of this reporting procedure is to document the nature and scope of
activities sponsored or assisted by an ETC and their regional sites per month. Each
record should be completed for each documented activity. In each record listed, please
attach an agenda and a list of faculty and/or contributions if appropriate.,'

Exulanation  of Cateaories

1. Site- The two letter site designation should be entered here.

2. Date- The date (yy mm dd) of each activity.

3. Title - The title should identify the activity being documented.

4. Hours - This category defines "hours" in terms of the hours learners
spend in a planned educational activity. It does not refer to
the variable hours a learner might devote to an activity in
excess of planned hours. Document only whole and half hours.

5. Tonics - Training issues addressed in an educational offering. (see
attached) I,

6. Soonsorshio Code - This category specifies the nature of sponsorship or assistance
provided by the ETC.

A = Sole Soonsorshio.
B= Co-Soonsorshio (with one or more agencies or groups. All co-sponsors should b._,

listed on agenda attached for each activity).
C= Other. Assistance with resource contribution (whether financial, material,

space or personnel); assistance, with no resource contribution - (this somewhat
ambiguous classification refers to intangible, but legitimate, assistance
provided that does not include tangible resource contributions). Presentation
only (this category may include academic/scholarly or other presentations)

7. Method - This category permits classification of educational methods used.

A = Conference/Symposium E - Self-instruction
B = Clinical Teaching/ F - Teleconferences

Case Teaching G - Train-the-Trainer
C = Lecture
0 = Follow-up/Advanced

; = ;;;kfhop
=

.

8. Activitv Status - This 'category indicates whether or not an activity is a stand
alone, on&-time  program or part of a sequence (for example, a
course or weekly seminar).

9. Total Particioants  - List total number of individuals attending the educational
activity.

10. Objective  - The specific measurable objectives which the (Optional)
documented activity meets should be identified by number (if
applicable).



East Central AIDS Education and Training Center
PROGRAM & SERVICE RECORD .

(I) Site [_ _] (CI, KY, MI, OH, TN) (2) Date [ I

(3) Title [
yy iiiiii Tia

(25 letters maximum)
’ I---------"""~-'-______

(4) Hours [- - -]

, (5) Objectives
. per proposal*

[ - - - - - - - - - -
- - T25 feKG iiiaXum)

(6) Code C-1 A = sole sponsorship
B - co-sponsorship

1,

C = assistance/resource contribution
. D = assistance/no resource contribution

E = no assistance/presentation only

(7) Method [ ] A = Didactic- - -
B = Group Process
C = Self .study

(8) Media [ ’-------_ ] ; =
I
*

L.
H=

I
:=

OMEN (Ohio Med Ed Network)
CA1 (Computer Assisted Instruction)
Videotape
Workbook
Lecture/Discussion
Workshop
TeleConference

(9) Audience (No. of Participants)

MD

02
Al lied Health

SW/Counselor
Physician's Assistant

EMT
Other

(10) Specify "Other" [ 1-""_"'-"T-
(20 letters maximumJ

- w - w - -

(11) No. Minorities: Black American
'. Mainland PR
Am. Indian

Other Hisp.
Mexican-Am.

Asian Am.
Other

(12) No. Urban [
- No. Rural [----

_I
_____]

(13) Site Staff 1, _ _ _ _~~o_l~t~ers_m~x~miimr

(14) Other Staff [------------'--
(20 letters maximum)

_--we1

w-w_-1 .,
2



ECAETC SITES ANNUAL SLMARY PROGRAM & SERVICE RECORD (Rev. 8/08/90)

ALL SITES ALL SITES ALL SITES ALL SITES
---------------_____---------~~~~~~~~~~~~-~~~~~~~~~~~~~~~~~~~~~~~~~~~______~~~~_
Cumulative hours :

b
Events/Activities:

Hrs Cumulative 1564 Cumulative: 443
~-------~-_----_____~--~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~______________

Sole sponsorship
Nature of sponsorship or assistance provided

Co-sponsorship 167:
Assistance/resource contribution 162
Assistance/no resource contributed 25
--------___--_---___~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~________
Method Code Media Code

Didactic count 368 Omen count 15 Workbook count 4
Group Process cnt 117 CA1 count 0
Self Study count

Let/Discuss count 343
5 Videotape count 79 Workshop count

TeleConf  count ;:
__~-----~__---~_~___~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
Audience Count Number of Minorities Urban/Rural Location

MO count 6232 Black count 2037 Urban count 6524
RN Count 3550 Am. Indian count 0 Rural count 3108
00s count Mainland PR count 25
Allied Count 11;: Other Hisp count
SW Conslr count 1561 Am Asian count 1;:
Phys Asst count 174 Other Minorty cnt 579
Emt count 284 Mexican Am count 54
Other count

Total z%

-_

Total 2843
____-_~~~__-________~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~--~~~~~~---------

* SUMMARY DATA * 'w
TOPICS
13 l.Attitude Change 140 Z.Clinical  Manifestation 2 3.Cultrl Factors
3 0  4.Ethical/Legal 2 00 S.Epidemological/Prev  1 4 1 6.Imnuno/Virology
38 7.Longter-m Care 13 B.Neuropsychiatric 19 9.Proph. Care
48 lO.Psychosocial  19 ll.Risk Assmt./History 8 lt.Special  Pop
4 13.Substance Abuse 24 14.Testing/Counseling  56 15.Treatment
15 16.Women  & Rprdctv 42 17.Workplace  issues 165 18.Dscplne  Spcfc
63 19.Comprhnsv Prog 25 20.0ther
___~~~~____~_____~__~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~------------------ _______

OBJECTIVES
Al A2 A3 A4 A5 A6 A7 Bl 82 83 Cl C2 C3 Ill D2 03

II 0 000000000000 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

I:' 0 10 0 6 0 0 0 0 185 223 0 0 1 2 0 0 10 0 5 2 0 0 0 0 0 0 0 00.0
____________________~~~~~~~~~~~~~~~~~~~~~~~~~~~---------------------------------
CR;;;R;ON/CONTENT  STATEMENTS CRITERION/CONTENT STATEMENTS

Basic Science of Virus 246 241
2 929 II Political, Legal & Govrnmt
175 III Indirect Care Network & Ref 89 21 21 22 22
296 IV Oirect  Patient Care 44 25 205 22

42 V Testing 14 15 13
j5 VI Patient Behaviors 2 0 2 1

49 VII Provider Behaviors 0 146 2 0
T‘VIIIPsychosocialA s p e c t s 22 20

7 IX Minority/Cultural Issue 4 3
4x Human Sexuality 13 0 0

25 XI Communication 25
2 XII Alcohol and Orug Abuse 2

3

1.2.

::5.6,7.8.
;31;;1;;12.

16:17:18,19
0 20.21.22.23:24.25

26.27.
28.29.
30.31.32.33.
34. ti
35.



On-Site Program Registratfan Form
Title of Program

Date

1. Name
Last first M.I.

Addrsss

2. Sex M a l e _ Fmale

3. Ethnic Backgraund (please check one)

Asian/Pacific Islander
Black (Non-Hispanic)

Caucasian (Nan-Hispanic)
Mexican/American
Nat fve American
Puerto Rican -

Other Hispanic
Other

4. DiscipTine (please check one)

A.

8.

c.

0.

Phvsician (includes MA, 0.0.)
Practitioner (any specialty)

- Medical Students
- Medical Residents (any specialty)
- Medfcal School Faculty

Nurse (includes R.N. dfploma,  BAN., NAN., Ph.D.)
Practitfoner (any specialty)

- Nursing Student
x Nursing School Faculty .

(health professfoftals  with advanced
livery of prfmary  health care)

Nurse Practitioner (C.R.N.P., N.P.)
- Nurse Midwife
= Physicians; Assfstmt (P.h-, P.A.C.)

Dentist
Practitioner (practicing Dentist)

- Dental Student
- Dental Resident

.- Oental School Faculty

4



. .
. .

.
.,- .

El -

F'-

G - -

H - -

Merrta? Health' Provider
(Includes: Cmmlor, Caseworker, Social Worker, Psychoiogist, “4
Orug and Aicohol  Counselors, Mental Retardation Pel'sonnel,

, Children Services,Psychiatric Aides, Human Semite Workers (i.e.
Geriatric Sewices).

A?iied Health Prpisssional
(Includes: Oietitians, Paramedics, EMT's, Med
Cccupational  Theraoists,  Pharmacists, Physical

ical Technologist,

Respiratory Therapists, Radiation Technicians,
Therapists,
Infection Control

Practitioner, Public Health Personnel, Dental Hygienist, Dental
Assistant, LTN)

Ot
(1

her Health
ncl udes: Heaith Educator, Clergy, Administrator, Case Manager,

Corrections health persannel,  Hospital Support Staff
(housekeeping, dietary, security), Human Resaurces, Nursing
support staff (nurses aides, orderlies), Laboratory Personnel).

Other Non-?ezlth
(Includes: higner education faculty not in health, correctional
officers, non-health administrators, police, firefighter,
educators).

.
5. Type of Institution - Identify the type of institution where you are

currently employed. (please check one)
-

_ A.

_ 8.

_ c.

_ 0.

- E=

Acadenric  Institution
Include in this category: CaTlege,  University, Community
College, Technical School, Nursing School, or other health

. .._*.

professions schools. _ -

Communitv 8ased Oroanitation
Include in this category: AIUS C80,

Communitv Miarant Health Center
include in this category:  Federally
Funded

Yal unteer Organitati  on

Funded, Non-federally

Substance 4busa Treatment/Mental  Health
Include in this category: Orug Treatment Clinics, Residential
Drug Treatment, Methadone Maintenance, Alcohol Treatment
Canter, Community Mental Health Center, Psychiatric Outpatient
Services. is

Hasaital
Include in this category: General Hospital, Specialty
Hospital; including Psychiatric, State Mental Hospitals, State
Mental Retardation Facilities, Private Hospitals, outpatient
hospital services, designated hospitals AIDS units.

‘-’

5



c

/---  - _ F.

_ G.

_ H.

_ I.

Include in this catagory: Hosp’ice,  Nursing Home,
Rehabilitation Centers, Personal Care Boarding House, Skilled
Nursing Facilities

Private Practice

Public Health Aaencv
Include in this categop/: Pub7 i c We? fare,. County Health
Departments,  Children and Youth Services, Geriatric Services
Pub1  ic Health Nursing or other public heath services or huma;
service agencies recaiving federal, state, or local funding.

Other .

Include in this category: Emergency Servi  ces , Canect i ons
(prisyn, jail), Home Care, HMO, School (primary or secondary),
‘JF;;c;sHeal  th Servtcas,  Planned Parenthood, Family Planning

.

6. Indicate the site

7. A.

,/---- :
8.

C.

Rural
- Urban

Indicate the

Estimate the

of your clinical practice (check one).

(includes suburban) r

tatal number of cl ients/patients  you’ serve annually.

pertsntaae  of your total clients/patients who are, , L. Lminority cl i ents/patl  ents.
x

Estimate the pertsntaae of your total clients/patients who are HIV+
cl i ents/pati  ents.

%

. . L
.

6



I

III Integrated Database Format for Program
Date‘ Collection/Reporting

.__-.

7



{ Title: AIDS ETC Program & Service Record.--
{ Description:

Integrated Relational Database 1
This is a relational database demonstrating the computer-izatton}

{ of national data collecting requirements.
/---

Data collected and entered in this{
( format can be analyzed by stdtistical  summary options in the program.
{ Author: Neil R. Smith, Evaluation Coordinator: ECAETC )

AIDS EDUCATION AND TRA;;NG CENTERS
(G/05/90) NATIONAL PROGRAM AND SERVICE RECORD
________~~__~_______~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~--------~~~~~~~--
(1) Site/ (2) Date &$$/;I

(Screen sensitive information is available called "validation list".
To access, press <Alt-V> for a listing, then press <Return> for selection)

(Ia) National Site:[ 1: ----> [ 1

(3) Title:[Family Practice Residents Aids Education 1
(4) Hours: [

(5) TOPICS: -

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
11 1 SUMMARY DATA HOURS: [ ]I

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Indicate the training issues or topics addressed in each
educational offering. Please indicate all that apply.
Check primary and additional classification on list below.
Topic listing is available through <Alt-V> key. Also, see
list below.

TOPIC CODE [ ] Description of primary topic:

Check all topics that this activity/event may be classfied under.

<Alt-V> for listing

[ ] I.Attitude Change [ ] 2.Clinical Manifestation [ ] 3. Cultural Factors
[ ] 4.Ethical/Legal [ ] 5.Epidemiological/Prev  [ ] 6. Immune/Virology
[ ] 7.Longterm Care [ ] 8.Neuropsychiatric  Manif.[ ] 9. Prophylactic Care
[ ] lO.Psychosocial [ ] ll.Risk Assmt/History [ ] 12. Special Pop.
[ ] 13.Substance Abuse [ ] 14.Testing/Counseling [ ] 15. Treatment
[ ] lb.Women&Reprdctv [ ] 17.Workplace Issues [ ] 18. Dscplne Spcfc
[ ] 19.Comprhnsve  Program [ ] 20. Other

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
TOPICS SWMARY DATA

[ ] I.Attitude Change [ ] P.Clinical Manifestation [ ] 3.Cultural factors
[ ] 4.Ethical/Legal [ ]'S.Epidemiological/Prev [ ] 6. Immuno/Vlrology
[ ] 7.Longterm  Care [ ] 8.Neuropsychiatric  Manif.[ ] 9. Prophylactic Care
( ]IO.Psychosocial [ ]lI.Risk Assmt/History [ ]I2. Special Pop
[ 113.Substance  Abuse [ ]14.Testing/Counseling [ 115. Treatment
[ ]16.Women&Reprdctv [ 117.Workplace Issues [ 118. Oscplne Spcfc
[ 119.Comprehensive  Program [ 120. Other
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..o

.



(6) Sponsorship Code:

Place code number here --> [ J and check
In addition, check as many others that apply
( ] I - Sole soonsorship
[ ] 2 = Cosponsorship
[ ] 3 = Other

I
(7) Method:

Check main method code -> u Group Process

Below check again and all others that apply.

Clinical Teaching (Diidactic)
Conference or Symposia
Lecture
Self Study (Self Instruction)
Small Group Discussion
Teleconference
Train-the-Trainer
Workshop
Other

(8) Activity Status: Is this program part
of a sequence of training?

I: J. Yes
1: 1 No

a follow up session ?
II 1 Yes
I. 1 No

(9) Total Participants:- List total number of
individuals attending the educational activity

Total Number of Participants 1 J,

9a) Sex: List numbers of individuals by sex
or no response:

9b) Ethnic Background:
Indicate the race/minority status of
participants attending the training session
Please indicate the number of participants
who do not respond.

:
= Asian/Pacific Island
= Black (Non-Hispanic) f 1

3= Caucasian (Non-Hispanic)
4= Mexican/American

:
= Native American i!
- Puerto Rican

:
= Other Hispanic f i
= Other ll

9= No Response 11
Minority SUM I, --I

SUMMARY OATA
Suamtary  based upon entire

or subset of database

[ ] Code number Count
[ ] I = sole spon. Count
[ ] 2 = co-span Count
[ ] 3 = other Count
,___________________--------

SUMMARY DATA

Counts of Method

1 I = Oidactic

~~

2 = Conf.or  Symp.
3 - Lecture/Es
4 = Self Study
5 = Sm. Group
5 = TeleConf
6 - Train-Trainer

i
7 = Workshop
8 = Other

.___________________--------
SUMMARY OATA

of a sequence of training?
L 1 Yes Count
1: 1 No Count

a follow up session ?

f 1
Yes Count
No Count

.___________________--------
SUMMARY DATA

L 1 Total No. Count

Male Count
Female Count
No Response Count

.___________________--------
SUMMARY DATA

= Am Asian
= Black Am.
= Caucasian
= Mexan Am
= Am Indian
= Mainland P.R.
- Other Hisp

Other Minority
: No Responses

Minority SUM

9



(Ii)] Oiscipl ine:

Place totals below. Press <Aft-f>
for complete description of category

/1 .-

I!lidlevel Practitioner Total
Health Prfssnals with advncd clncl

I . 1

trning in dlvring primry health care
Ja.).Nurse  Practitioner (CRNP, NP)
36.) Nurse Midwife

14

I

Physicians Total 1 18j

la.) Practitioner (any specialty)
Ib.) Medical Student
Xc.) Resident (any specialty)
Id.) Medical School Faculty

2-l

3.)

Nurses Total (RN, BSN, MSN, PhD) 1 61

Za.) Practitioner (any specialty)
Zb.) Nursing Student
Zc.) Nursing School Faculty

3c.) Physicians Assistant (PA, PAC)

Nental Hlth Prvders Total:

Dentists Total
_(Press <Alt-Z>I

I . 1

ja.) Practitioner (practicing Dent.)
5b.) Dental Student
k.) Dental Resident
id.) Dental School Faculty

\llied Hlth Prfssnls: (Press cAlt-Z>)j 1

(.

kher Health (Press cAlt-Z>)_
ipecify Other:

I.1

LMedical Student 11
8.) Other Non-Health

Specify Other:
i.

I.1

I

(II) Type of Institution: i

Press cAli?-Z>  for complete definition
of the institution

Academic Institution
Community Based Orgnztion
Community Migrant Hlth Cntr
Substance Abuse Trt/Mental Hlth
Hospital
Long-term Care
Private Practice .
Public Health Agency
Other

SUMMARY DATA

Counts on all
Classifications

I: 1 Phys. Total Count

i

1 la.) Practitioner
1 lb.) Med Student

i
lc.) Resident
Id.) Med School Fat.

1 Nurses Total Count

f I

Za.) Practitioner
2b.) Nurse Student
2c.) Nursing Sch Fat

1 1 Midlevel  Pratt, Cnt.

I!

3a.) Nurse Prac. Cnt
3b.) Nrs Midwife Cnt
3c.) Phys Assistant

L 1 Mental Hlth Prvders:

L 1 Dentists Total Count

15a.) Practitioner

t 1

5b.) Dental Student
5c.) Dental Resident
Sd.) Dental Sch Fat.

[ 1 Allied Hlth Prfssnls

[. 1 Other Total Count

C 1 Other Non-Health

.___________________------
SUMMARY DATA

Summary Counts

r

’ s

1.) Academic Inst
P 2.) Comrn Based Org.

:
3.) Conrm  Mig. Hlth C

1 4.) Drug Trtmnt/M H

r i
5.) Hospital

;
6.) Long-term Care
7.) Private Practice

b 8.) Public Hlth Agnc
. 9.‘) Other

10



(12j Characteristics of the Clinical
Practice of Participants:.

I.) Urban or Rural Participants:
Indicate number of rural or
urban participants attendinq

through self report

1 21 Rural number
121 Urban number

2.) Clients Served:

(& suburban)

Calculate the total average number of
clients/patients served annually
by participants in the program. ---> [ 1

3.) Minorities Served:

(Questionto be asked of participants
then summed and averaged by site director
and placed below.)

Calculate the average percentage of total
clients/patients who are minorities served by
this program's participants. ---> [ %I

4.) HIV Positive/AIDS Clients:

Calculate the average percentage of total
client/patients who are HIV+ served by the
participants in this program. ---> [ X]

.~__________--------__-~~----
SLMARY OATA

f

Rural number
Urban & suburban

I,served 1 Client average

t %] Average of
percentage averages of
minorities served annually

'-.

t %] Average of the
percentage averages of
HIV+ served annually

.

11



Date

Program Title

Yourprofessionandpracticespecialty

Yourpracticesettingis(pleasecircle):  IEhaal sub-

/-

1.

A.

B.

c.

D.

2.

3.

4.

Whatdidyoufirx3~vaUable3.

Whatdidyaafind&stvdluable?

Please-wbatyoumigirtdodiff-yinyourpracticeha*
apriencedthis~

.



5.

6.

7.

a.

9.

Whatdoyaucansidertobeyaurawn~riskber=auseofycurwork?

I None Eluw I High

Anthere additional topicst!!tyouwculdLikedtohmeseen?

WauldycubewiUingtopzticipateinadvamzd "a-wtrai.n&
sessicnsandmakeAIErelat&presentatio.nstoutherhealth
professionals? (Please circle)

No

Ifycur~~~isyes,tJbUldYOUpleaSepKNideycurMme,addressand
tehphanenuukerz

NallbS

Address

OfcJmupswith-weducational prcgms-Itwrxildb&eryhelpftilif
yuuwouldindicateyuurethnic kxkgmai and sex (Phase check):

BbckAm?.rican _
White
AmI&caIndian~
A&ulAmerican  _

Male Female

.

‘-.i



Case Number [60.l.O0003

r‘.
Date s/6/99

.I Note: To
(Enter date as 00/00/90 or O/0/90)

find event title hit <alt-V> to see 3 list of titles. '?J
c Ne :.: t p select title da%e then hit <Enter>. Then tab to next question=l

PROGRAM EVALUATION FORM

Event Title OMEN March 5-9, 1990
HIV/AIDS in the Emergency Room
OMEN Network. (123 sites) & Columbus, OH

Media Type for this Event Cd!

D = OMEN CXI
E = CA1
F = Videotape

Cl
C l

G = Work book I: I
H = Lecture/Discussion C 1
I = Workshop t I
J = TeleConference Cl

Profession Respondent:
(Please Check one response:

IX) M D
( f RN
I: : DDS
I : Allied Health
( 1 SW/Counselor
( 1 PA’S
! ) EMT

,p- l : Other Ned
Practice Specialty:
PSYCHIATRIC AND GENERAL PRACTICE

Your practice setting is (please check)
(X1 Rural ( ) Urban ( ) Suburban ( ) No Res

1. Please rate the following by checking the boxes :

: Exceeded I Met ": : No :
:Expectations;Expertations:Disappointhg~  R-pan=  :
: I : : :

A.Appropriateness: I X t ‘
I , : ,

, of Content
B.Completeness

Content
C.Use of

Audiovisuals
D.Interactive

Call-in

: t
I : : :

of: :* X : : :
: . : : I :
: : x : 1I :
‘ I, , I : :
: : X : : :
: 8 II I : :

. .

14



2. What did you find most valuable '?

Comment 2.L:GENERAL PREVENTIaN OF AIDS

Comm.eflt  2.2:

:

3. What did you find least valuable?

Comment 3.1:

Comment 3.2:

Commnet 3.3:

4. Please describe what you might do differently in you pr.xtice having
ex,cerienced this program.?

Comment 4.1:TO PRESENT INFECTION (AIDS) MEDICAL MANAGEMENT OF ?

Comment 4.2:

Comment 4.3:

5. What do YOU cor,sider to be your own AIDS risk. because of your work 7
. . . . . . . ...* a a........= a..= m':

C ,1 None c I Low [Xl High I: ] No Ans : '?_...
:
:

6. Are there additional topics you would like to have seen?

Comment 6.1:TO PREVENT DISEASE (AIDS)

Comment 6.2:

Comment 6.9:

7. Ho44 did you learn about this program?

Comment 7.1:

Comment 7.2:

Comment 7.5:

15



8. Would you be willing to participate in advanced "train-the-trainer"
sessions and make AIDS related presentations to other health professionals ?'
(Please check)

C I NO I: I YES [Xl No response

Which %ype of education credit do you
(Answer only if you are to receive

I' C ! Category I CME
C I Family Physician

wish to receive ?
credit)

c I Nurse Contact Hours

If you checked YES to Question # 8 or you want continuing education credit,
then please fill out you name, address, and telephone number.

(Last name - space..First name: Doe M
Last name: , First:
Street Address: (Only street number and name)

city:
State:
Zip Code: ,
(area code..space..digit  I 2 S..space..last digits)

414 555 1212
Telephone:

P
9. We are extremley concerned about reaching the widest possible diversity
of groups with our educational programs. It would be very helpful if
you-would indicate your sex and-ethnic status if appropriate.

c I
CXI

::
I: 1
c 7

::
(internal data) --> [ J
(excludes Caucasian)

sex: CXI Male
c 3 Female

Black (Ncn-Hispanic)
Caucasian
American Indian
American Asian
Mexican American
Mainland PR
Other Hispanic
Other Minority
MINORITY SUM

16



. .

Other Comments:

1 st Comment

2 nd Ccmment

3 rd Comment

Mczre Said ? !Check here if there at-s any stray comrnent~ written a.nyw&r.~ e?.-.s::
rln this form)

-_- >. c I

17



PROGRAM EVALUATION FORM (Rev. a/14/9(.?!
Event Title OMEN March Z-9, 1990

HIV/AIDS in the Emergency Rocm
OMEN Network (123 sites) 8 CoIumbus, OH

_______-________--__~--~~~---~~~~~~~~~~~~~~~~~~~~~~~~~---~~~~~~~~~-------------
Media Type Profession Type
:
:

, :
:
:
:
:

OREN 112 : RD 8 8.5%
CA1 : RN ss 56.5%
ViderLonP-l--r- : DDS 2 2%
Wcrkback : Allied He.zLth 0 1%
Lecture/Discussian : Qoci.11 WarkersiCaun 1 1%
Wark.shop : Physician's Asst. 0
Tslecanference : EMT 10 10.6%

: Othr Medic.31 Zf> 21.2%--__________________~~~~~~~~~~~~~~~~~~~~~-~~~~~~~~~---~~~~~~~~~~~~~~~~~-~~~~--
Your practice setting is (please check) :RuraL 44 37%

:Urban fa 15%
. :Suburban 39 33%

:No Response 18 15%

1. Please rate the fallawing by checking the boxes. :

I
, Exceeded : Ret : Dis- : No :
:E~pectatians:Expactations;appainting I Respcnse  :
I I I *A.Apprapriateness! 6% 7 : I 77% 86 : 8 13% 14

af Content : : : :4% t

B :  8

I :
B.C;mpleteness  aft 6% 7 : 88% 90 : 9% 10 14% D I
Content : I , : 4I

c Ike of. we_ : 10% 11 : 72% 81 : 12% 14 :6% 7 ,#
Audiavisuals  : I I I ,I I ,

D.Interxtive .: 5% 6 : 44% 31 : 9% 10 : 42% 49 :

Ycur awn AIDS risk
because oi your work?
: Ncne & 5%
: La+4 54 49%
: High 4- 38%
No Ans G 8%:

: Ycur Sex
:
: Male 28 31%
: Female 62 69%
:
:

8. Would you be willing 'ia pariticipate  in advanced "train-the-trainer"
sessions and m&e AIDS related presentatians to other health professionals 7

70% 15% 15%
: YES 72 NO 19 N/R .16

Which type of education credit do you wish to receive'?

: Catsgory  I C M E 0
: Family Physician 0
: Nurse Contact Hours 3

______________________________________________________-----------
Minarity Status.

0
. 85% 81

3% 3
6% 6

0
0

1% 1
4% 4

Black <Non-Hispanic)'
Ctuxsian
Americsn Indian
American Asian
Mexican American
Mainland PR
Other Hispanic
Other Minority

18



CEU REQUEST (Teleconferences 6 Omen)

Event /Act iv i ty  Attended:

OMEN March 5-9, 1990

P r o f e s s i o n a l  C l a s s i f i c a t i o n :

MD:C 7 RN: [xl DDS:I: I Allied:C I SW:C I

Credit Type Requested :

[ I C a t e g o r y  I  C M E  E 1 F a m i l y  P h y s i c i a n

Person Data:

Las t : She 11 house .r F i r s t : Doris I-.

Street 4ddras.s;:  (Only street numl2er and name)
909 T.H. 148 N

P#:[ J EMT:[ ] r3TH:C I

r 1, 7L 0. _ NJ_!  t-F&e .Con tat k Hours

C i t y : Sycamore
s t a t e : C3H

Zip Code: 44882
Telephone: 419 927 2211
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..*....‘..*.......*....~.......~~..=~*==

19



LABELS EXAMPLE___-----------__-___~~~~~-~~~~~~~~~~~~
LOU ANN FULMER, MSN, RN
VISITING NURSE SERVICE
1.200 MCARTHUR DRIVE
AKRON OH 4 4 3 2 0

____-_______________~~~~~~~~~~~~~~-~~~~~
ZELDA SNELL
BO4c, WADSWORTH ROAD

WADSWORTH OH 44281

_^__-__----_---_____~~~~~~~~~~~~~~~~~~~~
MARY MEBERT
916 ANDREWS ROAD

MEDINA OH 44256

________________-___~~~~~~~~~~~--~~~~~~~
NORAH BERTSCHY, RN
1000 E. WASHINGTON ST.

MED I NA OH

____-__-___-_--_-___~~-~~~~~~~~~~~-~~--~
RHONDA DAILEY
119 E. MEMORIAL DRIVE

POMEROY O H 45769

____________________~~~~~~~~~~~~-~-~-~~-
MARY BETH ROSE, RN
RT. 1 BOX 260 TAYLOR ROAD

PT. PLEAS WV 25550

____--______________~~~~~~~~~~~~~~~~~~~~
JUDY RIDDLE
KDMC STAFF DEVELOPMENT
2201 LEXINGTON AVENUE
A S H L A N D  K Y 41101

_______________-___^--~-~~-~~~-~~~~~~~~
PAM TOLLIVER
RR #I bOX 1990

gREENUP K Y 41144
.

_-----_________-____~~~~~-~~~~~~-~-~~~-~
DUVID TOLICH . ’
HILLSIDE REHABILITATION HOSPITAL
8747 SQUIRES LANE NE
WARREN OH 4 4 4 8 4

____________-___-___~~~~~~~~~~~~~~~~~-~~
TITA E. ROACH
217 PARK DRIVE

DIXON - IL 61021
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1314KinneafRoad,Area300,
Columbus, Ohio 43212
614292-1400

1990 AlTENDANCE  SHEfl

PROGRAM:
HOSPITAL:

NAME (Please Print1

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

14.

15.

16.

17.

NAME (Please Print)_

ia.

20.

2 1 .

22.

-.-_A

24.

2s.

26.

27.

28.

29.

30.

31.

32.

33.

34.

USE ADDITIONAL SHEETS IF NECESSARY

The above named persons participated in this program on:

SIGNATURE TITLE
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CASE NUMBER:

PROGRAM/EVENT

HOSPITAL NAME: G. Pierce Wood Memorial Hospital

ATTENDANCE SHEET

c 601 Cumulative Case Count:

OMEN March 5-9, 1990
HIV/AIDS in the Emergency Room
OMEN Network (123 sites) t Columbus, OH

Address 1st line Clinical Director
Address 2nd line 5100 Highway 31
City Arcadia
state FL
Zip-code .1.382i-9&,27

ATTENDANCE NUMBER C 281

NOTE: From attendance sheet, count and post various professionals. Also,
count unclassifiable and post

Practice of Respondent:
(Please Check one respons;e)

c 201
c 1
I: 1
c !
t 1

:f- c I
1: I
f I

Other's profession I:

I: !

POSTING OF NAMES:

MD
RN
DDS
Allied Health
SW/Counselor
Physician's Assistent
EMT
Other professional

UNCLASSIFIABLE UNCLASSFIABLE COUNT

Directions: Please type last name first, first name last, then degree.

NAME (Please Print)

lname
Zname
Sname
4name
Sname
bname
7name
Sname
Sname
lOname
liname
137.3me

,o 13name
14name

.. L5name
l‘lname

Khan, Barkat, MD
Black, Jarrett, MD
Agudo, Francisco, MD
Morales,*Otto, MD
Morales, Amilia, MD
Torres, Humberto, MD
Tornin, Evidio, MD
Renfrew, Murray, ND
Rubio, Flavio, MD
Solomon, Richard, MD
Verde, Eliseo, MD
Triana, Elizabeth, MD
Long, Charles, MD
Majumder, Santi, MD
Kim, Jung, MD
Fernandes, Cipriano, MD
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‘18name
19name
20name
Zlnsme
22n.ane
Z.Tname
24name
25name
2+name
27name
2Sname
29name
30name
3iname
SZna,me
s.Tname

ATTENDANCE

Kim, Yung, MD
Ro, Kyoung, MD
Bell, James, MD

SHEET

Riggs, Lawrence, MD
Benoit, Eddy, MD
Pestana, Alfonso, MD
Beltran, Leonido, MD
Cabrera, Olrando, MD
Yero, Emilio, MD
Pera, Sergio, MD
Lomangcolab, Pablo, MD
Adeni, Suguna, MD
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HfV/AIDS:.APrimarvrCarebisease&m90's

A Regional Workshop for Health Cak professionals

1. Were the following objectives met:

a. Descrfie AIDS epidemiology, pathogenesis,
and transmission facts.

b. Reccqnite an appropriate BIV risk
assessment and sexual history interview.

c. Review practical patient management ad
counseling guidelines.

d. Review recent legislation and insurarhze
issues.

:

2 .

e. Discuss the concerns of Persons with
AIDS (PWA's).

Evaluate:

Bph_crane,E?.
Knowledge of content poor
Clarity of presentation poor:

CharLeneBuc.Lner..R.N,.':m
Knowledge_ of coritent poor
Clarity of presentation p o o r

S t e v e
mowledge of content poor
Clarity of presentation poor

fair
fair

fa.k
fair

fair
fair

good
good

good
good

good
good

n o

n o

n o

IlO

n o
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3. The facilities were:
l_,

poor fair good excelhnt

I 4. Were your personal objectives for the day met: _yes -no

cotfMENTs

5. What topics would you like to see presented in the future?

Please return to: ‘._._-’

East CentralmAIDS Education and Training Center
TBe Ohio Stat8 University A

Department of Family medicine
Area 300, 1314 Kinnear Road
Columbus, Ohio 43212

25



East Central AIDS Education and Training Center

NETWORKING AND INFORMATION DISSEMINATION RECORD

(1)

(2)

(3)

(4)

Site [_ _] (CL KY, MI, OH, TN)

Date [
-y-y

I
-m-m -d-d

Agency/Individual Contacted:

Description of Communication:

(5) Anticipated Outcome

(6) Objectives Per Proposal :

(7) Site Staff:

(8) Other Staff:

.

26



ECAETC NETWORKING AND INFORMATION DISSEMINATION RECORD

Directions for Completing Record and Explanation of Categories

I' DIRECTIONS. The purpose of this reporting form is to document the nature
and scope of networking, linkage, and information exchange activities
undertaken by ECAETC staff in order to meet Center objectives. The form is
loosely structured in order to give you opportunity to document your linkage
efforts in a narrative format. .Please complete one form for each key
networking contact and outcome you consider important in establishing your
Site within your state and East Central region. Please complete this for
all key contacts per month since September 1, 1987.

EXPLANATION OF CATEGORIES

(1) Site. The two-letter site designation should be entered here.

(2) Q&g. The date (YY/MM/DD) of each activity documented should be
entered here.

(3) Aaencv/Individual  Contacted. Identify the agency, association,
institution, and/or individual contacted.

(4) Descriotion  of Communication. In one or more sentences or phrases,
please document the nature and scope of any communication
relevant to establishing important networks, linkages, etc.,
with agencies in your state and in the region.

(5) Anticioated  Outcomes. Please document any formal and informal linkages
or understandings created/established.

(6) Obiectives Per Prooosal. The specific measurable objectives (see
original proposal) which the documented activity meets should
be identified by number, i.e., SMO IV.B.l.

(7) Site Staff. List the names and affiliations of ECAETC personnel who
participated in the delivery of the educational activity.

(8) Other Staff. List the names and affiliation of non-ECAETC personnel
who participated in the delivery of the educational activity.

October 23, 1989
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APPENDIX III

Evaluative Site Visit



Cantor  Hoadquaflen
The Ohm State University
Oepartment  of Family Medicine
80902 University Hospitals Clinic
456 West Tenth Avenue
Columbus, Ohio 43210
614-293-6166

EVALUATIVE SITE VISIT
EAST CEHTW qf?Y Y'WTI!!,'!  ANO TRAINING CENTER

THE OtiiO STATE UNIVERSITY
GRANT NUH6ER  BRTOOOOOS-01-0

JULY 25-27, 1988

Introduction

The purpose of the grant project is to establish and maintain the East
Central AIDS Education and Training Center for Health Professionals (ECAETC)
through the cooperative and collaborative efforts and relationships of Ohio
State University, University of Kentucky, Meharry Medical College,
University of Michigan, and Cincinnati Board of Health, committed to the
development and dissemination of information and materials to facilitate
rapid and meaningful education and training of health care professionals
relevant to~prevention and care regarding AIDS. To this'end, it should be
apparent that the region served by ECAETC is comprised of the states of
Michigan, Ohio, Kentucky, and Tennessee.

above
The evaluative report describes the progress made in achieving the
stated purpose. In order to provide a structure for the report, it

has been determined that it would be best to develop the report around the
project goals, major project objectives, and specific measurable objectives
as delineated in the original proposal. Therefore, each project goal is
stated with the subsumed major project objectives. In essence, the specific
measurable objectives are the driving force behind the methodology; hence,
they too will be stated and commented upon in order to give a measure of the
progress which has been made. Appendices will be used to elaborate on
relevant issues. As a result, the narrative per each specific measurable
objective, when taken with that of other specific measurable objectives
under a given major project objective, will provide the means to determine
the progress on each major project objective. In turn, the same would be
true with major project objectives and the respective project goals. .

. .’

.’

;
;\’

‘. :.

. .
:

. .

f-l’
CENTER HiAOOUARf~AS

The Ohio State University
Department of Family Medicine
SO902  Universiiy  Hospitals Clinic
466 Weat Tenth  Avenue
Columbus, Ohio 43210
614-293-6166

F-0 t-4 ;‘.ve ,r~vefslty The Uniuersity  of Michigan

Cincinnati HeaItti  Department in
Cooperation with The University
of Cincinnati Medical Center



PROJECT GOAL I - ORGANIZATIONAL  FUNCTION: Promote and assist in the
establ-hhment of organizational arrangements within or among ctate and !ocaJ“---'
agencies, health care professions schools and programs, and health
professions associations which will improve the development and
dissemination of educational materials and the multifaceted delivery of All!5
education and training.

Maior Project Objective I.A.: Establish and maintain the East Central
Region AIDS Education and Training Center for Health Professionals
(ECAETC) at The Ohio State University in collaboration with the
University of Kentxky, Meharry Medical
Michigan, and Cincinnati Board of Health

College, University of

Soecific Measurable Objective I.A.1: The ECAETC will be
established by 9/l/87 with the central administrative office it
The Ohio State University and with respective site offices at t' .I
University of Kentucky, Meharry Medical College, University of
Michigan, and Cincinnati Board of Health.

STATUS: Accomplished

COMMENT: This SMO was accomplished through the budgeti,
processes (Appendix A) and through the official recognitf:*
of the respective Memoranda of Agreement (Appendix 8) as
submitted by each Project Site office prior to, and as a ;i l

of, the development of the grant proposal.
\_'

Soecific Measurable Objective I.A.2: By 10/l/87, Project Star+
will have conducted a two-day organizational meeting and
committed to a schedule of regular meetings of one per month IP

one every threeYear-One, one every two months in Year-Two, and
months in Year-Three.

STATUS: Accomplished

COMMENT: The first meeting was not schedu
October in that the organizational meeting
all Project Sites was not held until the f..- -

led until mid-
in Washington of

irst of October.
Since that time, a schedule of regular meetings has been
maintained. However, at the January meeting of the Project
Site Directors, it was determined that such meetings should
be held on a basis of approximately every six weeks. It was
important to the group that this action be taken in that it
was believed that more time was being taken than was
necessary for the work of the project given how much time was
.involved in meetings and how little time was left on a weekly
.basis to work on the actual project at the respective Sites.
Ultimately, only the months of Februaky and April were
excluded. At this time there is no reason to believe that a
meeting will not be held every two months in Year-Two and at
least once quarterly in Year-Three.

.

--d.
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Snecific Measurable Objective I.A.3: By 10/I/87, Project Staff
- will .have determined and published the means by which--_

administrative issues are handled at each Site and between the
Sites.

STATUS: Accomplished

COMMENT: The administrative issues of each Project Site are
handled locally, Therefore, at the central office there is
no published protocol specifying administrative issues at a
given Site. Regarding the overall administrative organi-
zational plan, it is depicted as follows; please see
A~~C.?%Y I' C,7.* 5 27.Fc?etu  ?;sting c.f Prfljxt Staff xfx:b.?:*5 I:
each Site as well as a more complete description of the
administrative organizational plan.

Administrative Organizational Plan

PROJECT STAFF

Project Director -
Lawrence L. Gabel, Ph.D .
Co-Project Director -
Michael F. Para, M.D.

Project Assistant -
Joni Rehner

Project Evaluator -
James A. Pearsol, M.S. I.
CRITERIA/ASSESSMENT ,
ADVISORY COMMITTEE,

v
PROFESSIONAL LIAISON'
COMMITTEE .

. I

SITES/DIRECTORS

Ohio State University -
James A. Pearsol

University of Kentuckv -
William G. Pfeifle, Ed.D.

Universitv of Michiaan -
R. Van Harrison, Ph.D.

Meharrv Medical Colleue -
Judith Presley

Cincinnati Health Department -
Ronn D. Rucker, Ed.D.

l-l Ohio State UniversityProject Staff I
b 1

University of Kentucky

University of Michigan
Project Staff I

. w
_ Meharry'Medical College

Project Staff



_Z Sbecific Measurable Objective I.A.4: By 10/l/87, Project Staff 'LJ
will have finalized all respective roles, established formal lines
of communication, assured that all project personnel at each Site
understand the various project components, and established short-
range and long-range tasks to be undertaken as appropriate.

STATUS: Accomplished

COMMENT: Minutes of the meetings held at each Site between.
various project personnel indicate that each Site is
functioning independently and in an appropriate coordinated
rsle v/i;,+ Lhti aLh2r Sites. AdditionaTly,  the Site Reports
given at each Project Site Directors' meeting provides a
means to monitor the process.

Major Proiect Objective 1.8.: Align the respective Scopes of Work such
that the appropriate personnel can undertake the task of facilitating
the exchange of AIDS information and expertise and by providing
training to those for whom AIDS educational programs can make a
difference in the prevention, diagnosis, counseling, and management OF
patients and their families.

Soecific Measurable Objective I.B.l: By 11/30/87, the respective
Scopes of Work will be developed in sufficient detail such that
development and dissemination work can be undertaken at the Site:
individually and collectively. \-'

STATUS: Accomplished

COMMENT: Actual?y we found that the Scopes of Work (Appendix
6) as presented in the original proposal were adequately
detailed. As the project personnel have met on a monthly
basis, what was meant by these scopes of work has become much
better understood and there has been an articulation and
integration of the resources avai7able  at each Site through
the various Project Staff meetings. We truly have been quite
impressed with the ability of so many different people in the
various locations to be able to work together so
harmoniously.

Soecific Measurable Obiective 1.8.2: By 12/31/87, organizational
logistics will have been established to assure the timely and
efficient conduct of each Scope of Work and in a coordinated
fashion between Sites.

STATUS: Accomplished.

COMMENT: Again, 'it must be noted that the organizational
logistics have been established at each.,Site and the'various
Site personnel are to be complimented for the individual wor'
that they do at their respective Sites as we17 as the, .-J

4 .
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c o o r d i n a t e d  w o r k  t h e y  d o  a c r o s s  t h e  S i t e s  s u c h  t h a t  t h e
C e n t e r  i s  i n  f a c t  a  t r u e  r@giona7 reaffty. P a r t  o f  w h a t
c o n t r i b u t e s  t o  thfs i s  t h e  c o m p u t e r - b a s e d  c o m m u n i c a t i o n  l i n k
e s t a b l i s h e d  t h r o u g h  C o m p u S e r v e  ( A p p e n d i x  0). T h i s  a77ows f o r
i m m e d i a t e  c o m m u n i c a t i o n  a s  w e 7 7  a s  s e n d i n g  a n d  r e c e i v i n g  o f
l a r g e r  d o c u m e n t s ,  s u c h  a s  o u r  v a r i o u s - d a t a b a s e s  ( A p p e n d i x  0 ) .

Soecific Measurable Objective 1.8.3: By 12/31/87, each Site will
have prepared and distributed to all other Sites complete
descriptions of prior experiences in educating and training as
related to this project such that each Site can initiate
replication in YEN-C& as appropriate in the respective seri-ice
area.

S T A T U S : Accomp 7 ished

C O M M E N T :  T h e  a c t i v i t y  o f  r e p l i c a t i n g
experierices a c r o s s  t h e  S i t e s  w a s  less
a n t i c i p a t e d . I t  t u r n e d  o u t  t h a t  e a c h
h a v e  t h a t  m u c h  g o i n g  o n  p r i o r  t o  t h i s

e d u c a t i o n  a n d  t r a i n i n g
s u c c e s s f u l  t h a n
o f  t h e  S i t e s  d i d  n o t
p r o j e c t  w h i c h  c o u l d  b e

“ p a c k a g e d ”  fbr r e p 7  icat i o n . T h e r e f o r e ,  t h e .  a m o u n t  o f
rep7ication  w h i c h  w a s  p o s s i b l e  i n  Y e a r - O n e  w a s  l e s s  t h a n  w a s
a n t i c i p a t e d  w h e n  t h e  p r o p o s a l  w a s  p r e p a r e d .  H o w e v e r ,  a s
d e m o n s t r a t e d  b y  t h e  C e n t e r  R e p o r t  d o n e  b y  J i m  P e a r s o 7 ,
c o n s i d e r a b l e  e d u c a t i o n  a n d  t r a i n i n g  o c c u r r e d  i n  Y e a r - O n e ,
i r r e s p e c t i v e  o f  rep7ication. H e n c e ,  w e  w e r e  fu77y a b l e  t o
m e e t  t h e  i n t e n t  o f  t h i s  s p e c i f i c  m e a s u r a b l e  o b j e c t i v e .

E: Research, design, andPROJ CT GOA I :
develop AIDS training materials for use with health care professionals.

Major Project Objective 1I.A: Determine baseline knowledge related to
diagnosis and treatment and awareness of community resources related to
counseling and management.

Soecific Measurable Objective II.A.l: By 2/29/88, assess the
needs and concerns of primary care physici.ans and other primary
care health professionals in the region.

S T A T U S : Accomp 7 i shed

C O M M E N T :  T h e  w o r k  r e q u i r e d  t o  d o  a  m a j o r  n e e d s  a s s e s s m e n t
,across t h e  f o u r  s t a t e s  w a s  q u i t e  s t a g g e r i n g . T h i s  c o u l d  ‘ h a v e
b e e n  c o m p l e t e d  b y  Z/29/88  i f  w e  h a d  b e e n  satfsfied t o  d o  a
l e s s - t h a n - q u a l i t y  j o b . H o w e v e r ,  s i n c e  i t  w a s  desirab7e t o
d e v e l o p  a.pilot .instrument,  t o  a s s u r e  a d e q u a t e  -rel,iabilfty. * . . . ’ .

. . . -, . a n d  v a l i d i t y ,  and,to r e f i n e  the instrume@t, i t  t o o k ,  s o m e  timi
. , , I , ( A p p e n d i x  E). . As,a*result; t h e  w o r k  w a s  n o t  c o m p l e t e d  until .
” . .‘_’ e a r l y  A p r i l  (Appetidix F )  .  . . .

/-- , -. I
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Soecific Measurable Obiective II.A.2: By 2/29/88, assess the
_.Z concerns of public health departments and community health WV_

agencies which serve low-income and minority residents in the
region.

STATUS: Accomplished

COMMENT: It was possible to accomplish SMO II.A.2 through
the meeting and work of the Criteria/Assessment Advisory
Committee. This group met in January, 1988, and produced a
comprehensive report (Appendix G).

Soecific &1s+,f*d:'r:!:u_l2Ltive  II.A.3: By 2/29/88, assess the
concerns of t*e htgn-risk populations and those who directly
provide therr health care in the region.

STATUS: Accomplished

COI’MNT: SnO II.A.3 was accomplished in the same manner as
SMO II.A.2.  That is, it was accomplished as per the meeting
of the Criteria/Assessment Advisory Committee in January,
1988 (Appendix G).

Major Proiect Objective I1.B: Determine the extent to which AIDS
training materials already exist, assess their availability and cost,
assess their potential usefulness and/or applicability to ECAETC
training efforts, and include in the data bank for dissemination. ..._1,'

Soecific Measurable Obiective 11.8.1: By 10/31/87, begin and
continue computerized and manual literature search methods to
identify existing AIDS training materials, both written and
mediated.

STATUS: Ongoing

COMMENT: The work related to SMO II.8.1 is being directed by
the University of Kentucky. A protocol has been developed
that allows the personnel there to take the leadership role
but which allows personnel at the other Sites to contribute
to the work.

Specific Measurable Obiective 11.6.2: By 11/31/87, begin and
continue to annotate (based on direct review whenever possible)
identified AIDS training materials that currently exist.

STATUS: Ongoing
. .

;~- COMMENT: This SMO ~$71 continue through.& .the project.'
.. ,Again, !krs responsibility was assumed.by the Project..Staff

p e r s o n n e l  ,: the University of Kentucky (Appendix Ii)._. . ”

.
._/’
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_ l-aecific Measurable @.iective X8.3:8y 12/H/87,  beg?3  a n d
continue to categorize annotations (e.g., by level, by profession,
by material format, etc.) for ease of retrieva? and possible use.

STATUS: Ongoing

COMMENT: This SMO will continue throughout the project.
Again, this responsibility was assumed by the Project Staff
personnel at the University of Kentucky (Appendix I).

kecific Maasllrable Obiectivo II 6 40 By 1,131/88, shareu-~.-2.--_,_.,..~ W--L-'
ic!lSit~t ;GllS bil d 1 r-“i_,d:df  haSiS for i11cltision into t;Ie I%.~I~)II~
data bank for dissemination or utilization by ECAETC institut:  -
in the region.

STATUS: Ongoing

COMMENT: The annotations are shared on a regu7ar basis
through the news7etter which is a part of the project.
Again, the University of Kentucky is taking the lead rola '7
this element of the methodology.

Maior Project Obiective I1.C: Research, design, and develop written
and mediated AIDS training materials as necessary to address Jeficl?.
in existing training materials (per MPO 11.8).

Soecific Measurable Obiective  1I.C.l.:  By 8/31/88, use the re:. ’
of activities associated with MPO 1I.A and MPO 1I.B to design
short-term intensive AIDS training experiences at a core
interdisciplinary level making sure to address knowledge, ski!'.
and psychosocial as well as other affective elements related ts
caring for patients and families in the primary care setting.

STATUS: Ongoing

COMMENT: Work related to SMO II.C.1 was initiated formally
with the first meeting of the Criteria/Assessment Advisory
Committee in January, 1988. At the March meeting of the
Project Site Directors, much work and attention was given to
what the curriculum is to comprise regarding
interdisciplinary materials. With this determined, it was
agreed that the Cincinnati Health Department/University of
Cincinnati wouJd take the lead role in developing these
educational materials by 8/31/88.

.

, Soecific Measurable Objective 1I.Q: Use the results of
activities associated with MPO 1I.A and MPO 1I.B to design short-
term intensive AIDS training experiences directed. specifically to:

7



z ;:
Primary care physicians by 8/31/W.
.Ilentists by 8/3!/88.

C. Nurses by 8/31/88.
D. Allied health professionals by 8/31/88.

F:
Physicians assistants by 8/31/89.
Clinical counselors by 8/31/89.

STATUS: Ongofng

COMMENT: The progress regarding SMO II.C.2 is very similar
as in SMO II.C.l. However, it should be noted that in Year-
One the University of Kentucky is taking the respon.sibi7it.v
fG/' ij;Z  ;jcJi.LtiY ,i:a;~,','d;s, whereas The iIh,'o jtate Lh~ive~*s~:y
is raking responsibility for the physicians, nurses, and
allied health professional materials. As per meetings with
and conversations with the Project Officer, it was determine<
that it would be appropriate to develop a short-term
intensive experience for EMTs. This work was undertaken by
the University of Michigan Site and was completed by early
June, 1988.

The Ohio Site personnel decided that to do all of the
materials related to physicians, nurses, and allied health
professionals by the end of Project Year-One was not the bes:
approach for them. Instead, they have elected to phase the
work over the three years and to provide more than was
originally proposed. An additional benefit is that the .-.._----.
materials developed in Years Two and Three can better take
into account changing needs and changing issues related to
AIDS.

Regarding dentistry, this work is progressing nicely and wily
be completed by 8/31/88. More is being produced than was
originally proposed in that it is being designed to be used
with dental assistants and technicians as well as with
dentists.

Soecific Measurable Objective II.C.3: Produce and distribute one
3-hour Computer Assisted Instruction program for microcomputer use
for:

A. Physicians and dentists by S/88.
8. Nurses by 5189.
C. Physician assistants and allied health professionals by

I2)89.

STATUS: AccompJi.shed

COMMENT: The work has progressed as projected to develop. the
computer assisted instruction program 'for physicians and
dentists. As it developed, it was determined that there
would be one program for physicians and a separate program ._,

a



f o r  d e n t i s t s . T h e r e f o r e ,  m o r e  i s  b e i n g  d e l i v e r e d  t h a n  w a s
o r i g i n a l l y  i n d i c a t e d . As a result, we are just completing
t h e  p i l o t i n g  p h a s e  a n d  e x p e c t  t o  b e  m a r k e t i n g  b o t h  p r o g r a m s
b e g i n n i n g  i n  P r o j e c t  Y e a r  T w o .

Maior Proiect Objective 1I.Q: Research, design; and develop train-the-
trainer experiences and programs developed with the express purpose of
preparing key individuals to replicate AIDS training experiences and
to do so in an effective manner.

SoecificI:By G/31/88, d e v e l o p  train-
the-trainer materials and experiences to facilitate replication of
core-interd;~~~ip'iina~.~ AiCS training information/experiences on a
regional basis.

S T A T U S : Ongo i ng

COMMENT: This work has proceeded in concert with SMO II.C.1.
T h e  U n i v e r s i t y  o f  K e n t u c k y  p e r s o n n e l  a r e  r e s p o n s i b l e  f o r  a l l
t r a i n - t h e - t r a i n e r  m a t e r i a l s  a n d  e x p e r i e n c e s  p r o d u c e d  a s  p e r
t h e p r o j e c t  . .

Soecific Measurable Objective 11.0.2: In conjunction with efforts
to develop profession-specific training materials and experiences,
develop train-the-trainer materials and experiences to facilitate
replication of profession-specific AIDS training information/
experiences on a regional basis for:

A. Primary care physicians by a/31/88.

c":
Dentists by a/31/88.
Nurses by a/31/88.

Il. Allied health professionals by S/31/88.

F:
Physicians assistants by a/31/89.
Clinical counselors by G/31/89.

S T A T U S :  O n g o i n g

i C O M M E N T :  T h i s  w o r k  h a s  p r o c e e d e d  i n  c o n c e r t  w i t h  S M O  I I . C . 2 .
THe  U n i v e r s i t y  o f  K e n t u c k y  p e r s o n n e l  a r e  r e s p o n s i b l e  f o r  a77
t r a i n - t h e - t r a i n e r  m a t e r i a l s .  a n d  e x p e r i e n c e s  p r o d u c e d  a s  p e r
t h e  p r o j e c t .

PROJECT GOAL III - EDUCATION AND TRAINING FUNCTION: Disseminate AIDS
training programs for health care professionals.

_v.-. _;
.

'.

Major Project Objective 1II.A: Disseminate ECAETC-developed AIDS
training programs on local, state, and regional levels.

Specific Measurable Obiective III.A.1: Produce and conduct OMEN
programs emanating from The Ohio State University to.reach
approximately 1,700 physicians per program including: . . .

9 .



z ;:
One program in 11/87.
One program in 2/88.

::
One program in S/88.
Six programs between 9/88 and S/89.

E. Six programs between 9/89 and S/90.

STATUS: Ongoing

COMMENT: As planned, one program was aired in 11/87 as well
as one program in Z/88. The titles of these programs were:
(1) "Acute Viral Infections of the Central Nervous System,"

and
(2) "Criteria for 8lood Transfusions: Should Me Reexamine

Old Standards?"

Regarding the one program to be aired in 5/88, it was
determined that this would not be done until late in Project
Year-One or early in Project Year-Two. Programming for OMEN
is such that more lead time was needed than would have been
provided if we had continued to anticipate doing this in
5/88.

Soecific Measurable Objective III.A.2: Produce and conduct four
programs per year on the Ohio Cable Health Education Network which
is available to 90 percent of all health professionals in Central
Ohio (approximately 38,600).

STATUS: Ongoing

COMMENT: The programs to be produced for distribution on the
cable network are just now being produced. This is because
we first needed to determine the curricular issues to be
addressed in relation to the other educational materials
being developed (core-interdisciplinary and profession-
specific). As well, we needed to bolster the Project Staff
with persons whose expertise was in this area. Therefore,
during Project Year-One we will not be able to reach the
38,600 as projected in this specific measurable objective.
Regrettably, sufficient foresight did not exist in the
preparation of the project application to anticipate these .
problems.

Soecific Measurable Objective III.A.3: Beginning in Year-Two,
product and transmit via telecommunications four programs per year
directed at an interdisciplinary audience; this is predicted to
reach a regional audience in the order of 200,000 health care

. . .,pr.ofessionals pre program.and allqws for live two&way d/scussion  _
. . via telephone networking. .-

. ‘. .
” ,_ ” : 1. . . I I .

I -. .
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STATUS: Not applicable in Project Year-One.

COMMNT:  E v e n  t h o u g h  t h e s e  a c t i v i t i e s  a r e  t o  b e  c o n d u c t e d  i n
P r o j e c t  Y e a r s  T;JO a n d  T h r e e ,  c o n s i d e r a b l e  p l a n n i n g  w o r k  h a s
g o n e  i n t o  t h e  p r e p a r a t i o n  f o r  t h e  a c t i v i t i e s .  T h i s  i n c l u d e s
h i r i n g  t w o  G r a d u a t e  R e s e a r c h  A s s o c i a t e s  t o  develop a n  overal
p l a n  and to c o o r d i n a t e  t h i s  w i t h  a 7 7  S i t e  o f f i c e s .

Soecific Measurable Objective III.A.4: During Project Year-Three,
facilitate the expansion of the Ohio Cable Health Network (per SMO
III.A.2) into all of Ohio, Michigan, Kentucky, and Tennessee as
well as the e.*: b : ,“; KY service area at a level comparable to
that which ez*l;s in Ohio; this is calculated to provide an
audience of health care professionals in the order of 2,000,OOO.

STAllIS : N o t  a p p l i c a b l e  i n  P r o j e c t  Y e a r - O n e .

Soecific Measurable Ob.iective III.A.5: Conduct an annual major
two-day conference on AIDS using nationally known speakers and
targeted at an audience of 1,000 to include approximately one-
third physicrans, one-third nurses, and one-third other health
care providers:

A. Year-One in Columbus, Ohio, in 5/88.

c":
Year-Two in Ann Arbor, Michigan, in 5/89.
Year-Three in Nashville, Tennessee, in 5/90.

S T A T U S :  O n g o i n g

C O M M E N T :  llajor p l a n n i n g  h a s  b e e n  u n d e r t a k e n  r e g a r d i n g  t h e
a n n u a l  c o n f e r e n c e .  I n s t e a d  o f  h o l d i n g  t h e  c o n f e r e n c e  i n
5/88,  it has been determined that it is better to ho7d it in
9/88.  A s  w e 1 7  t h e  s i t e  will b e  C i n c i n n a t i ,  O h i o ,  a s  o p p o s e d
t o  C o l u m b u s ;  t h i s  i s  d o n e  i n  r e c o g n i t i o n  o f  t h e  c e n t r a l
7ocation o f  C i n c i n n a t i  w i t h i n  t h e  f o u r - s t a t e  r e g i o n .

T h i s  f u n c t i o n  i s  b e i n g  c o m b i n e d  w i t h  t h e  I n s t i t u t e s  a s
p r o p o s e d  i n  S p e c i f i c  M e a s u r a b l e  O b j e c t i v e  I I I . C . l .  T h i s  i s
b e c a u s e  o f  t h e  s i m i l a r i t y  i n  c o n c e p t ,  b e c a u s e  o f  t h e  s i t e
c h o i c e  o f  C i n c i n n a t i ,  a n d  b e c a u s e  o f  t h e  p l a n n i n g  d u r i n g
P r o j e c t  Year-One o f  t h e  S i t e  D i r e c t o r s .

Specific Measurable Objective III.A.6: Beginning 9/I/88, sponsor
core-interdlsciplinary  training programs (per SMO II.C.l) for
local and state audiences of health care providers; the ECAETC.

:' will.auerage  at least three such programs per Site ,t? a minimum of
: . . 75 participants per offering.‘. ;. .’ .

..
’ S T A T U S :.. YJt applicab7e  i n  P r o j e c t  ‘ Y e a r - O n e . , ” . *

. .
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Z_ aifit MeasuraJle  Ob.iective IiI.A.7: Beginning 9/l/88, sporl~or~-d
profession-specific training programs (per SMO II.C.2) for local
and state audiences of health care providers; the ECAETC xi11
verage at least three such programs per site to a minimtim of 75
participants per offering.

STATUS: Not applicable in Project Year-One.

Ma.ior Project Ob.iective 1II.B: Disseminate ECAETC-developed train-the-
trainer programs un local, state, and regional levels.

sJ&c'VL ::ZA;;di’iLlC: ‘$.iclctiv? IIi.e.1: 'Scq.;;':nify  9,!1,'%, S't'_
interdisciplinary care train-the-trainer programs (per SHO
111.0.1) for ;ocal, state, and regional audiences of health car*
providers; the ECAETC will average at least one such program rsr
site to a ;ninimum of 75 participants per offering.

STATUS: Not applicable in Project Year-One.

Soecific Measurable Objective III.B.2: Beginning 9/l/88, offee
profession-specific train-the-trainer programs (per SMO II.@.;;
for local, state, and regional audiences of health care provi(zer a
the ECAETC will average at least one such program per Site to d
minimum of 75 participants per offering.

STATUS: Not applicable in Project Year-One. '.__-

Ma.ior Project Objective 1II.C: Provide technical assistance in the
design and implementation of appropriate AIDS inservice and contin&,-,
education programs for health care providers.

Soecific Measurable Ob.iective III.C.l: Design and sponsor (WI:-
appropriate ECAETC input) an annual three-day AIDS Training
Institute to be held in Lexington, Kentucky, at the end of each
project year, for an estimated 500 individuals in the region who
are responsible for AIDS training.

STATUS: Ongoing

COMMENT: The determination has been made that the Institute
will be expanded to institutes. As a result, these
institutes will be held in conjunction with the annual
conference (see SMO III.A.5). A unique and interesting
design has been constructed by the Project Site Directors and
.much excitement is building with regard to the anticipated

, results.
.* 9/88.

As stated previously, this is all scheduled for

12



- oecific Measurable Objective  1II.C.J: Respond to requests for
direct consultation and follow-up on program design, presentation
skil?s, utilization of training resources, etc., from ECAETC and
regional AIOS trainers on a formal (e.g., information packets,
resource lists, etc.) and information (e.g., telephone,
correspondence, and direct contact) basis.

STATUS: Ongoing

COMMCNT: An evaluation system has been developed and is in
place to demonstrate the 7evel of activity with regard to
resgo;lding  tq requests far direct consultation and fol:cw-l:n
on prcyrarn design, etc., from other individuals (Appendix -:).

;:
Collect and disseminate to the health care community information on AIDS
research, clinical care,, educational programs, and instructional resourcFts.

Major Project Obiective  1V.A: Disseminate updated information
regarding HTLV-lI!/LAV  to the various health care communities served by
the ECAETC.

Soecific Measurable Objective IV.A.l: Beginning 11/l/87, collect.
catalogue, and store as appropriate both printed and non-printed
materials related to HTLV-III/LAV.

STATUS: Ongoing

COMMENT: This work is being directed by the University of
Cincinnati as a part of the subcontract with the'cincinnati
Health Department. Major progress has been made and the
results re availab7e through that Project Site.

Soecific Measurable Objective 1V.A.z: Beginning 11/l/87, conduct
a monthly computerized search of appropriate information systems
for articles and data related to HTLV-III/LAV,  saving pertinent
information in a data base.

STATUS: Ongoing

COMMENT: Again, this work is being directed by the personnel
at the University of Cincinnati as per the subcontract with
the Cincinnati Health Department.

Soecific Measurable Objective IV.A.3: Beginning l/1/88, develop‘
and distribute a.quarterly newsletter for sharing abstracts,
clinical developments, and so forth, regarding HTLV-III/LAV with
.heal th professionals.

13



- STATUS: Ongoing ‘i_,,

COMMENT: The work was begun even before the quarter
beginning l/1/88. It was expected that the first newsletter
wou7d be distributed in the first quarter of 1988; however,
the first edition will be distributed late in Project Year-
One. The newsletter will be distributed not to specific
individuals, but to associations and entities which are
interested in AIDS issues such that the content of the
newsletter can be disseminated by those groups.

Major proi~~,t_;1:,~_ectl~~;V.B:  Disseminate information regarding AIDS
education and training resources, curricular,materials,  and courses.

Sbecific Measurable Objective IV.B.1: Beginning 11/l/87, compile
information about resources available in the ECAETC region, to
include listings of seminars, symposia, panels, and continuing and
inservice programs for inclusion into the ECAETC data bank and for
regional dissemination.

STATUS: Ongoing

COMMENT: To accomplish this objective, each Site Director is
submitting listings of educational programs done within the
region even though we are not responsible for them. This
information is catalogued  in a Center data base and is
available for dissemination though the news7etter as we17 as‘-'
on a call-in basis.

Sbecific Measurable Objective IV.B.2: Beginning 11/l/87, compile
existing academic AIDS course/program descriptions within the
ECAETC region for inclusion in the ECAETC data bank as
appropriate.

STATUS; Ongoing

COMMENT: Again, the information needed regarding this SMO is
developed and submitted by each Site Director. That
information is included in a Center data base; this
information is available per request and is distributed
through the newsletter.

Snecific Measurable Obiective IV.B.3: Respond to requests on a
local, state and regional basis for information on AIDS resource
materials and training opportunities, as facilitated by ECAETC
regional linkages as well as liaisons and linkages nationally.

.*:. . .
.

. . .:

‘h.--*
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- STATUS: Ongoing

COMMENT: Surprisingly, this activity began even before we
were quite ready for it. Because we quickly got our name out
and the function of the Center, a number of persons began to
turn to each of the Site offices as well as the Center office
for information about AIDS training opportunities. We have
been able to respond to each one of these in a timely manner
and have developed a recording system through our Evaluation
Coordinator.

Yaior Project Obiective 1V.C: Provide advice, assistance, and
educational services in support of AIDS training in ECAETC region .
hosptials, agencies, associations, colleges and universities, and
other organizations/entities.

Soecific Measurable Objective IV.C.l: Beginning l/1/88, liaison
with hosptials, home health agencies, ambulatory clinics, etc., to
support their efforts to provide AIDS training programs and/or
experience for their practitioners.

STATUS: Ongoing

COMMENf: This work is beginning to gain momentum as we make
contact with the various agencies and associations which are
responsible to these entities.

SDecificz:S t r e n g t h e n  t h e  A I D S
informational network concept in the ECAETC region by developing
direct communication links and liaisons as appropriate to:

A.

E:
D.
E.

2
H.

.

. :.*
.: .’

. . .

* . . .

: . . . ‘.. .

+,  ,’ * ‘. ‘, ‘,

State deoartments for human resources and health;
AIDS screening centers;
Local health departments;
Hospice departments;
Longterm care associations;
AHECs;
Hospital associations; and
Regional universities and community colleges.

STATUS: Ongoing

COMMENT: fssentially_this is being. done by the Site .
'Directors contacting the varfous appropriate agencies within
t h e i r  s t a t e s .  W e  h a v e  e s t a b l i s h e d  t h e s e  i n f o r m a t i o n  n e t w o r k s
a n d  th’is w o r k  wi,7? c o n t i n u e  t o  g a i n  m o m e n t u m ,  as w e  a r e  a b l e
to a c c o m p l i s h  &her icrork .which  we h a v e  b e f o r e  u s ,  : a _
part’iculirly t h e  developmenta?, work  o f  t h e  educational
materials. The work bf the Professionaf .iiaison Committee ._
has been particularly useful in this regard(Appondix K).
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APPENDIX IV

Sample : Product Development/Evaluation
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Division of Computing Semica
For Medical Education and
RSeuCh

076HealthS1icnces  Libmy
376 Wc4  Tenth Avenue
Columbus, OH 43210-1240

Phone 614-292492

lqust  9, 1988

RmnRu&er
CincinnatiHealthCenter
3101 Rxnett Avenue.
Cincinnati, Ohio 45229

lkar Rx!!:

At tie AXE meeting in Colunks, July 25 through 27th, we prcvidedycru
with five copies of AIKE 'Vignettes for physicians' with associated
dccmentation. If you have already had physicians review these
mtekals and have returned then to me, we sincerely appreciate ycrra
assistanceardpmrptrqmrEe toCnrrrequest.

If you have not returned  all of the diskettes  ti associated
docuxrertatian to us a&“ter the materials have been reviewed, please  do so
2s sA as possible. w e a r e i n t h e  fb!alphaMofrevisiIgthese
lllaterizls  azx3 prep&q them for distribution at the Septemkr
conference. Iput frm yau ard the physician reviewers you ask to
-these programs'arecriticallyimportanttousin~~the
hiqhest quality pr&uct possible. Plea5e forward the disketks ard
associated ~~ti~backtomewi~thenext~leofdavs.

Weappreciateyoursup@Zanlwistanceintheseendeavors.  Qpiesof
thefinalpr&bwillbepmvidedtoyauinS~.

cthis letter also sent to::

William Pfeifle
Judy Presley
R. Van Harrison

/“..
2.

. . . .
___....._

The  College of Medicine



. .

FKM:

SUBJECT:

DUE:

Enclosed are five copies of the Wqettes for mysiciiW that we have
Prepared_ for field trial at ymr si'ce. Wewuuld bexnstappreciative  if

RmrlmckEr
William Pfeifle
JW -w
.R. Van Ha&son

Division of Computing Strvica
For Mtdial  Education and
Ratarch

076 Health Science Iibrq
376 West Tenth  Avenue
Ghnbus,  OH 43210-1240

Phone 614-292-6192

Ranald C. Conm, F&D.
Director

FieldTest of Chgker-ZLssktedLnstrructianVignettes

July 26, I388  ’

no la&r than Augu&,.$, ti8.-.. ,..

Edchpacketofma~dlsthat
Of:

. :
., . . .

1) two disIc&tes, Disk I
3and4!

(Vignettes land 2) andDisk (Vignettes

21 docmentationdesc&irgthepmgramS . .
3) anaaluaticnimtrmmttoemluatetheprqrams
4 )  accntinuiz~n&ical~tionpc&testquesfi~.;

: . .

._

.
The Colltgt of Mtdicint
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e...... . . . .
.: . . . . _ .
.-_ .-.... a. . . . . . a... . . . . . .
._....

. . . . .

:f”

w. 2
July 26, I.988

wes-y
Pleasereturn

apprecia~ yiur assistance in evaluatir~3  the vignebs.

beatutalof
thedoummWionandeachofthediskettes(thereshculd
10 dihttes) to:.

Dr.bnaldC. Cewer
076HealthSciencesLibrary
376 West 'Tenth Avenue
Colur&us, Ohio 43210-1240

Wewillrevisetheprogramanddccmenta tionbasedupontiesereviews.
-The final version of the vignetbs wiU be available for general
distributionatthe septembercanference.



EVALUATION INSTRUCTIONS AND QUESTIONNAIRE

AIDS - Vignettes for Physicians

INSTRUCTIONS

We would like you to: 1) follow the procedures below and
2) give us your critical evaluation of the AIDS computer-based
instructional vignettes.
as it is presented:

We want you to comment on the content
but, we also want your perspectives on the

educational advantages and disadvantages of the computer-based
instruction approach.

There are two key steps in the evaluation process -- 1)
while you are completing the computer-based lessons,
stop and print the screen

you can
(press the shift and PrtSc keys

simultaneously) and write your suggestions for changes on the
printed version of the screen,
questionnaire (one for each.case).

and 2) complete the attached

Both steps are crucial in our efforts to revise and
fine-tune the computer-based lessons; therefore, even'though it
will slow you down somewhat, please be sure to stop and print
screens in any instances where you think something should be
revised, added, or deleted.

Your evaluations of the AIDS computer-based lessons will be
confidential, but be assured that we value your suggestions
highly and will use your suggestions to improve the lessons.
THANKS FOR YOUR HELP.

---_  REMEMBER  e--e

1. PRINT SCREENS AND WRITE. COMMENTS ON THE PRZNTOUTS .ANYTIME
YOU WISH TO CHANGE, ADD, OR DELETE SOMETHING.

2. COMPLETE AND RETURN THE ATTACHED QUESTIONNAIRBS ALONG WITH
THE TWO DISETTES  TO YOUR AIDS' SITE DIRECTOR.
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,f-
East-

B3uatiar ifusi-w center

.
Acqxed  a Deficienq  w

Vignm for Physicians

Poarcazm present;atiOnS

ProfessionalC&sultant(Author)
Michael F.‘Rmi, M.D.

zkscciateprofessor, InixnalMedicine
ZGsociateFmfessor,Micrd~iolqyanlTirpnrrnlogy

Cbllege of bW&ne

OzpyrightlJ88,TheChioState
Allrigh~ms=w?d

F,
pmmxnGuide(ReadMorereviewirgvignetteS)

Universi*
.
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DISK1

easel-Karen A24-~~~0ldfemlepresmtiqforapremaritdlpel~
examinaticn

.

The interacti.onofCaselfocuses on the evaluation  of Kimn's  risk for
HNinfectian,thedixussionofthep~~consof~antibody
testingardthedeterm;nati~ofherneedforanHIV~test.

Attheconclusion of ulisvignetk, yau &mldbe ableto:
1. id-n&es ofHnttranm&sion.
2.id&ifyepidmiologicfeaturesofA1~,  rkkgrmps.

. .3.~et+relativein~or+ceofissuesperkmm3 to
dBamlonofsexualp~ctlcesandAIEL

4.justifyHNantib&ykstin3;evaluateriskofHIVinfection.

C%se2-Ann A65-year-oldfemalewithgeneralizedlyr@ad~thy

misvignem!foaws ontheidentificationofAnn~spmblem,  discussion
of her axrent  situation Md alternatives for the fuhxe, Md the
evaluation of the infectionm1~&0lpractices  in a *ysicianoffice.
ParticipantsaregiventheoPPortLPlitYtOLwiew~'sinfection~
contmlrecolrrmendationsarrltoprofiletheirpresentcontrol.

'_/'
Attheconclusionofthis~~~, yau~~d~ableto:

1. outlinetheclinical.  qectrum 0fearlyKIVinfection;
i.dicati wha HIV antihcdy being is apprapriate.

2. recognize that the typisl officemightalreadybe
perfomirqthecarebutnotusingsafetyprecauticwrs.

3. praposepmperinfectionccntrolpmztices intheoffice.
4. reoognize  the epidemioloq of HIV ancl blood transfusion.
5.justifyre9~rtirqpractir#.

DMCII

case30 Tom 2%year-oldwlepresmtiqwithhemrrhoidalpain

PleidentificationofTcm~s axrent problem, atiionofhis
lifestyle,desex  practicxs,andthepsy&~ial ix@icati~
associatedwithtestingoftheHNantib&y,tithe recqlitionofthe
role of the primarycareFhysicianininfection  preventioneducatioklare
43~ fociof-3.

At .
d,zsass  ~ityinr&ti&pktice.
recognize~roleofthepriwry~Fhysicianininfectiagl
prwmtioneducation.
suggestsafesexpractices.
@it perceptioa  of hamswml lifestyle.
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Limited  badcpagirg  is available  when  idicated in the footer of the
vignettes. Yau wy page back to review previasly displayed mterial.
ResponsesGmotbechaq!dkRycurraypagefonmd,onescreM at a time or
retuxnautmatimllytothescmen atwhichymimokedba~e.

~~_~appearsinthelefthandcornerOfthefooter,YaumaYinvake
~Mgebyp==ti~eFgVpW -ardcmtimeba~witheachstrde
0ftheQUpkeyuntilthelimitisreadxd. Atthatpoint, w-BaJrisnota
valid option (the praqt is nut displayed). Otherprcqts  thatappearinthe

a fc&errelat&toba~gingare:

To receive a print of any screen duringyax interaction,besuztheprinhr
iscmandthenpressthe,hiffKeyardthe~Keysimrltanecrusly.Atthe
mnclusimofCse2,yauare asked ifyouwwldlikeaprintofyaurOffice
PracticeProfile(CDCInfectia~~DiseaseQrrtro1 recmm&ations  for office
practice). Ifyes,  follcwprintiqinstructimsgivenonsczem.

SystemRequirements  - IEM#1orlOO%  cmqatiblemicroeamprter;. at least 256X
oflxE?mry;coloror xmxdumm display mnitor;  color gra@i= adapter card or

sremswillnotprhton~wi~amncbmne

YaunvayalsoboattheddkinChriveAbys~tanecusly  pressing  the al%,  Alt

BhDel)ceys.



,

:i---

1.

(a)
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a
d)
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e)
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a)
b)
c)
d)
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( a)
4 b)
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6.

r a)
) b)
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smcual.w
sexual in- wilhahetm2wmzdmale
sexual in- witha hem@iliacmale.

WhWiofthefollawinghasbeenshowntotransPit~
UseofillicitIV~k;rtneverusingasharedorusedneedle
Xissingwithsalivary~e.
He~~withWtanalseX

All of the follm m thetestirgforHIVantibcdi~are
trueEXCPE
shauldbedoneonallmullyactiveirdividuals
DsimntdirecuymemremeprEmceofv~
tightbecons+md  forapatientwithhis  ekut ofvtiea
IS ~~~yonmilitazyrecruits ardactlveduQmembessOf
theamed  forces
Maygivethewrang results (falsepositiveor f-negative)

Bloodwasfizst~ forHIvantikxQin:
I.983
1985
1986
1987
1988

IsthebloodsupplynowWlutolyE-eeofHIV7
YeS

&lt  be

Ti3IStiJ.l sexmmmsicm
anti.budies)forthevast
lessthanlmtnth
lessaaIl2~
lessthan6meorths
lesSthanl2mreolths

(fr&HlY infec*iontilldetectable
majority of infected ir&ividualS  is
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ischesttowhi&
1 In 100
1 in 1,000
1 in 10,000
1 in 100,000
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18. AXE educ&on&ould~
a)IngradesU.oru
b) xngmdes~or'1o
c)lh~Ior8  -.
d)IngmdesSor6

As early as possible

. .

_ .._- _
_. 'k._l

:

l9.maa!ctionin~is _ _
a) lessthanl%-veryrare
b) l-10% - B
c) lo-40% - w
d) 40-809 - very cwmy~

L e) more than 80% - nearly all

20. lil the akenm

i

ofsexualcontactandneedlestic3cinjurythereis

k>
evidmcethat~has~.transmitt&in:  _. _)_ _  _
aschcolewimmmt

b) anon-health idstxy workemdmmmt
c )  ahealth~workmkunnmt

/d) thehamesofHIVinfeqtzdin3ividuals -..
L e) None of the above
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Directicns forCcau@etirqRecmdardExplanation of Categories

DIREXXIONS. mePurpceeofthisrepo~procedureistodoarmentthe
nature and scope of activities sponsored or assisted by the ECAEIC Sites
lmnth. Ea&matrdshculdbeccmleted forea& docmented  activitv.
Therefore, there will'ke one rec& for each activity; the total nu&er of
eachre~~~rdwillequalthenmberof  activities reported forthenmth.
Foreachrecordlisted,pleaseattachanagendaard  alist offaculwaM/or
ccntributorsifappmpriate.

EWUWATIONOF-

1.

2.

Site. ThetwO-lettersitedesignatimshouldbemteredhere.

Date. Thedate(yyn&d)ofeachactivitydocmmbdshouldbe
enteredhere.

3. Title. Thetitlewillidentifythe activitytobedocmmbd. In
thecaseofeithes.sponsoredorassistedactiviti~,  repeats
of activities shouldberecorded  inthemcnthlyreportofthe
mnthinwhichtheactivitywasrepeated.'  (This-that
ycuwillmaintainanamreness and record of assistance given
bmthersovertime.)

4. Haurs. TIli.scategcrydefines"~"in~Ofthehcursplannsd
for an educaticnal  activity; ~8activities1~  mi*trange frcm a
cne-hcurlecturetoa thme-dayworkshcp. Hcn.lrsdoesnot
refertithehoursdevotedtoanactivitybythel~(as
inthevariablehmrswhichmightbe~XdedforcAI).
Dccumntonlywholeardhalfhours,~withamininarm
ofonehcur.

5. Obiectiv&~  Thespecific masurableobjectives(seeoriginalpraposal)
which~~activitynmtsshculdbeidentifiedby

6. code

nmber, i.e., sEa3 IV.B.1. -

Thiscategoryspecifiesthe.natUreofsponsorshipor
assistanceprwidedbythe~site.

Allcc-
~dbelistedonagendaa~forea&activity).

?zzzLam ~th~cxmtri3xtion(whetherfinancial,
.

D=a= na~~icn(thbsmewhat~igu~
classificaticnrefersto  intangible,btlegi~te,  assistame
pmvidedthatdcesnotincludetarqible~ccartributians).

1



ECAEICPKGRA?4ANDSEIRVICEREo=IRD
Directions: Page Two

7. Methcd. This category permits classification of educational methods
useddurirqanactivity. The folk&q n&h&s should ccver
most,ifnatall,ECAEllCsponsoredorassisted~tio~
events'.

A = Didactic

8. Media. This&egorydescribestheeducationalmediausedinan
activity.

D = ~(OhioMedicW.EducaticnNetwcrk)
E = CAI(CmputerAssisbdInstm&ion)
F = Videotape
G = Pbrktmk
H - Lecture/~on
I = workshcp
J = Teleccnference

9. Audiemes  Obmbz of mrticiwnts~
audiences fortheECAE.6

mesearethe current target
Tutal numbers of participants

~dbe~~byhealthprofessiaralaudienceforeach
activiw. UsetheOther~tegorytcrepcrtthemmbem  for
eachhedlthp~fessi~grrrup~indicatedbyoneofthe '._A
otherspecifiedtarget  audiences.

1 0 .  SpecifyanyaudiencenotedintheOther  categoxyurAeritem(9).

11. Nmberwhoareminorities. Estimatethetotal  numberofminorities
whoparticipated  intheactivity.

of participants

13. site staff. ListthenamesanhiffiliationsofEmEmpermmelwho
participatedinthedeliveryoftheeduc&ional  activity.

14. oulerstaff.  IAstthenams  andaffiliationsofnon-EamcpersaMel
tiparticipatea  inthedelivexyoftheeduxhional  activity.

Nwember  28, 1988
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East Central AIDS Education and Training Center
PROGRAM & SERVICE RECORD

(1) Site [- - ] (CI, KY, MI, OH, TN) (2) Date [
jq rn6 aa

1
(3) Title [_-__-_---_-_,------_------ 1

(25 letters maximum)
(4) Hours [--- ]

(5) Objectives [
- -

I
per proposal T2G TeftSrZ --axi-um)- - - - - - - - -

(6) Code  [_I A = sole sponsorship
6 = co-sponsorship
C = assistance/resource contribution
D '= assistance/no resource contribution

(7) Method [- - -] A = Didactic
6 = Group Process
C = Self' study

(8) Media [ - - - _ - - - -1 D= I

t=
F =

=
;=
I f
J =

Audience (No. of Participants)

OMEN (Ohio Med Ed Network)
CAI (Computer Assisted Instruction)
Videotape
Workbook
Lecture/Discussion
Workshop
Teleconference

P)

(10)

(11)

(12)

(13)

(14)

MD

D!!
Allied Health
SW/Counselor

Physician's Assistant
EMT

Other

Specify "Other" [----- .

[r- - - - _i
L_ _ - - -J

[ -1
:I z I I -1

-1
[I z I 1 -1
--__-

1--__-3

- T2G TeftZrS !aZii%iiQ-  - -
-1

No. Minorities: Black American [ ] Mainland PR [_ _ _ _ _I
Am. Indian [I 11 111 Other Hisp. 1, _ _ _ _I
Mexican-Am. [ Asian Am._--_-
Other C_----

3 L._ _ _ _ _I

No. Urban [ -3
No. Rural [----_---- ]

Site Staff [-------__c____-__~-- 1
(20 letters maximum)

Other Staff [ 1- - - T28 ieit&S {animus)-  - - - - - -
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COURSE EVALUATION

Course Ti t le

Course Dates

Please complete the  fo l lowing evaluation form and return it to the
Registration Desk prior to your depar ture . T h e  c o u r s e  p l a n n i n g
commit tee  needs your reactions and suggestions to begin to develop next
year’s conference. Thank you for  your  ass is tance.

1 . Your  major area of  pract ice  (c i rc le  one) :

N u r s e R a d i o l o g i s t R a d i a t i o n
T h e r a p i s t

Other (please specify)

R a d i o l o g y
T e c h n o l o g i s t

2 .

3 .

Was this course a learning experience? 5 4 3 2 I
Yes No

What parts of the course did you find most valuable?

4 . What parts of the course did you find least valuable?

5 .

6 .

As a  resul t  of  th is  conference, will you do anything differently in
your  work  se t t i ng?

Yes No If yes, give an example:

Please list  topics you would like included in future cou rses  of this kind.



7 .

8.

9 .

10 .

To what  extent  do you feel  that  mater ia l
too advanced or  too e lementary?

5 4 3 2 1
Too advanced Too elementary

Speakers  that  should  be  invi ted back: (You need not list  all  speakers.)

Speake r s  whose  p re sen ta t i ons  were  unsa t i s f ac to ry :

Would you recommend this course to others? Yes No
If  yes ,  p lease  complete  the  fol lowing informat ion for  that  person,
clinic, o r  hosp i t a l :

Name:

Street Address:

City, State and Zip Code:

Telephone Number :

11 . How did you learn about  our  program?

12. General

Advertisement: Name of  Journal /Paper

Brochure

Past Attendance

Colleague

Comments:

presented in the course was



APPENDIXVII

University of Kentucky: Preliminary Program Report, AIDS and HIV Disease:
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PROGRAM DEsCRFlTOlV

A, program entitled AIDS and HZV Disease: &@ectiue  Training Strategies for
Dental Health Prqfbsionafs  was held February 1 - 2, 1990 at the University of
Kentucky in Lexington, Kentucky. The event was jointly sponsored by ACT
Lexington, Procter 81 Gamble, and the East Central AIDS Education and Training
Center at the University of Kentucky. The participants of the training program
included dentists, dental hygienists, dental assistants, and dental laboratory
technicians.

The Need for Training

Persons with AIDS and HIV disease have expressed.serious concerns related to
dental care during their illness. Some have experienced blatant discrimination.
while others have encountered dental professionals who do not feel competent or
comfortable treating patients with HlV disease. A need exists for education and
training of dental professionals related to AIDS and HIV disease to dispel the myths
regarding treatment, improve access to care, and impact upon their attitudes, values
and behaviors.

Purpose

The purpose of the training program was to train select dental professionals in
Kentucky and surrounding states to provide instruction about HXV to practicing
dental professionals in their communities. Upon completion of the training program,
the trainees were prepared to conduct training efforts with professional peers.
Hence, the five goals of the training program were to:

0 disseminate factual information:
0 facilitate the acquisition of knowledge:
0 im act upon attitudes and values:
0 enEst and reinforce posittve  behaviors of dental professionals

re
0 f

arding AIDS and HIV disease: and
fie d test textual materials developed by the University of Kentucky for
this and other training programs.

Program objeclives are included in Appendix B.

CufricuZum Design and Materials

The curriculum design of the lraintng program built discipline-specilk  (dental)
content on a core base of AIDS information. Train-the-trainer techniques and
strate
inclu%

ies were interspersed with dental and AIDS content. Program content
ed train-the-trainer sessions, an AIDS update, Lhe dental perspective on HIV

disease, and the preparation of a dental training program on AIDS.

Curricular materials included five training modules and a trainer’s guide developed
for the training program by the University of Kentuc

ky
These materials were field

tested at the training program. Materials evaluation arms were distributed with
each module. A trainin
planned and conducted %

plan form was provided for future training programs
y the participants. Refer to Appendix C for the training

plan.



PAR7lCIPAlV7’  PROFILE

Recruitment

The participants of the training program were recruited by the University of
Kentucky staff from a network of dental professionals who shared the commitment
to participate in training sessions to increase knowled
behaviors of other dental health care professionals. AB

e and impact the values and

dental team were represented in the participant roster.
professional members of the

Geographic Distribution

Participants were recruited from a four state region (Kentucky. Tennessee; West
Virginia, and Indiana). Efforts were made to recruit participants from all areas of
Kentucky as well as surrounding states in our service area.

Twelve (79%) of the participants were from Kentucky. The breakdown of
participants from Kentucky was as follows.

Ashland
Bowling Green
Frankfort
Lexington
Louisville

~::$llro

TOTAL 12

The remainder of the participants were from:

Charleston, WV 1
Indiana olis, IN
Nashvi1pe, TN ;

TOTAL 5

The following collective information about the program participants was obtained
from a Participant Profile. See Appendix D for the participant proille instrument
and collected raw data.

Disciptine

Of the 17 partici ants,R four were dentists, six were dental hygienists, 4 were dental
assistants, and t ree were dental laboratory technicians. One of the speakers (a
dentist) also attended the program, but was not included as a participant. Many of
the participants were also dental educators.

Age, Gender, and Race

The ages of the participants ranged from 30 to 57 years with a mean of 41 and
mode of 40. The gender breakdown was relatively even, with 8 male and 9 female
participants. Four (24%) of the participants were Black: the other participants (13)
were White.

2
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The educational background of the participants varied from attending college, to
obtaining an associate degree, a baccalaureate degree, a masters degree, and/or a
doctorate or professional degree.
the Participant Profile.

Multiple responses were tabulated for this item on

Employment Setting and Length of Employment

Employment setttn
were re

B
orted for ta

s varied widely among the participants and multiple responses

reporte
e related item on the Participant Prohle.  One participant

working in a hospital, one was employed in a health department, two
owned independent dental laboratories, and five worked in private practice settings.
Eleven of the participants (65%) reported being employed by an educational

ro
Pf

ram. Years of employment with current employers ranged from 6 to 12 months
13 AD) to 21 to 25 years (6%). The majorit  of responses were reported for 1 to 2

years with current employer (29%). 5 to 1 years (24%). and 11 to 15 years (24%).B
Twelve of the participants (71°h) worked in an urban setting, four (24%) worked in a
small town, and one participant reported both urban and small town employment
status. None of the participants worked in a rural setting.

Sources crf AWS IMormatton

Multiple responses were reported for the profile  item relating to the sources from
which par&i ants obtained most information about AIDS. Thirteen of the
participants 76%) obtained AIDS information from professional journals andQ
continuing education (including conferences). Other sources of AIDS information
included professional experience (350!),  the media (29%).  personal experience (18%),
and formal education and training (12%).

Training Experience
‘.__/

Twelve of the participants (70%) had experience conductin  education/training
programs: six reported some experience, i.e., an occasion a? part of their professional
activities. and six reported a great deal of experience, i.e.. a major part of their
professional activities. One participant reported very little prior experience, and the
remaining participants (4) had no prior experience conducting educaffon/tratning
programs.

Summary

The variations among pro
$
ram participants were compltmentary.  While some

participants shared job tit es or educational backgrounds, each participant had
unique experiences to share with the group. Continuing education courses and
professional journals were the primary sources of AIDS information for most of the
participants. Training experience among participants varied: 12 had a great deal to
some experience training, 5 reported very little  to no prior experience. Participants
were enthusiastic and participatory throughout the two-day program.



FACULTYPROF7LE

Pro
g
ram faculty consisted of eight speakers includin an infection control specialist,

a p ysician experienced in treating
!

ersons with HI4 disease, a dentist with
experience in treating the oral mani e&&ions of HIV disease, instructional desi n
experts, and a person with AIDS. Faculty descriptions are contained in Appen8ix E.

Geographic  Distribution

All of the program faculty were from Kentucky with the exception of one who was
from Indianapolls. Indiana.
University of Kentucky.

Five of the program faculty members were from the
Of these five, four were on staff of the East Central AIDS

Education and Training Center at the University of Kentucky. The remaining faculty
member from the University of Kentucky was a physician from the Chandler College
of Medicine. The remaining two presenters were from Bowling Green and
Owensboro. Kentucky.

Discipline, Educational Background, and Experience

Disciplines and educational backgrounds varied wide1
Similarities were found amon employment settings or

among the program faculty.

all of the speakers had an a18
the program faculty. Almost

iation with academic institutions.

l Two speakers with expertise in training and curriculum design were
employed by the University of Kentucky in multiple capacities.

0 ?‘wo resenters were materials develo
g

ers and trainers with disci line-
speci c back rounds (social work an

a
B dental hygiene) employed %y

ECAETC at t e University of Kentucky.
0 One speaker was a physician and faculty member at the University of

zktunt2sChandler  College of Medicine with experience treating persons

l One speaker was an infection control specialist and Director of Allied
Health Programs at Western Kentucky University with a background in
dentistry.

l One presenter was a dentist at Indiana Universi
T

, School of Dentistry.
with experience in treating oral manifestations  o AIDS.

l One faculty member was a person with AIDS and the Director of
Kentuckiana People with AIDS Coalition (KIPWAC).



POST-SESSION EV’UA?yoN

The program was evaluated using .a post-session evaluation  form to assess
participants’ degree of saUsfacUon. The following information was obtained from
post-session evaluation data. An eleven item instrument was used to acquire the
data. Items #1 through #8 were close-ended including raUng  scales and comments.
Items #9 through #l 1 were open-ended. Appendix F contains the Post-session
Evaluation Instrument with collected raw data and evaluaUon  comments.

Reason for Attending and Expectations @tern #I 81 #4)

Multiple responses were recorded for item 1 regarding the reason for attending the
program. AII of the participants reported attending because the content was
pertinent and relevant to their work. .

Comments to this item included:

0 the need to be better informed
0 recommended by AHEC
0 a very timely topic of concern

On a scale of 1 to 5. with five being the highest rating, the vast majority of the
participants reported that the program completely or nearly completely met their
expectations.

Comments included:

0 very wel2 thought out
l far exceeded all

“B
ectalions

0 very well  organize

Additional comments provided topics for inclusion in future dental (and other)
training programs.

0 more on legal/ethical aspects
l more on dental k&oratory  information
0 more time Jar Dental Management
0 a preliminary education session

Registration and Facilities (Item #2 & #3]

Favorable responses were recorded for the registration process and the physical
facilities.

Comments included:

. the re i&ration  was uery quick and eas
0 once 3le thermostat was adjusted the pxysical facilities were excellent

Cofldence  fItem #5 & #6)

On a scale of one to five. the participants consistently reported a high level of
confidence about their knowledge and abilities of the mafor content areas of this
training pro

4
ram: basic AIDS content, infection control, oral manifestations of HIV

disease, ana yzin training needs and planning an efTecUve program, and
implemenung  an5 evaluating a training program.
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Comments to this item revealed the following.

l lTte  information on analyzin  , kmntng. implementing and eualuattng
tratnfng was new to some 0 tBKe participants and they were not
necessarily famtM,r wtth this tnformation ptior to the training program.

The level of content, instructional materials and instructiona_l activities also received
the highest rattngs regarding appropriateness.

Comments included:

0 the need for time for questioning and discussion following each section
(RR: tnstructional acttuities)

Program Presenters/Presentations (Item #7) .

Program  presentations were assessed on a scale of one to five, in terms of
organiz&.ion,  relevance, and stimulation. Very good to excellent ratings were
reported for all of the nine presentations except one. One presentation received an
average rating for stimulation. ,

Comments to this item included:

0 the need for
framework

0 the need for
b a crttique of

Statements (Item #8)

more time for sessions on adult learners and the training

advanced infection control content
transparencies used in one program presentation

Almost all @go/6 to 94%) of the participants responded positively to statements
assessing increase in knowledge and skills regarding training and HIV disease as a
result of attending the
was relevant to their joE

rogram. All of the participants reported that the program
s, and all of the participants would recommend the program

to others.

Comments included:

a the content of rogram was appropriate
l some got a litt e inuobedf
a I would recommend this program to others

Open-ended Items (#9 - #II)

The open-ended items elicited information re
the pro

B
am, potential program changes, and

arding the most helpful components of
additional comments. Responses were

favorab e and complimentary.

Most HeZpfuZ:

0 the Resource Guides and the associated printed materials
l ’ audio-uisual production
0 planning a program and or anizing content
l the psychosocial aspects o HZV disease_Y
0 e_O-cfiue presentations
0 participant interaclion and networking



Pfogram Changes:

l allow more time for discussfon
0 more content on oral manifestations
0 an emphasts  on the clinical tmplications of HZV disease
0 the legal/ethical  issues of HIV and dentistry
l the jiiancial approach to mana ement of HIV disease
l focus on providing dental care or infected persons3

Additional Comments:

l I gained some wry ualuabb information. materials and contacts
0 you guys did a MnderfUl job
l Z think the program was excellent
l the printed materials distributed are trwuluable

Summary

Overall, data !Yom the post-session evaluation revealed general enthusiasm for the
content, organtzation  and presentations of the program. For many of the
participants the emphasis on trainin strategies was most useful. As a result of the
program, participants were eager an$ prepared to begin planning their training
programs.

Future Activities

A final program report will be completed in August 1990. This report will contain
evaluation fnformation re arding the training programs conducted by the
participants of the tram- t!he-trainer program. The final report will also include
information regardin

4
the impact of the curriculum design, the content of the

instructional materia s, and the tram-the-trainer program.

Follow-u
test feedE

plans include written and telephone communication requesting post-field
ack on materials and trainin plans, We will also offer assistance to

participants during various stages of tBeir training efforts.
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The two-day pro
Strategies for

am entitled AIDS and HIV D&ease:
g T

ectiue Training

Lexin
a

ton.
nta2 Health Pqfkssionals was held Fe ruary 1 - 2, 1990 in

speck
Nine sessions were offered interspersing AIDS core content, dental-

c issues. and training techniques. Three sessions focused on training needs
and a training framework, two focused on train-the-trainer skills, two on AIDS-
specific content (basic science and psychosocial aspects), and two on dental-specinc
issues (infection control and dental management). The conference was jointly
sponsored by ACT Lexington, Procter & Gamble, and the East Central AIDS
Education and Training Center at the University of Kentucky.

The participants respondln to the Participant Prome were most likely to be between
%33 and 44 years of age an White. Ninety-four percent held undergraduate,

masters, or doctorate or professional degrees. All the disciplines in dentistry were
represented: four dentists, six dental hygienists, four dental assistants, and three
dental laboratory technicians. The largest single
in educational

roup of respondents (65O/b) worked

ositions less tR
rograms. The maJority of respon1
an two years. The largest

ents have been in their present

gowever, 24% responded working in a smad
roup (71%) worked in urban settings.
town.

A post-session evaluation form was used to determine participants’ satisfaction with
the program. All participants (17) returned this form. The majority of res ondents
indicated they attended the program because the content was pertinent. AlY
participants were recruited by ECAETC, University of Kentucky staIX Eighty-nine
percent rated the registration process as very emcient, and sixty-one percent rated
the physical facilities as excellent. Nearly forty percent rated the pro am as
completely meetfng their expectations (rating of 5 on the 5-point scale . while iMyY
percent rated it a 4 on the Ilve point scale.

The majority of the participants indicated the conIldence level of 4 on the five-point
scale in the following:

AIDS epidemiology and transmission 55%
Infection control 44%
Oral manifestations
Training needs and goals ;;:;
Planning training 55%
Implementing training 56%
Evaluating training 61%

Greater conIldence.  (a 5 on the 5-point scale) was noted in the area of infection
control by forty-four percent of the respondents. A lower level of conl’klence was
noted in the area of oral manifestations. It is suspected that the lower confidence in
the area of oral manifestations was reported by participants who work in non-
clinical positions.

The maJority  if the respondents found the level of content and mstrucuonal  activities
to be appropriate (a 4 on the 5-point scale). Sixty-seven percent rated the
instructional materials as very appropriate.

Participants raled the
and considering three
sessions were rated 3
or above.

_’

sessions/presenters highly. Using a &e-point  rating s stem,
categories (or anization. relevance, and stimulation),

f
alT

(average) or a ove. The majority of ratings were 4 (very good)
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More than 90% of respondents answered affh-matlvely to statements that new
information on HIV was provided by the program: the pro ram increased knowledge
of HIV, and new training skills were developed. pr
program to others.

They wou d also recommend this

, - -’

Almost all comments written on the evaluation form were positive. Several
statements indicated that articipants  would have preferred more time for the
program, particularly for iscussion and actlvittes.  and additional information on thec?
legal/ethical aspects of AIDS and HIV disease. Most mentioned their interest in
future programs.

A final report will be completed in August 1990 containing the results of this train-
the-trainer program in terms of the training efforts conducted by the participants.

Follow-u
test feedlz

plans include written and telephone communication requesting post-held
ack on materials and training plans. We will also offer assistance in their

training efforts.

9
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APPEMXX  A

PROGRAM AGENDA

8:30 - 9:00

9:oo - 9:30

9:30 - 10:30

10:30 - 10:45

10:45 - 12:lO

12:15 - 1:30

1:45 - 4:30

8:30 - lo:15

10:15 - 10:30

lo:30 - 12:15

12:15 - 1:15

1:15 - 1:45

1:45 - 2:30

2:30 - 3:00

3:oo - 3:45

3:45 - 4:oo

Thursdav. Pebruam 1
Re&&ration

Welcome and Introductions

Train-the-Trainer
Training as it relates to the AIDS epidemic and dental
professionals
Needs of Adult Learners
Training Framework - Analyzing and goal settfng

.
Break

AIDS Undate
Epidemiology, Transmission, and Treatment

Lunch
Psychosocial Aspects of HIV Disease

Train-the-Trainer.
Preparing and Designing a Training Program

-Writing Objectives
-Researching and Organizing Content
-Selecting Instructional Materials and Methods
-Developing a Session Plan
-Effective Presentations

Friday.  Februarv 2

AIDS and Dentistrv: Infection Control

Break

AIDD e n t a l  M a n a g e m e n tS and Dentistry:

Lunch

Train-the-Traine!:
Information Resources for updaff ng
Developing handouts and visual aids
Program planning and organizing

Individual Prenaration of Training Program

Train-the-Trainer
Evaluating Training

Participant Exchange
Sharing of training program design

Data Collection and Closure

11



APPEMXX  B

PROGRAM OBJECTIVES

Upon completion of the dental training program the participant will be able to:

1.

2.

3.

Briefly profile the AIDS epidemic in terms of epidemiology and transmission;
virology and treatment: and psychosocial issues.

List specinc infection control methods recommended by the CDC and ADA for
the prevention of occupational exposure to blood-borne diseases.

Recognize the oral manifestations of AIDS and HIV disease and appropriate
treatment and/or need for patient referral.

4. Describe training as it relates to the AIDS epidemic and dental health
professionals.

5. Outline a training framework for preparing and designing a training program.

6. Give examples of writing objectives: the process of researching and organizing
content, selectin

%
instructional materials and methods, and developing a

session plan: an the elements of effective presentations.

Identify three information resources and the process involved in updating
training materials.

Develop color slides and overhead transparencies for a training program.

Plan, organize and implement a training program for dental professionals
within his or her own communily.

.- 7.

8.

9.

10. Evaluate the effectiveness of a training program.

12



APPENDIX C

TRAINING PIAN

Use the followfng questions as a
4
uide to help you plan your training activity. Fill

in as much information as possib e
conference organizers.

during U-r&  program and leave a copy with the
Complete the plan in preparatton  for your training activity

~~~nnail  a copy, along with the con&n-ration  form. when you complete your training
.

1. How many training activities do you plan to conduct in the next six
months?

2.

3.

What is the anticipated date of the (first) program you are
planning? .

Who is your target audience?

a. How large a group do you hope to
train?

b. How do you plan to recruit your
participants?

C. What do you already know about the potential participants and what
information do you need to obtain?

4. What is the major content you plan to include in your training activity? Give
a brief outline or schedule:

5. How long will the program be?

6. How will each content area be presented?

a.

b.

C.

d.

Have you identified  speakers?

Are there audio visuals you plan to use?

Can skills be demonstrated and practiced?

Will you use discussions, questioning. or other interactive
activities?

13



APPmDlx c continued

7. What handouts and visual aids xieed to be
prepared?

8. How will you handle the Instructional Set and Closure?

9. What facilities will YOU need for the
program? -

.
10. How will you evaluate the

program?

Name(s) of Trainer(s): Eturn copy of completed form
..

Ann Crowe/Paula  Parise
ECAETC
Medical Center Annex #3
University of Kentuc

9Lexington, Ky. 4053 -02 18

14



APPENDIX D

PARTICIPANT PROFILE INSTRUMENT

Please answer the following questions to provide collective information about the participants
in this session. All information is anonymous and confidential.

1.

2 .

3 .

4 .

5 .

6 .

7 .

8 .

9 .

10 .

Age at last birthday:_&urge  = 30-57. Mean=Ql. Median=QO.  Mode-33.  36. 44

Gender: Male 8f47%) Female 9f53%)

can American/Black t e13(760/61whi
Hispanic/Latino/Mexlcan Native American/ Indian
A m e r i c a nAsian O t h e r.

Highest Educational Level Completed (Multi le Responses)
3t1S0/6)Attended  College
2(12%)Associate  degree

P3 18/6  Masters degree

d e g r e e6t35°16)Baccalaureale
5(29%)Doctorate  or professional degree

s p e c i f y )Vocational Program I
P

lease
s p e c i f yOther (please

Please indicate the disci
R

line(s) of which you are a member or with which you most
e type of work you currently do. (Multiple Responses)

6(35%)DentalH y g i e n i s t
4(24%)Dental  Assistant
3t18%)Dental  Laboratory Technician
5t29%~dcl~~~~dfxator

3t1S0h)0ther  (please specify)

In what type of agency or setting do you work? (Multiple Responses)
ltl6%) Hospital
1 lf65%)Educational  Program
2f 12O/6)  Independent Laboratory
3tlSOh)  Other (please specify)

5(29%)Private  Practice
O u t p a t i e n t  C l i n i c
H e a l l h  D e p a r t m e n tl&%1

How long have you worked in your present position7 (‘Multiple Responses)
-Less than six months
2(12%) 6 - 12 months 4[24%1 11 - 15 years

2(12%) 16 - 20 years
2 1  - 2 5  y e a r slt6%)

26 - 30 years

Do you work in (‘Multiple Responses)
12/71%) an urban setting 4(24O/6) a small town 1(6%) a rural setting

From which source have you obtained most of
this conference? (Check all that apply.) (MuIY

our information about AIDS prior to

2(12%) Formal Education and Training
pie Responses)

E d u c a t i o n13f76%)Conlinuing
3flS%) Persona) Experience

13f76°/6)Professiona1  Journals
6135%) Professional Experience

Other (please speci fy)1[6%1
5(29%) Media

What is your experience with conducting education/training programs?
4(24%1 No prior experience
e r i e n c e  ( s e l d o m  a  p a r t  o f  p r o f e s s i o n a l  a c t i v i t i e s )lf6%) Very little prior e
6f35%1 Some

“s
erience7an occasional part of professional activities)

of  experience (a  major  part  of  professional  act ivit ies)6(35%) A great eal
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AF’PEivDlx  E

FACULTY PROFILE

Terence R. Collins, M.D., M.P.H. is
professor of medicine in the
Department of Preventive Medicine at
the University of Kentucky. He is
experienced in treating eo le with HIV
disease and the public e thRaP
perspective. Epidemiology,
transmission, and treatment of AIDS
are the topics he will address.

Ann H. Crowe, M.S.S.W. is a Senior
Curriculum Media Development
Specialist with the East Central AIDS
Education and Training Center at the
University of Kentucky. She will
introduce the to its of adult learners
and a training I:amework.

Ron Jerrell is active in Kentuckiana
People -with AIDS Coalition and
national AIDS organiz&ions.  He will
participate in the program to share the
psychosocial im lications of HIV
disease and neexs related to dental
care.

Ruby Meador, R.D.H., M.P.H., Ph.D.
is the Director of the Allied Health
Department at Western Kentucky
University. She is a charter member
of ASK and has served on that board.
She is also a member of OSAP and
has presented at state and national
levels. Dr. Meador  wiI1 address the
topic of infection control.

Paula Parise, R.D.H., M.S. is a Senior
Curriculum Media Development
Specialist with the East Central AIDS
Education and Training Center at the
University of Kentucky. Her
presentations will focus on AIDS
trainin

f
needs of dental

profess onals and evaluation of
training.

William G. Pfiefle, Ed.D. is Assistant
Dean of Academic Anairs of the College
of Allied Health Professions at the
University of Kentucky. He is active in
the Teacher Improvement Program
System (TIPS) network. His expertise
is in train-the-trainer strategies.

Jack Schaaf, D.D.S., is the Director of
the Special Patient Care Clinic at
Indiana University in Indianapolis
which provides treatment for HIV
infected patients. The Dental
Management component of the
program will be covered by him.

Betty B. Spohn, M.S.L.S., is Director
of the Oilice of Educational
Development, College of Allied Health
Professions at the University of
Kentucky. She is also the Director of
Teacher Improvement Program System
(TIPS). She will present train-the-
trainer strategies.

16
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APPENZXXF
POST-SESSION EVALUATION INSTRUMENT

1. Why did you attend this conference?
P e r t i n e n t  c o n t e n t1S
uirement/relevance5 Work re
er(s)2 The speaR
Other (please specify)1

2. Please rate the registration nrocess:
1

A%
Very inefficient

Comments:

3. Please rate the physical facilities: .

11 6 1
Excellent &% &% L 2 1 Unacceptable

Comments:

4. To what extent did this conference meet your expectations?
7 1

Completely -:
&% 50?6 &%

2 1 Not’ at .all

Comments:

5. How confident do you feel about your knowledge and abilities in the following areas?

Czgent
No

Confidence

AIDS epidemiology. transmission,
and treatment

Infection control procedures

4

:2%

2
44%

Reco
Yii

zing and treating  oral
mani estations of HlV disease

3
5
17%

10

zs%

8

:4%

7

:9%

2
3 2
11%

2
3 2
11%

6

&%
2

3 13
Analyzing training needs and setting goals 5 : 21

1 7 %  4 2 %  11%

Planning an effective training program ; lo 36 2
17% is% 2 8 %

Implementing an effective training
program

4
: !z

Z2% 5 0 %  2 8 %
2

:
11

Evaluating a training program 2 2
17% 481% 2 2 %

(over, please)

1

1

1

i%

1

1

1

18



6. How appropriate for you were: Very Not
Appropriate Approprla te

6 10 2
The level of the content

:3% 455% L%
2 1

The instructional materials
12

t 3 2 1
L?h 3 3 %

8 ‘9
The instructional activities ; 2 1

2496  450% 6O/6

7. Please assess the program presentations. Rate each area by using the
following scale: 5 = Exceilent 2 = Fair

4 = Very Good 1 = Poor
3 = Average NA = Did not attend session

Organized Relevant Content Stimulating

Training Needs
(Paula Parise)

zy;8 ;Ol;8 76/18
. . 4.22

Adult Learners & Training 90/18 77/18 73/18 ‘.__,,
Framework (Ann Crowe) 4.44 4.28 4.05

AIDS Epidemiology. Trans-
mission, and Treatment 75/18 76/18
(Terry Collins)

66/18
4.17 4.22 3.67

Psychosocial Issues 75/18
(Ron JerreII)

76/18 66/18
4.17 4.61 4.50

Train-the-Trainer
(Bill Pfeifle)

Train-the-Trainer
(Betty Spohn)

:07/1” SO/17 79/17
. 4.71 4.65

82/17 81/17
4.82 4.76

t07/;7
.

Infection Control 71/17 69/16 69/17
(Ruby Meador) 4.18 4.31 4.06

Dental Management 71/15
(Jack Schaal)

73/15 67/15
4.73 4.87 4.47

Evaluating Training 70/16 70/16 69/16
(Paula Parise) 4.38 4.38 4.31

(over, please)
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APPENLXX  F continkd

a. Please answer yes or no to the following statements.
I33 t&2 -
17/94% The pro

knowleCT
m increased my

ge of HIV disease.

lw?!~.

The pro
knowle#

ram increased my
ge of infection control.

The program increased my
knowledge of dental
rnn;.;ment  related to HIV

.

I develoFed new skills as a
trainer rom this program.

The content of the ro ram was
appropriate for my ac\aground.

The program was relevant to
my job. _

I would recommend
program to others.

9. What was most helpful to you about this conference?

this

10. What would you change if you could?

11. Additional Comments:

20



1.

2.

3.

4.

5.

6.

7.

8.

APPENDLX  F continued

EVALUATION COMMENTS

was asked, see the need to be better informed.
Recommended by AHEC
A very timely topic of concern

very easy and quick

cold f3rst  day, very good refreshments
after the thermostat was adjusted
I’m UK alum. What did you expect?

.
More on le
Very well a

al/ethical aspects
ou

B
h out and planned

Far exceeded a expectations. At times though I did feel somewhat
overwhelmed at points with the amount of material presented, but will digest
more of it when I o home.
Very well organize ti.
I truly didn’t know what to ect.
saw a whole different side of“3:

But I was very informed and touched. I
e issue.

I would have liked more specific lab info.. although I expect to find it in the
manual.
Great conference. I would have liked more time for Dental Management.
I could have used a preliminary education class (Dept of Ed.)
Very sorry that I was not able to be present for all segments of this program

This aspect was new to me! (Re: analyzing, planning, implementing and
evaluating training)
On this information (RE: analyzing. planning, implementing and evaluating
training)
Only because I didn’t understand so much of it (RE: rating of 4 on
recognizing and treating oral manifestations)
After havin

f
time to research the wonderful material you presented us - this

confidence eve1 will rise (RE: first three items)

More time needed for question and answer/discussion following each section
(RE: instructional activities)

Too basic for participants (RE: Relevant Content - Infection Control)
I enjoyed the Boston accent (RE: Stimulating - EvaIuatlng Training)
Needed more time (RE: Adult learners and training framework1
Transparencies too busy, printing too small (RE: AIDS epidemiology.
transmission, and treatment)

Most of it (RE:  content of program was appropriate)
Some got a little involved - deep for me (RE: content of program was
appropriate)
Definitely (RE: I would recommend this program to others)

--
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APPENDlX  F continued

9. M o s t  HelDful

The Resource Guides and the associated printed
distributed were/are very good
Guidelines on how to plan a program

materials developed and

Dental Management and some of the points made about transparencies
Gamin
All of tfl

Information, getting a
e data that we receiveB

Ian together.
. Contacts, where to lhrd resource material

Overview  of e
Prepartng  anB

idemiology

presentations
designing program - organizing content and effective

All was helpful - but what made me really think about my true feelings was
Ron Jerrell’s talk. It made me aware of problems and aspects I had never
thought of before.
All the resource material to take back and use.
All facets were concise and to the point - very thorough!
Havin the opportunity to listen, to talk to, and learn from an individual who
has  DS.dp
Giving more effective presentations
New AlDS info: Resource guide - getting all addresses, numbers, etc. together
is great (invaluable)
A good outline on how to organize, plan session. All handouts were
exceptional
Interaction with other participants - and positive reinforcement about what I
am involved in respective of DX and Treatment of HIV disease
Realizing how important it is to use universal, sterilization and infection

/ control on all patients.
Information and training materials are all relevant and practical (unlike many
training I’ve attended, I’m going home with things I can really use!!)
Information on program planning

10. What Would You Chanm

Nothing I am aware of
Allow more time for discussion
Add a U.K. ball

fi
ame. The training I though was excellent. Perhaps break

6
roup into speci c fields with specific emphasis.
epends on participants

Was given the impression that it would be mostly on AIDS, just a small bit on
training or instruction techniques. It was a little confusing at first because of
that. It was a good mixture of the two.
I don’t know that I could improve on the seminar in any way.
More emphasis on clinical implications, less on development of training
pro am planning. Training info was quite well presented but lengthy.
Prof?ably would have & printed material - 3 binders full of information is a
lot of material to review.
More dental facts presented
More content information on AIDS. A little less time spent on organization of
course.
The financial approach to management of HIV disease and focus on providing
dental care for infected persons.
Nothing
More time during patient management section for informatfon/quesuons on
legal/ethical issues of HlV and dentistry
Nothing
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AFPElVDlX F continued

11. Additional Comments

I had a great time!
I thought it was great and I gained some very valuable Information, materials
and contacts - you guys did a wonderful job.
I would have enfoyed  visiting a lab in the area where (?) infectlon control is
effective1 practiced.
I think tXe program was excellent
This was a very good pro ram.
I real1 wasn’t sure what 9

Very well organized - opportunity to network.

Ll
o expect, but I felt it was goin to be geared toward

AIDS owledge and a little on the training aspect. At t%e l/2 way point of
the first day I was a little confused as to why I was asked to come and
exactly what was expected in the next day and l/2. By the end of the day
today, it all fell into place. Also the information that I felt I needed was
presented. I have enjoyed the past 2 days.
This had to be the most professional, well run, and concise seminar I’ve ever
attended. All the work really showed through.
The printed materials distributed will be invaluable. They are extremely well
organized! Very well done!! Thank you.
Overall a very good conference
I’m excited I was able to attend. Very  valuable trainin

?iI think it would be helpful to have been given an estab shed “ideal’ outline of
a program to present. Such as areas that must be covered then participants
could embellish this outline and present as they wished. Such as done in
teaching CPR course, etc.
None
Congratulations to all of
Aren t you glad it’s over?Y

ou on a fob well done and then some! Whew!!!

Excellent Program. I ap reciate all the work which went into planning the
program. I was especial y impressed by the emphasis on education andP
planning strategies. Thanks!

. .._.’
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PROGM  SUMMARY

A two-day
for DentaP

rogram entitled AIDS and EW Msease: wectiue Training Strategies
Health Rqfsionals was held Febru

of Kentucky. The conference was jointly sponsored“i:
1 - 2. 1990 at the University

y ACT Lexington, Procter 81
Gamble, and the East Central AIDS Education and Training Center at the University
of Kentucky.

The 17 participants represented all the disciplines in dentistry and included four
dentists, six dental hygienists, four dental assistants, and three dental laboratory
technicians. Nearly two-thirds of the participants are involved in dental education
programs.

The majority of participants indicated they attended the program because the
content was pertinent to their professional interests. The program content consisted
of three major components.

l ADDS  core curriculum: Basic Science and Psychosocial Aspects
0 Dental-specific issues: Infection Control and Dental Management
0 Training techniques: Training Needs, A Training Framework and

Presentation Skills

A post-session evaluation form indicated that near1
as completely meeting their expectations (rating of 5

forty percent rated the program
on the 5-point  scale). while hfty

percent rated it a 4 on the fhre-pomt scale. The ma.joxiiy  of the respondents found
the level of content and instructional activities to be appropriate (a 4 on the b-point
scale). Two-thirds (67O/b) rated the instructional materials as very appropriate.

More than 90% of respondents answered afhrmatively  to statements that:
information on HIV disease was

(1) new
provided

knowledge of HIW and (3) new training slzs
the program: (2) the program increased

would recommend this program to others.
were learned. They also indicated they

Almost all written comments were positive. Several statements indicated that
participants would have preferred more time for the program, particularly for
discussion and activities, and/or additional information on the legal/ethical aspects
of AIDS and HIV disease. Most mentioned an interest in future training programs.

As a condition of attending this
trainin  program for other dentap

rogram participants agreed to conduct at least one

allottefwithin the pro
professionals within a six month period. Time was

ram for participants to develop an initial training plan and to
receive feedback from acuity  and other participants.P



Contact was maintained with program participants throu out the six month period
following the conference. 9Technical assistance was availa le if requested. -
Participants agreed to complete at least one training program and provide written
feedback on a Conjlrmation  of Zhirdng De

9
form. Contact was made in

September with those who had not returned e form.

Of the 17 participants, 11 (65%) reported conducting training of other dental health
professionals. Of these, 8 returned the ConJZrmatton  of lkdning Deliuey  form
containing the data presented below. It should be noted that these statistics
underestimate the impact and cost effectiveness of this program as the data of three
participants is not included.

Of those who had not conducted a training session, personal and family illnesses,
other work responsibilities, and lack of opportunities were most commonly cited as
the reasons. Several indicated that, although they were unable to complete a
training program within the six-month time frame, they have plans to conduct
future training sessions.

The 8 participants who provided data reported training a total of 275 persons.
Contact hours were calculated by multiplying the number of participants in each
training session by the number of hours of training provided. (See Appendix A.)

Not all participants reported the racial composition of their training groups.
However, the data available indicated the follow distribution.

Black

ZeYian

Oriainal TrainiN  Group

4 (24%)
13 (76O/6

Their Traineea

12 (8%)

The approximate distribution among urban and ruraI  trainees indicated by those
who reported this data was 56% rural or small town and 44% urban. The original
training participants and their trainees represented a wide geographic distribution.
(See Appendix B.)

OriPtnal  Traini- Groun eir Trainees

Kentucky 11 108
TeMeSSee 3 13
rdst.t.irginia

; 195
PeMsylvania 130

In preparation for this program a Resource Guide related to dental health was
developed by the project Information Special&t. It was later requested that this be
duphcated  and provided to alI ECAEIC Sites. As a result, one Site r uested

“s1permission to distribute the Guide to healthcare professionals in ano er state.
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The eight participants who provided data also reported the most frequently &Wed
training methods were:

Lecture 78%
Audio-visuals 78%
Handouts 67%
Discussion 56%~

Less frequently used approaches included:
Guest speakers 33%
Demonstrations 11%

-.J

The topics presented in the training sessions conducted by the original group of
participants were as follows.

Infection Control
Dental Management ;
AIDS Core Curriculum
Legal and Ethical Issues :
Miscellaneous (Personal risk reduction; Hepatitis Vaccination) 2

All those completing the Cor@rnation  ofZYa&ing Delivery form indicated that the

F
rogram was helpful.
ollowing.

Comments concerning what was most helpful included the

0 The idea to explore the legal aspects of the AIDS patient.
0 All: Slides are great. .
0 Infection Control Manual biggest help.
0 Resources
0 Closure and set - Helps to better organize my thoughts for my

presentation.

None of the participants indicated that they encountered any roblems in their . .
training delivery. However, three stated that they would like Lther assistance as
follows.

l Provide us with a list of courses that other participants are sponsoring.
Also a mailing list of Dentists and auxiliary in the Kentucky area.

0 Current copy of the revised Infection Control Manual.
0 New information as mentioned in media
l Possibly by assisting

training on speci&
MAREX in providing an additional one day

‘train-the-trainer” subjects such as oal setting,
writing objectives, researching and organizing content, Be ective
presentations. evaluation, etc.

Funding for this program was provided by ACT Lexington ($1,000). Procter &
Gamble ($2.000). and the East Central AIDS Education and Training  Center at the
Universi

x
of Kentucky. For this pilot program expenses included the travel, lodging

and mea for
Yru

cipants and faculty, s
reproducuon  o B”k

ers’ honoraria, audio-visual equipment.

cost of $3.335.
participant materials, an miscellaneous items for a total program
Given the number of trainees from the ori

subsequent training sessions, the expenditures can be brof
inal group and their
en down as follows:

Cost per participant ($3335/292) $11.42 each

Cost per contact hour ($3335/1332) 2.50

The program brochure containin
faculty list is attached as Appen!ix

a program description. objectives, agenda and
C.
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Appendix A

SulMlMARY  DATA OF DENTAL HEALTH
PROFESSIONALS TRAINED

275 DENTAL PROFESSIONAL8 TRAINED

0 135 Denttsts
0 74 Dental Hygienists
l 34 Dental Assistants
l

0
3; La’a’Fr$ory  Technicians

1,111 Contact Hours of ‘Raining

t

17 PARTICIPANTS
DENTAL llUdNWdN~TI?AINER

0 4 Dentists
0 6 Dental Hygienists
l 4 Dental i4ssistantS
0 3 Laboratory Technicians

221 Contact Hours of Training

t

8 FACULTY

l 2 Core AIDS Content - 2.5 hrs.
l 2 Dental Content - 3.5 hrs.
0 &himthe-Trainer  Content - 6

.
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Appendix C

AIDS AND HIV DISEASE:

EFFECTIVE TRAINING STRATEGIES

FOR DENTAL HEALTH PROFESSIONALS

February l-2, 1990

University of Kentucky

Co-Sponsored by

AIDS CRISIS TASK FORCE  OF LEXINGTON

PROCTER & GAMBLE

East Central AIDS Edu



PROGRAlM  DESCRIPTION

Persons with AIDS and HIV disease have e ressed serious concerns related to dental care
during their illness. Some have Tfrience blatant discrimination, while others have
encountered dental
with HIV disease. 7%

rofessionals  w o do not feel competent or comfortable treatin  patientsT
ere is a need for education and training of dental profession8s related

to AIDS and HIV disease to dis
J

el the m
impact upon their attitudes, v ues and F

s regarding treatment, improve access to care. and
haviors.

‘Ihe purpose of the trainin pro
for Dental Health Profesdoxdi

am, AIDS  and HIV Diaease: Effective
is to train select dental professionals

about AIDS to practicing dental professionals in their communities. Th
program is four-fold, to

0 disseminate factual information:
l facilitate the acquisition of knowledge:
l

0
yt urn attitudes and values; and
e ist an reinforce positive behaviors of practicing dental professionals
regarding AIDS and HIV disease.

The curriculum desi
core base of AIDS iIF

of the training  program builds discipline-specific  (dental) content on a
ormation. Train-the-trainer techni

with dental  and AIDS content. Curricular materials tn CT
es and strategies are inters

ude five trainin modules an8””
ed

a
facilitator’s guide developed for the training program by the University o Kentucky.8 U on
completion of the training program, the trainees will be prepared to conduct training e Fforts
on community, regional, and statewide levels.

PROGRAM OBJECTIVES

Upon completion of the dental traming program the participant will be able to:

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

Briefly profile the AIDS
and treatment: and psy3

idemic in terms of epidemiology and transmission; virology
asocial issues.

List specific infection control methods recommended by the CDC and ADA for the
prevention of occupational exposure to blood-borne diseases.

Recognize the oral manifestations of AIDS and HIV disease and appropriate treatment
and/or need for patient referral.

Describe tra_ining as it relates to the AIDS epidemic and dental health professionals.

Outline a training framework for preparing and designing a training program.

Give examples of writing objectives: the process of researching and organizing content,
selecting instructional materials and methods, and developtng a session plan: and the
elements of effective presentations.

~ad@&ree  information resources and the process involved in updating training

Develop color slides and overhead transparencies for a training program.

Plan, organize and implement a training program for dental professionals within his or
her own community.

Evaluate the effectiveness of a training program.



AGENDA

8:30 - 9:oo

9:oo - 9:30

9:30 - 10:30

10:30 - 10:45

10:45 - 12:lO

12:15 - 1:30

1:45 - 4:30

Te
ReQistration

Welcome and Introductiong

Train-the-Trainer.
Training as it relates to the AIDS epidemic and dental
professionals
Needs of Adult Learners
Training F’ramework  - Analyzing and goal setting

Break

m43l.D
Epidemiology, Transmission, and Treatment

Lunch
Psychosocial Aspects of HIV Disease

Train-the-Trainex
Preparing and Designing a Training Program

-Writing Objectives
-Researching and Organizing Cotitent
-Selectmg Instructional Materials and Methods
-Developin a Session Plan
-Effective Aesentations

8:30 - lo:15

10:15 - 10:30

lo:30 - 12:15

12:15 - 1:15

1:15 - 1:45

1:45 - 2:30

2:30 - 3:00

3:oo - 3:45

3:45 - 490

S and Dentistry
Infection Control

Break
S and Dentis-

Dental Management

Lunch

nthew
Inforr&i& Resources for updating
Developing handouts and visual aids
Conference planning and organizing

Individual Prewn of Tra&,&@  Propram

Part c mnt  Excu
S&g of training program design

Data Collection and Closure



FACULTY
‘.__/’

Terence R. Collins, M.D., M.P.H. is
professor of medicine in the Department of
Preventive Medicine at the University of
Kentucky. Epidemiology, transmission,
virolo

Y
and treatment of AIDS are the

topics e will address.

Ann H. Crowe,  M.S.S.W. Is a Senior
Cun-kulum  Media Development Specialist
with the East Central AIDS Educatton and
Trainin Center at the University of
KentucBy She will introduce the topics of
adult leakers and a training mework.

William G. PBefle,  Ed.D.,  is Assistant
Dean of Academic Affairs of the College of
Allied Health Professions at the University
of Kentucky. I-us expertise is in train-the-
trainer rtrategies.

Jack Sch& D.D.S., is the Dlrector  of the
Special Patient Care Clinic at Indiana

treatment for HIV

Ruby Meador, R.D.H., M.P.H., Ph.D. is
the Director of the Allied Health
Department at Western Kentucky
University. She is a charter member of
ASK and has served on that board. She is
also a member of OSAP and has presented
at state and national levels. Dr. Meador
will address the topic of infection control.

Bet
the a

B. Spohn,  M.S.L.S.,  is Director of
iIke of Educational Development.

College of Allied Health at the University of
Kentucky. She is also the Director of TIPS.
She will present train-the-trainer
strategies.

Paula Parise,  R.D.H., M.S. is a Senior
Curriculum Media Development Specialist

Ron Jerrell  will  particfpate  in the program

with  the East Central AIDS Education and
to share the psychosocial implications of
HIV disease and needs related to dental

Trainin Center at the University of
KeIltLlC & Her presentations will focus on
AIDS trakng needs of dental
professionals and evaluation of tmining.

care.

Professionals from the following groups have been invited to participate:

0 Dentists

0 Hygienists

l Assistants

0 Laboratory Technicians

-
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Evaluation of the First ECAETC Conference



To:

From:

D a t e :

Subject:

ECAETC Site Directors and Roger Verny

Bob Aron, Evaluation Coordinator

October 20, 1988

Evaluation of the First ECAETC Conference

Attached is a copy of the evaluation report for the first ECAETC
conference, held September 23 and 24, 1988 in Cincinnati. This
report vas completed in compliance with the stated intent of the
project propoeal. The report relies on data collected by this
evaluator using quantitative and qualitative methods. Although
this is an independent assessment of the conference, the
comments and suggeetlone of ECAETC staff, conference
participants, and others vere considered and included. This
report is intended to be more than a critique of a single event.
It is hoped that this document will provide information useful in
facilitating future ECAETC conferences.
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The Ohio State University
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Sumnary

The first AIDS education conference sponsored by the East
Central AIDS Education and Training Center (ECAETC), held on
September 23 and 24, 1988, was both extremely well received by
participants and fell far short of the number of professionals it
was intended to reach. The planning and promotion of the
conference was complicated from the inception by organizational
constraints facing ECAETC as it developed during its first year,
Yet, the conduct of the conference met expectations of most of
the participants through informative lectures and workshops.

Future conference planners are encouraged to begin
preparations early, consider carefully a marketing plan, and
attend to the logistic details of the conference.



Evaluation of the First ECAETC Conference

This is the evaluation report of the first East Central AIDS
Education and Training Center (ECAETC) conference, held September
23 and 24, 1988 in Cincinnati, Ohio. The conference was titled:
The Primary Care Response to AIDS, and intended for an
interdisciplinary primary care audience in the region served by
ECAETC. ECAETC was established September 1, 1987 as a regional
consortium of educational institutions in Michigan, Ohio,
Kentucky and Tennessee to train and educate a wide variety of
healthcare professionals in matters related to AIDS. Funding for
ECAETC is from the United States Health Resources and Services
Administration, Grant Number: BRTOOOOO501-O.

One of the "Major Project Objectives", as stated in the
original grant application proposal, is to "disseminate ECAETC-
developed AIDS training programs on local, state and regional
levels" (p. 64). Under this major objective is the "Specific
Measurable Objective" (III.A.5) pertaining to this conference. It
states that ECAETC will:

"conduct an annual major two-day conference on AIDS
using nationally known speakers and targeted at an
audience of 1,000 to include approximately one-third
physicians. one-third nurses, and one-third other
health care providers." (p. 64)

Although originally scheduled for May 1988 in Columbus,
Ohio, the conference date and location were changed to
accommodate logistical and administrative constraints encountered
during the start-up of ECAETC.

This report will be divided into five major sections as
follows: -

I .

I I .

I I I .

IV.

v.

The Discrepancy between the Specific Measurable
Objective and the Conference Results

Evaluation of the General Session

Evaluation of the Workshops

Other Aspects of the Conference

Recommendations



I. THE DISCREPANCY BETWEEN THE SPECIFIC MEASURABLE
OBJECTIVE AND THE CONFERENCE RESULTS

The objective for this conference was to hold a conference
on AIDS, featuring nationally recognized speakers, for 1,000
healthcare professionals equally divided between physicians,
nurses and others. There were 194 registrants including those
attending under co-sponsorship with the National Hospice
Organization. Of these persons who registered via ECAETC
mailings approximately 20% of were physicians, and 16% were
nurses. As a result of the smaller numbers of registrants than
intended, as the conference date approached, the original program
(Appendix A) had to be modified (Appendix 8). Although not all
the intended speakers were included on the program, nationally
recognized speakers did present.

A number of causes may have contributed to the conference as
it finally evolved. Several persons involved in the development
and administration of the conference offered these points:

ECAETC Ohio Site Perwective

1.

2.

3.

4.

5.

6.

Much of the conference was not organized prior to the
change of ECAETC directors on June 15, 1988.

Letters to speakers, confirming telephone calls and
requesting a presentation outline, did not get mailed
until June 21, 1988.

Workshops were not finalized until the end of August,
and then only three of the six workshop presenters, as
originally planned, provided outlines of their
presentations. This caused delays in finalizing the
registration announcement.

Throughout the latter part of the Summer the ECAETC
Director was also occupied with writing the ECAETC
evaluation report, overseeing several instructional
materials development projects, and attending out-of-
town meetings.

No full time secretary was available for ECAETC until
July 7, 1988.

It is felt that the University Continuing Medical
Education office did not provide the detailed guidance
required of an inexperienced group at setting up a
conference for the first time.



Continuina Medical Education Office Perspective

1.

2.

3.

4.

5.

Large conferences take a great deal of logistic input,
by the sponsoring organization, especially in
recognizing and establishing a specific target
audience. This is something that the CME office is not
capable of doing, especially on a regional basis.
General mailing lists have usually only a 1 9: response
rate. Some of the lists provided by the ECAETC sites
were very general. This problem was compounded by the
lateness of the mailings.

It takes about two to three weeks to print
announcements. Delays in sending out announcements were
caused by not having the content far enough in advance.

Consideration by ECAETC was not given to the impact
that other AIDS conferences in the same region and time
frame would have on how individuals would choose to
attend.

Without a "big name" speaker(s), a unique program, and
a careful job of marketing it would be unrealistic to
expect more than 200 persons to attend a conference
when other options, including other conferences are
open to them.

Additional logistical assistance should come from the
nearest site to the conference, especially with regard
to assisting in hotel and facilities arrangements.

Other ECAETC Sites Perspectives

1.

2.

3.

The other sites indicated that they were not asked to
help in the planning and promoting of the conference.

Members of sites indicated that the centralized effort
to promote the conference removed them from a process
which might have helped them to understand more clearly
the specifications of mailing list required.

The conference should be located close to the site
hosting/organizing the conference.

Comment

A combination of factors seems to have caused the problems
that resulted in the discrepancy between the planned and actual
attendance. These would include the assumption on the part of
ECAETC that the CME office would be able to reach the intended

3



target audience. However, it also seems that the CME office
assumed, or did not communicate the need for the local sites to
put more effort into honing the mailing lists and finding other
means to market the conference. Based on the techniques used to
market this conference the number that did attend is not
unrealistic.

An important mitigating factor, with regard to communication
and administration, is the transition between ECAETC directors
and the lack of office support until July. This may be why there
was an over reliance on existing mechanisms to market the
conference with less attention given to the new and innovative
support committees established by ECAETC (e.g. Professional
Liaison Committee) and contacts with professional organizations.

To the credit of those who coordinated the conference, when
the conference had to be pared down it was done very
effectively. Those who attended the conference were not left with
the feeling that something was missing. Facilities were
appropriately proportioned to the number of participants and
quality presenters were provided.

“L.-l



II. EVALUATION OF THE GENERAL SESSION

The General Session of the conference, in which all the
participants were invited together, took place on September 23,
1988, from 9:00 am to 2:45 pm. An evaluation form was used for
this session (Appendix C).

The Participants

Not all the participants completed evaluation forms. Sixty-
three forms were returned for the General Session. This
represents about 67 % of the participants.

Of those participants returning the form, and responding
with profession information, we have the following breakdown:

Profession Number Percent

Dentist 23 37.1 3:
MD 12 19.4 %
RN 10 16.1 X
Education 14.5 x

-Other t 12.9 x
___M _______
62 100.0 x

These participants came predominantly from urban settings (83%),
with 11.3 % coming from rural areas and 5.7 X from suburbs.

The ethnic/racial background of the participants was also
documented. Sixty participants reported this information as
follows:

Ethnic/Racial Number Percent

White 46 76.7 %
Black 7 11.7 9:
Asian Amarican 5 8.3 X
Hispanic : 1.7 x
Other 1.7 x

--- 1---1--
60 100.0 %

* Cuban American

5



Comment

If this data is representative of the population ECAETC is
trying to serve there is a problem with reaching those in rural
areas. Based on the data received, there may be two distinctly
different causes of the problem or there may be one in common.
The first explanation may be that this group simply was not
notified of the conference in time or not at all. The
announcement of the conference did go out late, and the mailing
lists used by ECAETC are still evolving. The second explanation
might be that those with minimally staffed rural practices will
always find it difficult to get away for any type of conference,
even those held on the weekend. If this is the case, and a survey
might be informative, then other means will have to be employed
to reach rural practices.

ResDonses

Over two-thirds of the participants found the General
Session to meet their expectations in terms of the
appropriateness of the content, the completeness of the content
and the use of audiovisuals. Nearly 20 % felt that the
appropriateness of the content exceeded their expectations and
14 9: felt that the completeness of the content exceeded their
expectations. However, almost 10 % were disappointed with the
audiovisuals. Some of the written comments echoed this
disappointment in terms of the lack of visuals, the poor quality
of visuals and the complete lack of handouts.

Other written comments focused on the need for more depth in
the treatment of subjects covered during the general session,
such as in workshops. Interest was also expressed in hearing
presentations on the broader socio-political-economic impact of
AIDS, counseling issues and rural and suburban issues. There was,
however, minimal concern raised about.the presentation approach
of the speakers.

Comment

Even without handouts and the cancellation of desirable
presentations this general session was very well received. One
additional measure of success is the number of persons interested
in working further with ECAETC by participating in "train-the-
trainer" programs so that they can make AIDS related
presentations to other healthcare professionals. More than half
of those completing evaluation forms indicated such an interest
and provided their names and phone numbers.



I II. EVALUATION OF THE WORKSHOPS

On September 23, 1988, three workshops, with
registration, were held concurrently from 3:00 to

open
5:00 pm:

1.

2.

3.

Treatment of Persons with AIDS

Ethical/Legal Issues

Understanding the Patient with AIDS

Fewer participants responded to the evaluation form (Appendix D)
than attended these workshops.

Number of Evaluation
Workshop Participants* Forms Returned

Treatment 25 8
Ethical/Legal 40 14
Understanding 10 0

From the forms that were returned it is evident that the
participants felt similarly about these workshops as they did
about the General Session. Essentially they met their
expectations, and in some cases exceeded expectations. Although
this evaluator observed that the format of the workshop was
predominantly lecture, those responding to the evaluation form
indicated that there was the right balance between lecture and
discussion. Most felt that some or all the material would be
applicable to their practice. However, comments about handouts
surfaced again. Although these workshops were clearly successful,
consideration in the future should be given to providing handouts
and enhancing audiovisuals.

* Based on estimates.



IV. OTHER ASPECTS OF THE CONFERENCE

There are a number of other aspects of the conference worth
documenting. These strengths and weakness, in addition to those
described throughout this report, are as follows:

Strenoths

1. National Hospice Oroanization Conference. The ECAETC
conference was coordinated with the National Hospice
Organization (NHO) conference with the intention of
providing an institute for those interested in hospice care
(Appendix E). Fifteen participants of the ECAETC conference
also attended the NH0 conference. Also, participants of the
NH0 conference frequented the ECAETC display area. A number
of hospice care professionals tried the ECAETC CA1 program
on AIDS and indicated that it would be useful for their
colleagues.

2. Academic Dentistry and AIDS Trainina Institute. This
institute was co-sponsored and funded by Proctor and Gamble
(Appendix F). It was intended to prepare dentist affiliated
with academic institutions to:

0 Develop new course materials
0 Modify curriculum
0 Consult to clinical facilities
0 Become resource individuals to continuing

education programs

Materials, including slides, were provided to the
participants for this purpose.

This was a *by invitation only" event. However, it attracted
to other parts of the conference a great number of dentists.
The dentists were exceedingly pleased with the Institute and
the rest of the conference. A number of them indicated that
this was the best information they have gotten on AIDS.

Some of the dentists attending were representatives of other
AIDS Education and Training Centers from throughout the
country. They were excited to participate in this pilot
conference of ECAETC, making contacts and collecting ideas
to bring back to their programs.

3. AIDS related books. One of the most complete selections of
AIDS related books and pamphlets was on display throughout
the conference. Cokesbury Bookstore of Columbus provided
these books for purchase. This was a very popular attraction
in the display area of the conference.

a



4. AIDS CAI. The availability of the Computer-Assisted
Instruction (CAI) for AIDS education developed by ECAETC was
of great interest to a number of people, who took up to
twenty minutes to try one of the computerized case studies.

Weaknesses

1. Reaistration at the conference. Registration at the
conference was not effe.ctive. Staffing was limited. Of
particular concern was the lack of organization of this
activity. There was an understanding that the CME office
would provide this function. There appeared to be a lack of
CME office representation at key times. As a result, special
registration for the concurrent National Hospice
Organization conference was difficult for participants of
the ECAETC conference, and discouraging to some.

2. A number of logistical details were overlooked when
providing information to the participants:

a) Not everyone had name tags:
b) There was no provision for efficiently making name tags

for those who did not have them:
c) The Ohio State University logo was used on name tags

and folders of information instead of the ECAETC logo.
d) Hotel staff was not aware of the logistics (location,

etc.) of the conference;
e) Information provided to the participants was

incomplete -- room locations and agenda details were
missing.

2. Mornino coffee. A number of people were disappointed that
coffee was not provided before the opening of the
conference. There was also concern that water was not
provided at the participants' tables.



v. RECOMMENDATIONS

1. The process of planning the next conference should begin
inmnediately, giving enough time for the selection of choice
speakers, locations and effective logistics, including
marketing.

2. If the CME function of a university is not capable of
efficiently and effectively marketing ECAETC conferences, or
facilitating the marketing of conferences, then this should
be an internal function of ECAETC. It is expected that the
collective wisdom and dedication of the ECAETC staff can
accomplish successful ventures even where there may be a
lack of specific conference coordination experience.

3. A conference coordinator may need to be appointed/hired to
oversee the next conference(s) and work-closely with the
ECAETC director, the site directors, and the university CME
function.

4. The site hosting the conference should be expected to help
with local logistical details as they arise.

5. An attempt should be made to get nationally recognized
speakers, at least for the keynote address.

6. The extensive contacts and networking capabilities of ECAETC
must be utilized in marketing conferences. This includes
connnittees established by ECAETC, such as the Liaison
Conmtittee,  and contacts with regional and national
professional organizations.

7. More consideration must be given to the impact of ECAETC
programs versus other competing programs.

a . There must be more attention to logistical detail in running
the conference. The location for central activities, such as
poster sessions, displays and demonstrations must be well
staffed. More information must be provided to the
participants as to where they must go for each activity
offered, including room locations for workshops and meals.

9. Participants should be provided with a list of presenters'
addresses in addition to the list of participants.

10. Handouts should be provided for every presentation. These
can be anything from an abstract, to copies of overheads and
slides.

10



11. A large conference should receive official recognition. from
the community hosting it. Letters from the mayor, local
congressmen and health officials should be included in the
conference packet.

12. Information on extra-conference activities, such as area
restaurants and sites, should be provided.

13. Representatives of all other AIDS Education and Training
Centers from throughout the country should be invited to
attend ECAETC conferences.

14. Conference materials must reflect ECAETC sponsorship of the
conference, including the use of the ECAETC logo on name
tags and materials provided.

11



Appendix A

Original Conference Program
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THE PRIMARY CARE RESPONSE
TO AIDS

R&ZlONIl  CONFERENCE 6 INSTITUTES FOR
HEALTH PROFESSIONALS

SepIemb*r  23-24,  1998
Sponrorrd by Earl Central AIDS EducaIion

and Tratning  Center

Day 1. September 23
10 00 a m. Welcome and Inlroduclions

Don,M  c HallrsoIl  A.4 0. Senmr  we Preu-
den, and Roves,  lo, HeaM  Alla,rs  Unwer-
sdy  0I c~~~nnat~  Mea,cal  Center

Llwence  ‘ Gebel  Ph 0. AsscC~ate  I’Iclesscl.
ocpt  01 fam01y Med~cme.  The oh10  bate
Umverslly

1030

Cw8a fcsrer  Moore.  R 0. M S PuMr tieaIm
lwneoms,.  AIDS  Setwces  Program. Iiaal,n
Reso”rces  and Sewces  Mmm~wakon

Commer~tr  oy ., person w,h AIDS
The AIOS Epidemlc  In Amwica
A~CII~M~  Knm.  Pn 0. Founamg  Chair. Board

ol Dwecto~r. Amwcan  Fcundabon los
AIDS Aesearcn

11:lO How  HIV Leads to AIDS: Palhogenosls
l d Tranrmlssion

t; Entyn C Hess.  M 0. McDonald  Professor
01 wd~cme. Director.  Dws~onol lmm”nol-
ogy.  Umverety  01 Cvuxmak Medwzal  Gamer

11:*0 Natural History 01 HIV Intocllon:  Assess-
mont 01 Dls~as*  Progr*sslon
Jmbn P Pharr  hi 0 Prolessor  01 Medeme.

~orcnrveslarn  umverutv  wool  o( Medeme.
Dwclor. Chvzago  Mulkple  Center AIOS
CohOfl Sl”dY

12:20 LUNCH
1:30  p.m. Ewly  and Late Clinical Manileslalions  01

HIV Inlwlion
Akchwl  F Pan. A4 0. Assoc~ale  Prolessor.

Depawnen,  01  Intema,  Med~cme  Inlet-
110”s C%eaSes. The Oh,0  Slate  Unwersdy

2:os F&o Poslllv~r.  False NegaIlvos:  Irsu.s
ls Swology  and Palhnl Teslkng
7hm.w  Zuck. M 0 D~reccor.  Hoxworlh

alood came1

2’45 SFEAK
3:00-5.00  Workshops

1. Treatment 01 Persons with  AIDS -
~iaronl  A xesstef.  M 0. Rush-Presoylernn

St. L”kes  MedtcaI  Center. Co-Inves,8gsIor.
Chxago AIDS Cks~cal  Tnal  Group

2. Designing and Oellvaring  Community
rl*sources  -
Rev. Carl Bean.  M,nor,ly  AIDS ProIecI.

LOS Angeles
3. ElhicaIILagal  Issues - Whom Can You

Tell? Whom Must You Tell? -
James ChlldS.  m 0 Dean  01 Academic

AlIa~rs.  Pwlesur cl E,,Mcs.  Trmw  C”,lMran
Semmary  and I3101  T hsnmdn  Olkceol
Allmnalwe  Ackon  The Dh~o  Slate Unwers~ly

4 AIOS Education lor  Your Pattents  -
Paward r Bow r.4 0 Owx~or.  Fanwv  Pfac-

kce Res~deocy  Program. Rlrers8de  Metno-
d8s.l  Iiosp~tals  d Ckmcal  Assochle  P~oles-
so,.  Oepar,menl  cl Family Med~cme.  Tne
Obo Slate  Un,vr,s,,y  and Oihers

6100 Psychosocial  Issuer  lor AIOS Palionls
and Their Famlii~s
John Fryer. M 0. Prolessor  and Psycntalry.

Temple “mvers,,y  Heallh  Sc~encer  Center
Isponsomd  by Nakona,  Hospice  OrgawakonI

7.00 ReCepliO,l
ISponsored  by Nakonal  nospce Oigawakon~

PROFESSIONAL TRAINING INSTITUTES
Oay  2, Seplember  24
1o:oo am. - 3:30 pm.

Academic Donllslry  and AIDS Training Inslilule
~poosored  by Proc~cr  A Gamble (by mdabon  on(y)

The purpose 01 ,h,s “3S,d”,e  IS ,o lram  dema,  Iacul,y
who ~4, serve as r*so”rce  mawd”aIs  Ior  Ihear  “no-
~e~s&l~es  and other proless~ona,s  m lhe regmns
sewed bv the  AIDS EaucaI~on and Trammg
cen1ers

AIDS: Dewloping  Elleclive  Hospilal  Worker Pro-
IrUon Pdlcies -
Co-sponsorad  by the Oh10 HoSp,t.~l  ASSOClaUon

~nsklu~e  Facully  W~lhsm  Wermer.‘#ce  Preaaenllor
Human Resources. Ohlo  Hoswtal  Assoclakon.
Susen narwood.  Oll~ce cl Heallh  Slandatds.  U S.
Dep~.  01 Labor 71morhy  &wnsend.  M 0. Owl cl
Eprdem~ology.  John Uopktins  Unwelslry  Rdbert
Campoerr.  O~rector.  AIOS  Ac,w~,y  Olhce. O h m
*p,. cl Hea,,h  Oeooran Coreman.  lnlec,~on  Con-
,rol  Muse.  tilumo”s  Heallh  Oeparlmen,  Oawd
ravror.  h 0. St Ekraoem Meara,Cen,er  Owen
Ohlo
Tne purpose 01 mar session  IS ,o rewew Ihe problem
ot deve,opmg  ellect~ve  hosp*,aI  worker p,otect,on
pobc,es.  methods lo, ~mpIeme*,a,mn  cl new pro-

tectron  patsy  standards and dmxsswm  cl “nwer.
*a,  precauclonr  work  ,ask  c,asS~hca,~onS  ana anal
,o do Mien a worker has an exposure

Sale Sex Counseling Skills lor Health Proler-
sionalc:  Issuer in Allefnalive Lilerlyles  and Ser-
,811  liislory  Taking

‘eoi#d,d  ” Caldorese  0 0. F A C P Head Set
bono1 Chn6cal  lmm”notogv Cleuelana  Clmx Foun-
aa,,on  and Buck  Warrlr. Cons”l,an,  on,o Oep,  01
Hea,,n

The purpose  01 me sess#on  0s 10 prowde  par,wBan,s
~8th an 0~ew.e~  ano  prac,~ce  m approwa,e co”“.
sekng  and sea”aI  hfis,ory  Iakmg  S*I,,S

Developing Community Based Supporl  Services
lor  Persons wllh  AIOS

Marshall Brown  Program Coord~nato;.  AIDS
Research and Educahon Commtiltee  The  Ohm
State  U’nwers~ly.  and Olherr

The purpose 01 ,I%6  sess~011~s  ,o prwen,  rramplcs
01 s~ccessl~t  comm~mw  t3asBo bwp~,t  Srrw~rS  dn
Lhe cerwal  regmn  “I ,h& Umled S,.Hes arW  10 pro-
“ode  par,ccqan,s  Wl,h me Ik,,IE am, *n”wledge 1.x
der.top,ng kke serwces  to, persons vw~  AIDS m
me,,  nom* Comm”n+kes

AIDS and People ol Color: Issues lor  Health Care_
PrOvlo.rs

Mara  Cam:. Consultsnl  Ohro Oepl  01 HWllh.  Ses-
s:gn Cdordm:or  and Moaeralor  JIII S~kerchoro.
Aepresen,anves  of Columbus AIDS Task Force.
7etresc.3  l. liawmorne.  M 0  Marcia Chamoerr
EdO.  and Alyce  Walker.  On10  AIDS Ac,.w,~as
Olhce.  Oh10  Dept.  cl nealrn

The pwpose  Cl IhIs  sess~M  8s ,,I reweu  and d~sc”ss
a n”mDer  01  issues  related  10 AlI+ and People 08
Color.  lor example. generar  mlormahon on homo-
pnoma  and the  m8norq  comm”n~,y m8nor4,y
women  and AIDS. Cullural sensdwly  lo,  heaIm p#o-
lessmnals.  and paben,  educawm for  mmon,y  per-
sons wdh AIOS

AIDS  and lhe OIlIce Slall
c,wr t1aye5 mo Ass~c,a,es.  nealm Cons”,,an,s.
Eas, Lansmg.  Mtcnlgan
The purpose 01 ,hnS 58SS,O”  ,S 10 locus on ,hOSe
,SSueS WUCha,e  e umqua cO”ce,”  tn ,,w PhySX,d”  5
olhce  Three  ,ows v&l DO  erp~oted  m de,=,,  Legac
Concerns. Inlec,mn  Comrol &sues.  and Eva,“a,wn
01 lilV  TesImg  Sources

,conrmu&3d,

Spirllual  Asaerrmenl.  Pasloral  Issues. an
Bereavement Issues lor Persons wllh AIDS an
Their Care Providers

crnrnra  Snodgrass  Olreclcr  018rrea.emen,  Ser.
tes tiosp8ce  01  Oav,on Sesrmn  Cwro4nrwr  HL.
Wawe~ Snerman  Pre~aenl  01 AIDS v*l”n,eet,
C4ncmnae.  Rev &a0  Lutz.  RaraJen,  h,an.+ue,  L

Sponsored 01 Nakonal  Hospice  Orgamratmn  (PICIS.

contact  me  Namnal Hcsptce  Drganmt4on  lo: mot,
lnlorma,lcn  about  Ill6 s*s*Io” ,

Addillal supporl  provided by:

Burroughs-Welcome
Proctor h Gamble
Smdh.  Klem  and Frencn

Endorsed by:

Nallonal  Hospice  Organrrarlon
Ohlo  Hospllal  Assoc,ai~on
Mvzhlgan Hospdal  ASSOCI~IIO~
Kenlucky  Hospllal  Assocw~n
West Vtrgwua  Hosp~lal  Assoc~dt~on



Appendix B

Modified Conference Program

‘. _i
....d

14



.

Center Headquarters
The Ohlo  State Umverslty
Oepanment of r’am~ly Medic;ne
80902 Umversq Hospitals C:inlc
456 W&t Tentn  Avenue
ColumPus.  OhlO  43210
614-293-a188

Sponsored  by the East Central  AIE Education ard Tkahing Center

9:oo - 1O:OO a.m. REiSiRWION  - Cincinnati

1O:OO a.m. Welcome asA  Int3ductions
tmald C. -tin, M.D.,
Lawrence L. -1, Fh.D.,
Ikria F&&r Wre, R.d.,

Convention Center

Univemityof~incinnati
TheOhioStateUniversity
KS., HealthReWJX%ard

10:30

11:lO

11;:40

l.2:20

1:30 p.m.

2:os

Semites A&h&ration
Camrnents  by a pak-o~ with AIE

PleAIcG Epidemic inAiiica
mWde Krin, Ph.D., American Faurdation for AIE m

H~HIvfeadstoAIES:PathcgenesisandrJransnission
Evelyn C. Hess, M.D., Utiv~ityofCincbnatiMedic3l

Celltar

Prcgession -
Jchn P.Fwir,

MdiCine
M.D., Northwesten  University School of

EarlyardLateClini~Manif~tio~ofKNInfection
Mic!?ael F. Para, M.D.,TheChio StateUniversity

F'ahepoSitives, FalseNegatives: Issues inSmz&qyarx3EWient
Tes'cin

'Ihcmas Zuck, M.D., HomorthBlcdcenter

2:4S

CENTER HEAOOUARTERS REGIONAL SITES

The Ohio State University
Department  of Family Medicine
80902 University Hospitals  Clinic
456 West Tenth Avenue
Columbus. Ohio 43210
614-293-81  aa

The Ohio State University

Tennessee AIOS Consorrium
c/o Mehany Medical  College

Unlverstty  of Kentucky

15

The University of Michigan
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of Cincinnati Medical Center



3:oo - 5:oo p.m. workshops

1. Treatment  of Persons kith m - Harold A. Kessler, M.D., Rush-  .,___.
PresbyterianSt. L&esM&ical cytter
Mic'lael Pam, M.D., The Ohio State University

2. CombinedWorkshop

4 Ethical/Legal  Issu~+~o~~  Can  You Tell? F?mnMust You Tell? -
James cfiilds, 'ILD., Trinity Lutheran  seminary
ElliottFishmn,Esq., TheOhio StateUniversity

b) Utie the Patient with m - Edward T. Eqe, M.D.,
RiversideMkthcdist  Hospitals &TheChioStateUnivezity
Pam Jelly Boyers, M.S., TheOhio StateUniversity

6:00

7:oo

psychosocial  Issues forAlE Patients andTheir Families
John Ryer, M.D., TempleUniversityHealthSciences center
(Sponsored by National Hospice Organization)

Reception
(Sponsored by National Hospice Organization)

Septznber 24th Prcgram

8:30 a.m. - 3:30 p.m. ACADEMIC D_YANDAIlX mAININGmSTrIvrE
(=-sm==dby procterandGamlale-BY~ONONLY)

.-."_
8:30 a.m. - 5:OOp.m. NATIONAL FK6PICEORGANIZATICN-AIlX88m

(co-sponsoredbyMIoandEcAFIT)
~~sPEcL?LlxGImRmIoNPEQmRED<<
For registration infoxznation, call Jon Hollett, 0StJa
(614)292-4985

.

FOR mRE -m,
CJhioStateUniversity

-WJ--=boeparhrent
(614)293-8188.

of FamilyMedicine,The
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E v a l u a t i o n  F o r m
General Session (Day 1, 10:00am-2:45pm)

Your profession and practice specialty ____________________-----

Your practice setting is (please circle): Rural Suburban Urban

1. Please rate the following by checking boxes:

Exceeded net
Expectations Expectations Disappointing

A. Appropriateness
of Content

B. Completeness
of Content

C. Use of
Audiovisuals

2. Do you expect that the content covered will be applicable to
your practice?

c l
Not

c l
Somewhat

Applicable Applicable cl
Very
Applicable

3. What did you find most valuable? ____________________~~~~~~~~

4. What did you find least valuable? ____________________-------

5. Are there additional topics that you would like to have seen?

18



,n
6. How did you learn about this program? ____________________---

7. Would you be willing to participate in advanced
'train-the-trainer' sessions and make AIDS related presentations
to other health professionals? (Please circle)

NO YES

If your answer is yes, would you please provide your name,
address and telephone number:

Telephone No. (______) ______-____---__-____

8. We are extremely concerned about reaching the widest possible
diversity of groups with our educational programs. It would be
very helpful if you would indicate your ethnic background and
sex (Please check):

Black American ____ Puerto Rican
White
American Indian ----

hexican American IllI

Asian American ----
Other Hispanic ____
Other____ ____

Hale Female____ ____

Other Comments: l _

19

Thank you for your participation, ECAETC.
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Workshop Evaluatio Form
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Workshop Evaluation Form

Date ______________

Your practice setting is (please circle): Rural Suburban Urban

1.

A.

8.

C.

D.

2.

3.

4.

Please rate the following by checking boxes:

Exceeded Met
Expectations Expectations Disappointing

Appropriateness
of Content

Completeness
of Content

Use of
Audiovisuals

Fostered
Participation

L

How was the ratio of lecture to discussion?

cl
Too Huch Right Too Huch
Lecture cl B a l a n c e cl D$scussion

Do you expect that the content covered will be applicable to
your practice?

cl
N o t

cl
Somevhat

Applicable Applicable 0
Very
Applicable

What did you find most valuable? ____________________~~~~~~~~

____________________~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

>a FORM CONTINUES ON BACK <<

i

21



5. What did you find least valuable? ________-___-_______-------

‘J

6. Are there additional topics that you would like to have seen?

7. How did you learn about this program? ___--__-____________---

0. Would you be willing to participate in advanced
"train-the-trainer' sessions and make AIDS related presentations
to other health professionals? (Please circle)

NO YES 1

If your answer is yes, would you please provide your name,
address and telephone number:

Telephone No. ( )M_____ _____________________

9. We are extremely concerned about reaching the widest possible
diversity of groups with our educational programs. It rould be
very helpful if you would indicate your ethnic background and
sex (Please check): -.

Black American Puerto Rican--_-
White Mexican American ----
American Indian ---- Other Hispanic ----
Asian American Other-_-- -___

hale B-w- F e m a l e

Other Comments:

22

Thank you for your participation, ECAETC.
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The National Hospice Organization
Presents

Regional Conferences
on CIinical Management

and Care of Terminally III
Persons with AIDS

‘-’

3 Regional Locations:

Springfield, Massachusetts - September 75 & 76, 7988
Omaha, Nebrasica - September 20 & 27, 7988
Cincinnati, Ohio - September 23 & 24, 7988

PROGRAM OBJECTIVES:

This  conference is designed to provide personnel who sewe on the hospice interdisciplinary
teem with a review of clinical issues associated  with the management of care for Persons with AIDS
(PWA). lt will also define administrative strategies that hospice programs will need to consider
during these next several years of growth  of admissions of Persons with AIDS.

Drawing on the  skills of experienced faculty, hospice interdisciplinary team members will learn
how to work together to respond to me major forces and trends affecting the delivery of hospice
care to PWA in today’s environment

WHO SHOULD ATTEND:

Hospice interdisciplinary team members from operational hospice programs that have begun
to provide hospice care to Persons with  AIDS or plan to provide care in the next year The conference
is designed to provide the latest developments in hospice dinical  management and team care to
physicians, nurses, social workers. clergy and spiritual awns&m.  psychologists, administrators,
medical directors, patient care coordinators, directors of volunteers, and directors of bereavement
Also, other individuals interested in learning about clinical team management of terminally ill
Persons with AIDS and their families may attend.

24



PROGRAM AT A GLANCE:

M Y  +1

OAY Y2

4:00 - 8:OO p.m.
J:30  - too p.m.
7:oo - a:00 p.m.

8:30 - 7O:OO  a.m.
7O:OO  - IO:30  a.m.
IO:30 - 12:OO  p.m.
12:OO - I:30 p.m.

1:30 - 3:00 p.m.
3:00 - 3:30 p.m.
3:30 - 500 p.m.

Conference Ends

Registration
Opening Plenary Session
Opening Reception

Workshop Session t 1
Break
Workshop Session #2
Lunch
Workshop Session #3
Break
Workshop Session #4

NATIONALLY KNOWN FACULTY:

A number of outstanding hospice clinical, interdisciplinary team, and managemenUadministratlve  personnel have
agreed to serve as faculty for these conferences. Some of these include:

Beueriy  Bafbo.  . . . . . . . . . . . . . author and speaker, Lemborg, Kansas

Peggy Beckman . . . . . . . . . . . . /NOVA  Home Care, Springfield, Virginia

Paul Breflner  . . . . . , . . . . . . . . Montgomey Hospice Society, Chevy Chase, Mary/and

John Fryer, M.D. . . . . . . . . . . . temple University Health Sciences Center, Philadelphia,
Pennsylvank

Interdisciplinary Team Staff. . . Homo Care and Hospice Program, VNA of
San Francisco, Calffornie

Monica Koshuta  . . . . . . . . . . . . Hospice of Weshington, Washington, DC

Jekte Parker-Martin . . . . . . . Home Care and Hospko  Program, VNA of San
Francisco, California

Claire Tehan . . . . . . . . . . . . . . . Hospital Home He+ Care Agency, Torrance, California

Bill Wallace . . . . . . . . . . . . . . . Th8 Grady Hospice, Atianh, Georgia

CONFERENCE FORMAT:
.I

The Conference will begin on the evening of the scheduled day with a plenary session keynote address, followed by ’
an opening reception (Day 1). The next day will feature workshops designed specifi~aliy  for each mgion (Day 2). Partici-
pants wilt be able to attend four (4) of these workshops. Lunch will be provided.

OPENING PLENARY SESSION:

Each conference will begin with a plenary session featuring a mejor speaker who is very knowledgeable of me AIOS
issues and is acttve in the hospice movement. Speakers WIII keynote the conference by defining the issues and concerns.
indudtng:  Homophobia in society,  deep-seated fean about me risk of exposure to HIV, the physical deterioration of the
PWA as me disease  progresses, and me mental and emotional toll AIOS takes on both patients and caregtvers.  Plenary
speakers will inctude:

John Fryer, M.D., Assocfate  Professor of Psychiatry at Temple  University Health Sciences Center in Philadelphia, PA.
Or. Fryer has a distmguished  camer as a dinician  and teacher. He has spoken widely on issues of AIDS and how it has
affected patients, families and society.

Sevetiy Sarbo, a mother whose son died of AIDS. Ms. Barb0  will talk about the impact of AIOS on the family and  sur-
vivon as they deal with the issues of caring for and living with persons wim AIDS.

25



CHOICE OF CONCURRENT SESSIONS: L._/
The conference emphaSiZeS  the thanng of eXPefienCeS through problem solving workshops. Team members  will also

identify barriers  to creating and millMining  effefXIVe  interdisciplinary teams through  the examination of thefr  own personal
onentatlons  and perceptions. Emphasis  will also be placed on understanding the personalities and lifestyles of PWA and
how hospice  personnel caq work together to become more effeve and productive in providing care.

Workshops will be offered based upon the interest expressed by registrants. In this way, each conference will be tailored
to meet the specific needs of each region of the country. A mintmum  of 10 workshops WIII be offered at each Iocatlon.

Parnapants  will choose six (6) of the workshops listed below. Out of these six choices, attendees will be scheduled
for four of the most popular workshops.

Workshop #l

Wodcshop  R2

Workshop #3

Workshop #4

Workshop #5

Workshop #6

Workshop #7

wofishop #8

Wodtshop  #9

Workshop #lO

workshop #ll

Wotbhop #I2

workshop #13

worwlop  #14

wolkshop  #15

Lifestyle Issues of Persons with AIDS that Affect  Services

Innovative Case Management of AIDS Patients

Spiritual Care for AIDS Persons

AIDS/ARC Bereavement Support Groups

Psychosocial Issues of AIDS Patients

Clinical Management in file Home Setting

Emotional Impact on the Hospice Staff

Bereavement issues for Survivors

Family Systems Approacfies  to Care

Eifecfive  Networking to Support AIDS Hospice Care

Management of Inpatient Hospice Care

Group Residential Cafe for PWA’s

Staff Training and Development

infection Contmi  and Risk Management

perspeCtives  on PWA Families

26
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8:30 .

8:45

1o:oo

10:30

11:15

12:oo

l:oo

2:30

3:oo

3:30

ECAETC DENTAL PROGRAM

OVERVIEW ECAETC
James Pears01

Diagnosis and Management Oral Lesions Associated
with HIV Infection
Joan A. Phelan, D.D.S.

Coffee Break

Oral Lesions continued

Medical Management of HIV-Infected Patients During
Dental Care
Michael F. Para, M.D.

Lunch

Diagnosis and Management of HIV Associated
Periodontal Lesions
James R. Winkler, D.D.S.

Coffee Break

Periodontal Lesions continued

Transmission of AIDS
Slide Review
George G. Blozis, D.D.S.

28



.

Evaluation Form
General Session (Day 1, 10:00am-2:45pm)

Your profession and practice specialty _____________-______-----

Your practice setting is (please circle): Rural Suburban Urban

I. Please rate the following by checking boxes:

Exceeded Met
Expectations Expectations Disappointing

A . Appropriateness
of Content I

B.

c.

Completeness
of Content

Use of
Audiovisuals I-k-

2.

3.

4.

5.

Do you expect that the content covered will be
your practice?

applicable to

cl
Not

0
Somevhat

c l
Very

Applicable Applicable Applicable

What did you find most valuable? ____________________~~~~~~~~

What did you find least valuable? ____________________-------

Are there additional topics that you vould like to have seen?



6. How did you learn about this program? ___---_-_--_-_______---

7. Would you be willing to participate in advanced
"train-the-trainer" sessions and make AIDS related presentations
to other health professionals? (Please circle)

NO YES

If your answer is yes, vould you please provide your name,
address and telephone number:

Telephone No. ( 1------  _-----___________-_--

8. We are extremely concerned about reaching the ridest possible
diversity of groups with our educational programs. It would be
very helpful if you would indicate your ethnic background and
sex (Please check):

--'
Black American w-e_ Puerto Rican
White Mexican American ----____
American Indian
Asian American ----

Other Hispanic ----B-w_
-B-S Other -S-B

rue ____ Female -V-w

Other Comments:

Thank you for your participation, ECAETC.
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f?! Caring for Persons with HIV/AIDS

October 27, 1989

Participant’s Reaction

Total Participants: 207
Total Responses: 152

1. Your major area of practice:
Training Health Care Professional 1
AIDS Service Organ.
Home Care :
H.M.O. U.R.
Nursing 3:
Internal Medicine 16
Pediatrics 2
Health Planning
EM/GP :
Administration 8
Teaching
Hemodialysis :
Geriatrics 1 .
AIDS 1

2. Was this course a learning experience?

5
4 :;

s 21 1
1 1
No Reply 7

Infection Control
Social Work
Counseling
FamilyPractice
oncology
STD Intervention
Psychiatry
Psycho-social R&D
Pathology
Student Health
Occupational Therapy
Substance Abuse Prev.
Laboratory
other

MEAN=4.1

3. What parts of the course did you find most valuable?

Quality of speakers; Medical update - Dr. Para; Cultural sensitivity; legal ramifications
PWA - excellent panel - please thank them!

Mr. Jolman’s handout, Ethical/Legal.
Counseling adolescents, Prejudice-Ms. Lara,

Discussion of treatment
Discussion of occupational risk factors and cultural/racial issues.
Morning plenary session, 2 workshops in pm on Taking Histories (Sexual & Drug)
Generally valuable thought
I found all sessions of some value, and consider it hard to distinguish which one was most

valuable.
Sexual/and Drug history sessions; Dealing with adolescents
Legal aspect of HIV/AIDS affected individuals
Cultural aspects, Networking with other professionals.
Dr. Para’s  lectures were very practical for my clinical practice.
Taking sexual history; teaching safer sex; legal aspects; ethmcity
The focus on 4 areas attracted me.
Pre & Post test counseling; Counseling adolescents; teaching heterosexuals.
Race & Culture
Those that dealt with care of and resources for HIV



Caring for Persons with HIV/AIDS
October 27, 1989
Evaluations
Page Two

Most Valuable Continued:

Out patient therapies for HIV infection use of AZT. Aids panel opportunistic diseases and
treatment.

Update information on Dx,Rx & Occupational related and also better insight into aids
patient feelings and needs.

Prejudice (Ms. Lam & Dr. Stein); Counseling (Dr. Ostrow  Only)
Plenary sessions esp. Dr. Steins and ethnic issues.
The individual workshops
Plenary sessions were all good.
The broad based knowledge multi-disciplined Medical/Social/Cultural/Emotional Lots of

valuable pertinent info by establish practitioners.
Workshops-Post counseling, Pre Counseling, Dr. Pam’s presentation on treatment
Individual workshop; Info on Children and adolescents.
Dr. Para’s  sessions were done very well PWA panel very interesting.
All of it! Congratulations on a job well done!!
The afternoon workshops under the counseling group
Information on clinical management of HIV positive person-both verbal and written.
The medical oriented talks especially new treatment.
Course pack/High quality presenters/Format of overview and breakout sessions and

outlines/ExcelIent  division according to instructor.
Adolescent counseling-Carmody;Michael Pam-Out patient therapies; Margaret Campbell

Ethics; G. Lam-Prejudice;T.  Stein-Prejudice; Hill-Post Test Counseling.
The PWA panel was excellent
Sex history; Post Test
All
Ethnic and law discussion.
I enjoyed everything I attended.
Probably on Pam’s  presentation on medication.
Counseling.
Dr. Para’s speeches.
Developing tx teams, creating resources, prejudice-challenging ourselves.
Ind. sessions
Lupe Lara’s talk
Interaction with PWA
Outpatient Therapies for HIV infection; Occupational HIV transmission; Taking a drug

his tory
Everything
Occupational HIV transmission; PWA panel
History-taking sessions
Both lectures 8z workshops
Para’s comments & summaries, Handout from Burnouts-Well done
Lawyer stuff and Guadalupe Lara was excellent.
Scientific ie. Medical drug and therapy; Medico-legal aspects re: taking cam of patients.
Actually, all of this ambitious program was very valuable.
Morning Plenary sessions.; Presentation of concurrent statistics and new findings from

research. The concurrent session re: People with AIDS; Occupational transmission of

Plenary sessions-these speakers had more time.

i-’

‘._’



Caring for Person with HIV/AIDS
October 27, 1989
Evaluations
Page Three

Most valuable continued:

HIV counseling-Special population.
Plenary sessions
Occupational HIV transmission; Access to experimental therapies.
Counseling skills, cultural considerations.
Legal aspects & ethics
PWA panel was excellent, creating resources-inspiring and informative; Good handouts.
Management of home health care; Developing HIV treatment teams.
Each session was informative.
Clinical & social issues.
HIV test counseling; Complications: applying law and ethics by Ed. .Goldman;  Prejudice:

by Lara,  Resolving legal and ethical problems
Prejudice, race and culture; special problems for TUDSHIV
Information on referral and counseling for women and children.
Mr. Pam-gave excellent clear presentations. Kathym  Schmidt - her program will be a good

referral/info source. Also, she is a good presenter
PWA panel sharing their needs, ethnic point of view & treatment
PWA Panel-Guadalupe Lara
PWA workshops

,

Occupational transmission, legal aspects.
PWA panel; the choice of all the sessions you offered.
The general/basic information; ethical and legal issues!
Information explaining AIDS.
I felt the treatment therapy review was helpful, and the risk assessment by Dr. Levine was

superb. The comments by Dr. Stein were well taken as well.
Ethics
AIDS update; counseling adolescents; prejudice/ethics
Legal & ethical issues, counseling adolescents great!
Lara Guadalupe & Terry Stein prejudice challenging ourself.
Michael Pope, M.D., Robert Fekety, M.D.
Clinical and provider care.
Occupational HIV transmission access to experimental protocols and new drugs; Pre-test

counseling of high risk individuals.
Handout and creating resources.
Dr. Michael Para had information that was informative and useful. The initial orientation

sessions were all very good and well presented.
Small workshops; Cultural sensitivity.
Clinical care symposiums
PWA exposure, resources available
All of it up: being aware of large the scale is moving, and the effects will have on the

world, if this problem is not resolved.
Adolescent work
Useful workshops on team development & teens
Legal and ethical issues, PWA panel
Legal & ethical problems and counseling adolescents.
Dr. Para - David Ostrow
The PWA’s panel was most informative but I was impressed with everyone I he&d  - All

were organized and had much to say to teach.
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Most Valuable Continued:

-.__:

New treatment - research in AIDS
Taking care of ourselves very elementary, redundant ail except Cynthia
All
Medical Clinical - Pope, Para,  Fekety PWA panel
Counseling adolescents by Connie Carmody
Medical aspects of AIDS (treatment)
Clinical sessions; talk on “Burnout”
Dr. Ostrow - behavioral indicators to A Guadalupe Lara excellent too short though
Stress protocols and new drugs.
Presentations
Pre-test counseling; Prejudice/Ms.  Lara, complications.
The individual workshops.
The whole conference was positive.
Law and ethics
How we are learning to deal with these patients.
Data
Dr. Para; post-testing.
Clinical presentations, Dr. F. Cohen, Dr. Para and counseling adolescents, prejudice by G.

Lupa;  Burnout & C. Edwards-Tuttle
Recognizing AIDS in children, outpatient therapies for HIV occupational transmissions.
Individual sessions on topics of your choice to enhance your own practice.
All the sessions I attended were very informative. There were many I would like to also

attend.
I enjoyed all of the sessions-Dr. Para was very informative.
Organization and Resources.
All were good
The workshops; the overall lectures were too general
Handouts-comprehensive packet of info was essential thanks!
Outpatient therapies for HIV infection health maintenance and patient therapy diagnosis and

therapy of opportunistic infections.
See general comments.
Legal ramifications, ethical questions.
1. Outpatient therapies for HIV. 2. Health maintenance and outpatient therapy.
Michael Para presentation was very good. Dr.Ostrow’s  presentation was too academic and

not clinical enough oriented. Nick Hills presentation was very interesting but it applied
to special inner city populations.

All
Children and AIDS; adolescents & AIDS
Smaller group work-shop and the variety in selections.
Need for extensive counseling.
TX of scronday infection
All
Health maintenance in outpatient therapy for HIV infection; HIV test counseling;

Recognizing AIDS in children.
The organization of the course, outstanding pacing, the quality of the speakers was high

(knowledgeable, message properly targeted to audience) Overview topics up front
helped a lot.
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Most valuable continued:

Open forum-PWA
All the updated details on treatment, community resource and areas to increase access.
Practical sessions; treatment, diagnosis
The sessions were short enough that you could get a lot of information from all aspects of

care.
All of Dr. Para’s  lectures
Dr. Michael Pam’s lectures; all morning sessions helpful. Handouts very good!
Michigan update; Workshops

4. What parts of the course did you find least valuable?

It felt “rushed’ from the start. It felt like you tried to pack too much in. Should have
allowed moving time between sessions. As a presenter, it was a pressure to feel like
you were pushing preceding speaker out of room and getting a late start and not having
time to “set up” before participants arrived.

Dr. Stein’s reading, poor evaluation form.
Discussion of IV drug use & AIDS
Legal/ethical
Burn-out (too basic, boring, nothing new-why a nurse and not a social worker or

psychologist?)
Speaker on Burnout
None
Stress/burnout/legal ethics.
Info given in session on burnout could have been obtained in a magazine article.
Government grant session.
Managing home care-minimal clinical application. If bumout  lecture necessary.
Speakers do not need to start with basic information on HIV/AIDS, stress, adolescent

stages etc. I am sure every person here knows the basics or they would not be MD
RN’s MSW etc.

All quite good
Burn out S/S
Session on burnout-1 believe most health care workers are already well aware of this

information.
Coverage of gay teens during counseling adolescents.
Some small sessions too specific for Detroit area.
The 2:20 on Bum out was information we all aheady  know.
Plenary II/Afternoon session.
I enjoyed the conference - I would have like the opportunity to attend other session than

those registered for - perhaps next year should be over two days.
“Burnout”
Too large a group - this limited or abolished discussion/interaction with presenters.
Too many speakers trying to cover too much in such a short time.
Statistics in 2nd part of Ostrow - discussion preferred the a.m. overview useful_ -

Wonderful to give snacks/lunch. Give light lunch not dinner and non-sugar snacks.
Ostrow Pretest counseling; Edwards-Tuttle
This is difficult to answer because all the sessions and talks I attended were good to

excellent.
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Least valuable continued:

Counseling adolescence: I didn’t want to relearn Human growth & development and pre-
test: Not enough “Hands-on” information.

N/A
Treatment of AIDS
Nothing
1. Burn-out presentation. 2. Having to choose a topic would prefer 2 or 3 day workshop

where everything is available to all.
Burn-out.
Out patient therapies.
Bum-out
Burn-out session
“Caring for each other”
Pm-test counseling of High Risk individuals.
None
Stress management; Race and Culture.
Burn-out - was too general of topic needed more info. related to AIDS. What about the

effects of tx burnout of patient.
OP therapies
Terry Stein’s about anti-gay stigma
Speakers who in speeches simply had us think about all the questions - not good for

seeking some answers.
I found all aspects valuable.
Plenary and workshops on accessing funds and maternal and infants AIDS
Goldman’s presentation - in plenary session.
Individual session speakers were too rushed.
Presentation of pre-printed material - this can be read on own time.
statistics.
Pm-test counseling of high risk individuals.
burnout
Ask & Listen: Taking a good sex history.
Access to government HIV program funds.
None
“Burnout”
Burnout: Caring for each other by Cynthia Edwards-Tuttle; Race and culture by Hill.
Post-test counseling; Stress/burnout discussion.
There were so many topics in so little time - they became hors d’oeuvres, no time for main

course.
HIV test counseling
Stress management
Session on burnout
The technical aspects/presentations not enough time for all presenters too short of

workshops.
All the technical explanations could have been shorter.
Experimental protocols.
Bum-out; highly technical
Funding. Resource guides, funding sources would have been helpful.
Too many speakers were not able to elaborate on their areas of expertise.
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with HIV/AIDS

Least valuable continued:

PWA panel
Sessions were not allowed enough time to present.
Presenter reading statistics provided in hand-outs and presenter reading all their

presentation.
Course components supported by assentions ie. lecture on burnout

:;
None
Stress management (did not even spell or pronounce correctly)
All was informative and interesting.
Lawyer’s talk
Talks on counseling.
PWA panel - It’s difficult to have a panel representing “typical” patients whatever that

means panels typically represent those who have successfully networked systems and
are “doing well”

2nd half of prejudice.
Some of the small group discussion.
Terry Stein
Lack of time for speakers in the plenary sessions.
It was valuable but, workshop on creating resources was vague from title impression was

that specific type agencies, DSS resources would be specific.
Challenging ourselves.
For myself - I can not counsel these patients - therefore though interesting I can’t use this

information.
Pre-test - PWA
None
The large group sessions appeared to be very rushed.
None
None were bad
The raising of questions without answer I have plenty of questions. I come to conferences

for answer or at least opinions.
Speakers who read from their outlines/handouts and did not expand on their material.
General information on the virus; pre-post test counseling.
Prejudice
None
Occupational hazard - discussion which occurred between small group discussion in am 8z

Dr. !$n - I don’t appreciate speakers who read their presentations.
None
None
One or two speakers of the plenary session.
The overwhelming amount of handouts staples would have helped me get organized.
None
AIDS in children.
Dr. Cohens lecture - difficult to follow and understand point being made.
Prejudice: challenging other part Il
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5. As a result of this conference will you do anything different in your
work setting?

Yes 95
No 45
No Reply 12

63%

Examples:

Apply current law to practical in areas of defiency
Use some of the handouts and subject matter in presentations.
Alter HIV group education session substance abuse clients, based on PWA panel.
Certain questions will be raised pertaining to some subjects covered legal and hospital

concerns and in my consultative business
Use different approach taking history ftom patient of different cultural background
Education and history taking.
I don’t think I will feel that the AIDS patient should be treated as an out cast.
New ways to open up communication
Better individual teaching in prevention to clients one on one.
Establish network for HIV/AIDS patient in our community
Continue to push CMH for further training and providing counseling/therapy for HIV+ and

PWA clients.
Hopefully improved counseling for teens.
More detailed history, dig deeper for community resources.
I now understand some of the dynamics associated with AIDS
Counseling ethnic groups and positive testers/ARC clients on behaving medicine.
I will be less frightened to get involved with this population and more committed to

contributions.
Be more aware of questions asked to obtain risk access information.
Give more encouragement for early testing of high risk persons.
Post test counseling approaches.
Take better drug and sex histories ( and more thorough)
Formalize protocols for follow up on HIV+ asymptomatic persons according to more up to

date information.
Continue to educate on homo-phobia. Take better sexual histories encourage testing for

HIV.
Train staff
More sex history; Focus more on safe sex and safety with drug use.
Family issues.
Maybe a little more on the job counseling.
Push for more staff education.
Re examine prejudices.
Improve pie-test counseling.
Arrange follow up service information.
I was familiar with most of those who presented.
Continue to be advocate for sexual oriented resources for care/treatment of AIDS
Education and policies on AIDS over and above what we have done already.
Realistic referrals.
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Examples of doing anything different continued:

Probably - will consider all information to develop local program in small
community/hospital.

Hopefully pick up cases earlier, greater sensitivity
More information given regarding culture aspects.
Helpful in policy discussion making.
Re-evaluate pie-test  counseling content.
Increase referrals and education regarding.
How to take a drug use history.
Continue at full force, but understanding we can do only so much in the time constraints

were under - but don’t give up hope.
Make more pertinent and realistic policies.
I be better able to confront colleagues tteating  HIV patients poorly.
Pass along information to co-workers, direct care staff and home providers.
I will probably encourage HIV testing to high risk individuals more strongly.
More informed, culturally considerate sessions.
Intervention to system and sign of the disease, prevention skills/planning.
Expand on current interventions at the training school.
Invest mom time in pm-test counseling.
Be sole to accept HIV client without prejudice.
Perhaps develop a support group.
Will attempt to educate any and all who will listen - we need an “AIDS team”
Take and share this information with co-workers and department head for more awareness

and developing of more resources prior to more incidence of cases.
Clinical applications.
Try to use information in developing S.W. role with this population.
More service.
Interaction with doctor doing assessment
Be more aware of precautions that are necessary and take them, and make myself more

available to patients and families in need of further information on AIDS 8z HIV
More education to clients.
Data presentation
We are well up on everything-although a smaller hospital.
Education of information
Take a better drug, alcohol history and more through sexual history
Try some of the counseling tips and work with staff to prevent burnout.
Handling adolescent patients.
I will use the outline of text guide provided by Dr. Para.
Counsel more
Educate staff re: precautions, application to clinical practice.
Better self protection for self as well as staff members.
Able to deal with AIDS patients easier and counsel.
Give training at work location
More STD couns+ng and encourage testing.
lekkore explicit sexual histories in you AIDS people.

Possibly give greater thought to cultural, and ethical prejudices.
Counseling techniques, how to obtain pertinent information.
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Examples of doing anything different continued:

Counsel my patients more
More thorough history and physical exam among patients and possible AIDS
Counseling the adolescent type 3R’s tips for resource gathering (network,

network,network)
Update staff with all relevant data.
I shall attempt to get various patients involved n treatment protocols.
Assist in developing policies and procedures.
Summary data completely in all patients tested positive.
Encourage more testing.
More planning and case management.

6. Please list topics you would like included in future courses of this kind.

1) AIDS impact on health cam system and study as a whole; will there be enough beds in 5
years? What is overall. 2) More meat or 1’ physician regarding suppurative series.

Same content
Homosexuality 101
Nutrition, alternative treatments.
AIDS and Gay/Bisexuals
More detail about heterosexual transmission of AIDS and also stats on health care providers

with AIDS and transmission to clients they care for.
Resources, working with the families of HIV persons
Continue work; Interdisciplinary work
Exactly what to teach families about communicability when caring for HIV + patients.
Legal and Ethics to be expanded
More concentration on women and children and AIDS issues.
More involvement of PWA’s,  Wellness  groups, more nursing clinical care.
Infection control - policy writing.
More of Guadeloupe Lara
Concrete resources - updates always needed.
Drug therapies and protocols to elevate side effects ie. N/U
More accurate coverage of homosexuality, particularly gay teens, as well as more time

dedicated to MXJ issues.
Workshop on ethnic issues.
Spirituality and HIV & AIDS, where with med. treatment.
More of the same over longer periods of time ie 45 minutes too short
More information and updates on drugs and drug trials.
Ethnic sensitive practice approaches - Ms. Lam did an excellent job.
More on working with family members, partners, etc.
Homophobine strategies to deal with it/Power & Control Rel. of AIDS to cocaine continue

update:
Definite things to tell AIDS/HIV+ (Pm-test)
Family issues
Resolving legal & ethical problems
Further experimental topics.
Drug update (yearly)
Handling the active AIDS in the home
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Future topics continued:

Other infectious diseases.
I would like to see at least one conference get past AIDS 101 and start really working on

some of the enormous gaps. So many of us aheady  know and work with the gaps.
Continue with panels of PWA - to service as quality control measure for what is or isn’t

being done.
International aspects of AIDS - US 8z Europe U.S. 8z Africa
Resources available to special populations.
More information/courses re: Pre & Post test counseling; also developing an AIDS

treatment team.
More nursing based home health care ideas/information
More clinically oriented.
More focus on needs of “special groups, i.e. children, minorities, with time to adequately

cover these topics.
More about values clarification
More ethical/legal aspects for child welfare arena
Although I understand this conference was geared toward physical health care. of persons

with normal intelligence I would like to see some topics in mental health DD
populations.

A time set aside for networking other than lunch. Perhaps lo-15  minute between sessions.
Address less common risk factors ie Coag. disorder, transfusion, neonate
Networking between hospitals/social agency
Availability of receiving prescribed drugs. (ie. druggist, pharmacies that will supply drug

Sex$ze?&ion  sensitivity but not Dr. Stein’s monologue.
Prevention, progress to the solution for reducing or terminating the illness, disease of

AIDS.
More on adolescents.
Elementary educational intervention/prevention.
Fuller discussion of ethics/resource allocation.
More case histories and discussion of how to.
Update on medical drugs, counseling.
More information on existing hospital care programs; possibly have some display booths.
Service for HIV Women and Children
1) M.S.R.A. 2) Preventive medicine.
Update on Research and drug as new information is discovered.
More on actual therapy scenarios of medical problems of HIV+ individual
~~~lwlXeaking  information on the virus/epidemic

More clinical
Try a meeting in Battle Creek/Lansing area.
Greater participation from participants, more question/answer periods, not so rushed.

Hand-on re: legal issues for HIV persons, resources actual services available more
discussion re: ethics, feelings, prejudices etc..

Legal issues surrounding guardianship, power of Attorney and family’s rights to make
decision around care of patient. If family’s disagree. Liability.

Yearly update.
Caring for Persons with HIV/AIDS
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Topics included in future courses continued:

Hepatitis B-virus
More topics on working with drug using adolescents.
More information re: funding please ask Ken Pape from DSS to speak next time!!!
Have HIV patients conduct open forum for group.
Counseling family members
STD vs. AIDS; Substance Abuse & AIDS; STD what is it and how to treat; Women &

AIDS

7. To what extent do you feel that material presented in the course was too
advanced or too elementary?

: 1

4 1:: 18
1 0
No Reply 5

8. Speakers
Bracho

EZ:;
Chandraskar
Cohen
Cole
Dunivan
Edwards-Tuttle
Fekety
Goldman
Hacker
Hill, J.
Hill, N.
Kosik

Levine
Lipschutz
ostrow
PaEI
;Eg?

Pope
Schmidt
Scott
Stein
Szuba
All

Should return

2:
8
4
8

11
10

5
8

;:
2

17

5:
18

1

;;

:
17

8

2:.

2:

MEAN=23

Should not return

Caring for Person with HIV/AIDS
\__’
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9. Would you recommend this course to others?

Yes 130
No 3
No Reply 19

10. How did you learn about our program?

Advertisement
Brochure
Past Attendance
Colleague

12;

2 :

11. General Comments:

86%

Less workshops; more relevancy and make the workshops longer.
Good program!
Good job!!
One of the best seminars of any # type, I have ever attended
Excellent conference - excellent handouts excellent speakers.
Excellent day! Loved hand-outs so I didn’t have to take notes!
This conference is very educational. With the increasing patients suffering from AIDS, If

this conference gives one an insight in the early detection of AIDS, the people follow
up and proper counseling that is need for individual suffering from HIV infections.

Very good
Liked course have been treating patients (HIV) for 5 years.
A well spent day.
This was a well organized seminar with many extremely knowledgeable guest speakers!

Suggest panel discussion be scheduled in PM also for those who missed AM schedule.
I heard it was great! Excellent seminar!

Not bad, very rushed and not in-depth enough re: issues which are of concern to me.
Legal discussion was irrelevant. My clients. want to know information regarding how it
will affect them w not how it affects hospitals administration personnel, etc.

I expected to learn a lot I didn’t know about HIV infection and the epidemic. Almost all the
information given was known to me and I do not work in this field exclusively.

Very good but workshops ran one upon the other - need better scheduling.
Allow time to get from  one session to the next due to the fact that some sessions started

before others finished, therefore you miss important passed out materials as well as
info.

Enjoyed the brief sessions on various topics. Although not possible to go into great depth
with the time constraints, I found the sessions informative and provided resources for
more indepth  learning/research of the topics. Also enjoyed the multidisciplinary focus
and text of AIDS topic.

Excellent job! !
Well organized presentation with attention to participants’ comfort through in topics

addressed.
Nice balance between therapeutic (need more) and humanist.
No provision for questions at the time of each lecture.

Caring for Person with HIV/AIDS
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General Comments continued:
Our lunch could have been eaten faster if cut-up chicken was used instead l/2 chicken I felt

rushed during lunch otherwise everything was very welI organized.
The workshop (concurrent sessions) could have been more organized ie having moderators

to introduce speakers. Also, there were not enough handouts available at the
concurrent session.

All round program excellent
Impressed with the speakers; the amount of written information
I wish there was more time available for “group participation - questions & answer”

periods. I enjoyed this seminar greatly.
Hotel difficult to find - Hotel name not clearly visible on 9 mile road; none on hotel canopy

different than listed.
Speakers didn’t have enough time to cover their topics. I think there were too many

workshops and too much information was attended tot he course.
Too much good material to limit to 1 day - nice job
All in all a worthwhile conference.
To many unqualified speakers.
Excellent!! Among the best conferences I have ever attended ( and I am no neophyte!)
Excellent conferences: Would like to see this on an expanded time frame or love info. from

unattended conference available. Can’t be in 2 places @ one time.
Very impressed with organization, etc. Thank so much.
Good conference.
Very good learning experience.
Very informative seminar, much needed and long overdue - keep up the good work.

Thanks
Very annoying rattle in the large room.
Consider data very educational
Workshops should be trimester.
Need to informalize sessions a bit more rather than didactic small group.
The rooms were too hot in lower levels and l-10 upstairs.
More time needs to be allowed for each session - far to short to cover issues.
Wealth of information  presented, not enough time alotted  per speaker.
I agree with Dr. Terry Stein that we need to bring the aspect of homosexuality and AIDS,

discrimination and stigma into the open.
Overall a very good and informative seminar.
This was well planned conference with excellent sessions available. As with most

conferences time limits are problem. Understanding $ constraints etc. I would still like
to recommend this to be spread out into a 2 day or day and l/2 conference (either that or
more time for clinical manifest. disease process etc.)

Helpful programming.
Too much packed into too short a time. The stmctum  was too tight.
Overall, conference ran smoothly! Some speakers rudely refused to abide by time-limits,

ie. Dr. Cohen. I think planners accomplished their goal of presenting “something for
everyone”.

Would have been helpful to have representatives from wellness CID and other agencies that
provide services to this population - post session on services in state.

Speakers like Dr. Para should avoid monotones monologue. He should use the
microphone! Ms. Guadalupe Lara was a very dynamic speaker the program as a whole
was very enlightening and educational.

Caring for Person with HIV/AIDS
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General Comments continued:

Great workshop
Would like to see similar courses offered twice yearly.
Very good conference comfortable facility - nice refreshments and continental breakfast.

Lunch was good except chicken (a little under cooked and difficult to cut due to bones).
Had to leave early due to emergency message.
Consider having in midstate  ie Mt. Pleasant - or even Lansing.
Individual session had much to offer maybe too much. The speakers all announced they

only had so much time & seemed rushed. I am not sure they were able to share all they
had come to share. Less slides and stats with handouts we can read the handouts.

Found the conference center satisfactory for the program - appreciated the detailed program
schedules and conference center map, well - marked session rooms. did not like
“operating” on the chicken for lunch! Very good strudel! Really in general the day
went very well! Thanks - good value for $55.00

Course directors might have had an attempt to curtail a speaker from trial of convincing
participants to accept homosexuality/and put aside their “moral” ethnicity and religious
convictions.

Need forum for more questions/answer ‘within workshop environment. I did like the tracks
but thought the sessions to be too short.

Very good
Longer session would allow more in depth information to be presented. In rare and culture

session presentations were terribly general. It would be helpful to have specific
research presented as well as resources for further education.

Excellent
Effectively presented - good attention to staying on time. Thank you.
Felt overwhelmed - too much material too condensed.
It was a very well prepared. Thanks.
All speakers pressured for time. With time of Q&A
Very helpful to have update on the topic.
Availability of vegetarian meal. Although I requested such a meal on my registration form.

I did not receive. My meal of steamed vegetable until the very end of the lunch hour.
Not everybody eats meat!

Excellent conference.
Scope of conference is ambitious and broad, so depth in any area is difficult, out was

accomplished through fairly comprehensive handouts (at least in the clinical care track.
Thank you!
Very informative and innovating seminar.
Well organized and good information. I like the way schedule was maintained.
Next time, please make this a 2-&y seminar. I would have like to attend more workshops.

Also, there wasn’t enough time for discussions in workshops.
Excellent conference but why, may I ask, do only the physicians have their M.D.‘s after

their name?
To much covered in too short time and so source data was rushed through.
Overall valuable experience - very informative.
Good conference. I think it could be handled in 1 l/2 or 2 days. Often time I feel some

pe$nent information was missed because of the ending of a sessron.  More diet pop
.

Caring for Persons with HIV/AIDS
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General Comments continued:\

1). Not enough repetition of small sessions to be able to attend most of them. 2).
Squeezed too much into too little time. If you need two days to cover material
adequately, why one day with material covered incompletely and in a hurry?

Schedule - too time limiting, speakers appeared to have to rush to meet time limit, often
questions not answered or asked in order to attend next session - 2 day seminar would
have been better.

Great conference.
Excellent conference worth my 2+ hour drive!
Too much was packed into too short a time there were always 2 sessions going on that I

would to attend
Too much pertinent data rushed through in a short period a time. Inadequate amount of

time for speakers.
Too much rushing
Excellent; a bit much for one day but it was a challenge to keep up! - Also, the written

handouts are fantastic!
Too much information for one day - would recommend 2 days so speakers could go into

more detail & not sound so rushed. I felt badly that so much expertise was only
skimmed.

Needed monitors in halls and rooms; needed someone to introduce panel speakers in
rooms; staple speakers and room placement )too many loose pages) and more color
coding of papers. Having coffee by registration desk (a.m.) caused caffeine addicts in
conference to go in and out of room disturbing all of us.

Perhaps should have been spread out in 2 days so it wasn’t so rushed.
would have been helpful.

A participant list

Need a specific course/or 1’ care physician with similar format.

\_..:
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INTRODUCTION

T h e  U n i v e r s i t y  o f  I l l i n o i s at Chlcago  was the site for the
June 26 and 27, 1989 AIDS/HIV Continuity-of-care  Conference
sponsored by the U.S. Public Health Service, Region V Office and
presented by the Midwest  AIDS Tra in ing.  and Education Center
( MATEC I* and the East Central AIDS Education and Training Center
(ECAETCl*. The conference was offered by Region v to meet the
AIDS-education needs o f  i t s community and migrant nealth-center
c l i n i c a l  s t a f f .

There were 47 Professionals in attendance at the conference:

10 Social Workers/Counselors 1 Clergy
7 Registered Nurses 1 Dietitian
7 LPN’s/Nurses  AIDS 1 Educational Administrator
7 Health Administrators 1 Medical Lab Worker
4 Health Educators 1 Nurse Practit ioner
2 AIDS Specialists 1 Public Health Policy

Twenty-seven ( 57% 1 attendees represented Public Health Service
outpat ient  c l in ics . Although the conference was to focus on the
s p e c i f i c , i d e n t i f i e d needs of community/migrant  health centers,
the conference was opened to other interested Professionals.
Eighteen faculty participated in the program.

Of the 47 attendees, 24 (51%) submitted evaluations which
reflect the degree to which,their  individual needs were met. The
evaluation report is divided i n t o  t h r e e  p a r t s : the Evaluation
Ratings. a Summary Report, and Recommendations. Included in the
Appendix a r e  l i s t s  o f  t h e  w r i t t e n comments made o n  t h e
evaluations by the attendees as well as a copy of the Evaluation
Form and the Agenda.

x MATEC and ECAETC are two of thirteen regional centers dedicated
to AIDS t r a i n i n g  a n d educat  1 on f o r health professionals and
funded by the U.S. P u b l i c  H e a l t h  S e r v i c e , Health Resource and
Services Administration. This conference was made possible by
contract with the Public Health Service, Order No. RO-V-1739-88
and No. RO-V-1740-88.
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EVALUATION

47 Conference Attendees
24 Evaluations Received (51%)

T h e  i n t e n t  o f  t h i s  e v a l u a t i o n  w a s  t o  d e t e r m i n e  i f  a t t e n d e e s ’
needs were met. At tendees were requested t o  e v a l u a t e  e a c h
component of  the program as to i ts value to themselves,  not as to
t h e  s p e c i f i c  q u a l i t y  o f  t h e  p r e s e n t a t i o n  o r p r e s e n t e r . Tnus,
someone already knowledgeable about a specif ic program component,
would probably not find that  component as useful as a compenent
with which they were less o r n o t  f a m i l i a r , and would rate each
a c c o r d i n g l y .

Each component or sub-component was ranked f r o m  ‘* 1 ” te .’ 5 ”
wi th  “1” ind icat ing  the  component  was  o f  “ l i t t le  or  no  ne lp and
“5” ind ica t ing  the  component  was  “very  he lp fu l” .

<a 8.

1 = L i t t le  or  No He lp
*’ 5 I* =  V e r y  H e l p f u l

1. AIDS/EPIDEMIOLOGY UPDATE

o VIDEO

o JUDITH COOKSEY. M.D.

o SMALL GROUPS

- B lack  Issues (3.0)

- Drug  Issues ( 1 . 2 )

- Gay /B isexua l  Issues (1.0)

- H i s p a n i c  I s s u e s (4.0)

- Women and Chi ldren ( 3 . 5 )
I s s u e s

o LARGE GROUP SUMMARY

3 . 0

( 3 . 3 )

(3.8)

(2.5)

( 2 . 2 )



EVALUATION

2. SHARINGILAVERN

3. AIDS PREVENTION

4. HIV TESTING/COUNSEL=

0m

o RONN RUCKER, Ed.D.

5. CASE MANAGEMENT

6. COMMUNITY RESOURCES

o VIDEO

o SMALL GROUPS

- Illinois

- Indiana

- Michigan/Ohio

- Minnesota

- Wisconsin

7. TRAIN-THE-TRAINER

8. MANUALS/HANDOUTS

4.4

4.0

4 .2

(4.0)

(4.3)

3 .2

4.0

(3.7)

(4.3)

(3.2)

(5.0)

(4.2)

(4.5)

(4.5)

4.2

4.7

OVERALL RANK 4.0

2



SUMMARY

Fifty-one  p e r c e n t (24) o f  t h e  4 7  c o n f e r e n c e  a t t e n d e e s
submitted program evaluations. Each component of the program was
evaluated using a f i v e - p o i n t  s c a l e , with ** 5 ** indicating  the
component was very helpful and ‘* 1 *' Indicating the component was
of little or no help to a specif ic individual.

Overal 1, the conference received a rating o f  4 . 0 . In that
43 percent of the attendees did not represent the professional
staff  for which the conference was developed, the 4.0 rating
suggests a very positive result.

The program manual and handouts recieved the highest rating,
4 . 7 . Other program components receiving 4 . 0  o r greater are:
Sharing/Lavern, mother of a deceased HIV positive baby (4.4); HIV
Testing and Counseling (4.2); and Community Resources (4.01. No
component received a score of less than 3.0 overall.

Specific comments made by attendees on each component and
sub-component of the program can be found in the APPENDIX. ti.’
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RECOMMENDATIONS

Based on the evaluations, the following recommendations are
made :

1.

2.

3.

4.

5.

6.
p

7.

a.

Increase program sponsor’s marketing effort for the
conference.

Increase time for networking, in total  and by individual
s t a t e s .

Provide the opportunity to rotate through a number of small
groups rather than limiting selection to one small g r o u p .

Add to faculty, a registered nurse who is working with AIDS
p a t i e n t s .

Shorten segment on case management.

Increase length of t ime for train-the-trainer or have
optional section for those desir ing addit ional help in this
area.

Continue to utilize a person with AIDS as a part of the
f a c u l t y .

Continue to provide manuals.

M o s t  o f  the above recommendat i ons wou 1 d require a greater
time commitment for the conference. Two days, rather than one
and one-half  days, should provide adequate time for implementing
the recommendations given.



A P P E N D I X
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COMMENTS

1. AIDS/EPIDEMIOLOGY UPDATE

o VIDEO

- H e l p f u l

- No new information

- Too much inaccurate information

- Big numbers/Big deal

- I’ve seen betterand I’V8 s88n w o r s 8

- Physician is very homophobic,  mis informed. Blames
homosexuals for the spread of AIDS. Otherwise,
t8ChnlCally  accurate and acceptable.

- No new information

- Knowledgeable prior to conference

o JUDITH COOKSEY. M.D.

- Informative

- Needed additional time for questions

- I n t e r e s t i n g  s t a t i s t i c s

- Good communicator

- Very  ef fect ive

o SMALL GROUPS

WOMEN AND CHILDREN ISSUES

- Good speaker/good information

- Leader shared experiences not encountered by me

6



QJMMENTS

WOMEN AND CHILDREN ISSUES (Continued)_-P--F .-

Incomplete information

No information on children - minimal information on
women

No indepth coverage

Great

DRUG ISSUES

Needed more examoles of risk-reduction education among
IvDUs

Not enough people in session to make it useful, but a
good idea

Not we1 1 organized

Not much information on AIDS

BLACK ISSUES

- Content good

- Time-frame deplorable. missed next session

- Talked too long

- Leader not wi 11 ing to discuss any issues but her own

- More than 30 minutes over allotted time and terribly
insensit ive to t ime l imitation, which I  perceive as
“very poor”

- Excel lent presenter

- Great audience participation

7



COMMENTS

o LARGE GROUP

- T o o  i n f o r m a l  - not much information exchanged

- Missed this Session due to overtime on Black Issues

- Poor ly  organ ized  sess ion

- N o t  t o o  i n f o r m a t i v e

- No designated reporters to summarize

- More constructive comments needed

a



COMMENTS

.

2. SHARING/LAVERN

‘._.

- Impressive individual

- I t ’s always helpful  to get this kind of input

- Good presenter, good information

- She’s “O.K.“! Valuable insights!

- Good to hear her personal experience

- A very courageous presentation

- Ident i fy  wi th  her  fee l ings! Great!

- Short ,  concise  ( just  r ight )

- A new experience to hear it

- Had prior “sharing” with 5 PWA’s,  but is appreciated as
each is  d i f ferent

- Great to have her here, but I didn’t learn much

- Excellent professional and personal sharing

L’
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COMMENT$

3. AIDS PREVENTION

- An 8XC8118nt r8Vi8W

- Excellent presentation - point was made

- Good speaker - excellent for uninformed listeners

- KnOwl8dg8abl8 prior t0 COnf8r8nC8

- Well informed - good delivery

- Useful, clear, d i rect

- I’V8 heard most Of this

- Good example of 8ff8CtiV8  and frank public Speaking

- Ruben Blades’ video good. Nothing new but well
organized and presented.

- Video ( condoms 1, 8Xc8118nt with Ruben Blades

10



COMMENTS

4 .  H I V  T E S T I N G / C O U N S E L I N G

o  V I D E O

- Straight up! To the point!

- Technical ly helpful

- Succinct and to the point

- Very basic video

- Great material

- P r i o r  t r a i n i n g

- Physician is very homophobic  and misinformed. He
indicates that HIV posit ive persons are very l ikely to
commit suicide which is not accurate. Otherwl se,
acceptable.

o RONN RUCKER. Ed.D.

- Good discussion leader

- Most of this, I’ve heard before

- Excellent Presenter

- Material was very good

- P r i o r  t r a i n i n g

- Good Speaker

- Straight forward, very e n l i g h t e n i n g

11



COMMENTS

5. CASE MANAGEMENT

- Handouts were excellent and I will use them

- This particular talk was not helpful to me as I
supervise a prenatal program

- We already have a system in place

- Speaker was boring

- Good materials

- Material was excellent but could have been presented in
one-third the time

- Good combination  of handouts and A-V s c r e e n

- Good handouts, however, talk too redundant

- Excellent basic  information on case management . Needed
more emphasis on actual management and problems related
to AIDS cases. Excellent handout material

- Good material - boring delivery

- Good handouts - l i fe less presentat ion

- I’ve heard most of thts before

- Much too lqng and wordy - handout would have been
suff i cent

- Excel 1 ent handouts - presentation duplicated handouts

12



COMMENTS

6. COMMUNITY RESOURCES

0 VIDEO

- A very informative f i lm

- Excellent video

- Good general information

- Torture - beautifully done but inappropriate for me, my
area of expertise

- I have the video’

- Appropriate link between Care Management and Community
Resources

- Good for comparison

- Nice production

- What about State Health Department or residences for
HIV/homeless individuals?

o SMALL GROUPS BY STATE

ILLINOIS .

- Not much information presented - pleasant

- Need list of centers that offer s e r v i c e s

INDIANA

- Great

- Poor turnout/attendance

- Fun to network

13



0 \c (Continued)

OHIO/MICHIGAN

- Excellent for networking - needed much more time

- More time for networking - ways of identifying and
accessing existing resources

WISCONSIN

- Good to be able to share information

14



COMMENTS

7. TRAIN-THE-TRAINER

Had prior training in this area

Handout very good

I ’ v e

Good

More

no previous training experience - very good

handout/talk

time!

Could be a workshop

Great information

Very Good

b y  i t s e l f

15



COMMENTS

8. lvJANUALS/HANDOU_IS

- Very thorough

- Very comprehensive

- Excellent variety

- Nice production - good information

- Looks good

- Will be extremely he!pful to me!

- Good



ADOITIONAL COMMENTS

I was very pleased with the conference and the participants.

Most of the information was read by the presenters - no
personal  input  - rather dry.

Uncomfortable seating

Fr iendly , accommodating registration area

Much good information in manuals and handouts!

Much information can be generalized to other settings. Thank
you.

Need a faculty sheet with small biographical sketches.

A breakout group for community health centers alone would have
been helpful to me.

Thank you

I could have used more time, perhaps in a workshop format, to
discuss problems I encounter and to share with people tn a
more personal way. Such things as access to resources and
identifying resources are my concerns. The manuals will be
h e l p f u l . Thank you.

Temperature/humidity very uncomfortable which detracted from
learning.

SUPPlY pads o f paper f o r notetaking.

I wanted to attend ALL of the small group discussions  and found
it frustrating not to be able to rotate through each s e s s i o n .

This evaluation form is an excellently “laid out” form.. .easlly
read and completed.

Rows of tables preferable to auditorium-style seating.

Would have liked an RN working with AIDS patients to present a
session.

17



ADDITIONAL COMMENTS

- Small group leaders for the “Responses to AIDS Update” were not
in touch with needs of participants.

- Should include a clinical-base session for non-clinical
attendees.



AIDS/HIV
CDN7INUI7Y-W-CARE

CDNFERENCE
_-.

June 26 L 27, 1989 ‘.‘_--_

We hope you have found this program helpful. To assist us In the evaluation ,and revision of
the program, ue would appreciate your cements.

Please rank the Items below, with '5' being very helpful and '1' belng of little or no
help. Please comment on w& any segment of the program was not particularly  helpful to YOU.

(e.g., Knowledgeable about topic prior to the conference.)

1. AIDS EDidem~olosY  Uodate

Vldeo

Judith Cooksey, M.D.

Small Group
(Identify)

Large Group Swnary

2. Sharina/LaVerR

3. AIDS Prevention

4.

5.

8.

7.

.

9.

HIV Testinu/Counsellnq

Video

Ronn Rucker, Ed.D.

Case Hanaqement

Comnunltv Resourceq

Video

Small Group
(Give State)

Jrain-the-fratner

j4anualMandouts

Eddltional CwntR
(Use other side)

!-n-...I

i-nn-na
iUL--‘-UU_

-fHANKYOU-

I9 m/6-8g



MATEC A&a!!%
MMwlcstNMT~&wJGuionW U.S. Public Hsalt& Sw~lco

Reglon v Offlea

CCMHUNI~Y/MIGRANT  HEALTH CENTERS
. AIDS/HIV COMTfRUIWOF-CARE  aFERENCE

presented by

Uidwst AIbS training and
and

East Canttal AIDS Education

ifune  26-27,

Education Canter

and Tralnlng Center

1989

MY:JUNE 26; 198Q

12:4S p.m. REGISTRATION

1:lS P.R. Opening Remarks

.

1:30 p.uI. AIDS/Epidemiology Upeate (Video)

2:lO 0.a. Responses to AIDS Uodat@

t Black Issuas (2OW Melody Jackson, PhO
l

t ofug Issuw (2068) Wandrll Johnson
t Gay/Bisexual Issu8s (213A) Caryn Seman,ACSY
t Hispanlt fssu8s (2138) Jot98 Aft8aga
t Ucwn and Chlldton Issues (Chicago ‘A*) b!atda tiattis, RN,%

2:4S p.m. 6lEAK

3:oo  D.Q.

3~20 P.S.

3:S0 0.m.

4:30 p.m.

SulQnaty: Responses to AIDS Update

Sharing

AIB Prevention

Closing  Cuments/Evaluatlon

Cathy nays

Nathan Llnsk, PhD
Norris Lewis, MO
James A. Pearsol

Jams A. PeatSot
Judttn Cookmy, HO

Nathan Llnsk, PhO

LaVem

Ronn Ruckor, Ed0

Jams A_ FeWSOl

20



Public Health Service
Region v Offim

CUWNIlY/WRANt  HEALTH
AIOWHIV  CONTINUITY-OF-CARE

CENTERS
CDNFERENCE

JUESDAY.  JUNE 27. 1989

COFFEE PLUS8:30 a.m.

9:00 a . m .

9:45  a.m.

1030 a.m.

10:4S a.0.

11:30 a.m.

12: 1s p.m.

HIV fasting & Counseling (Video)

Case Manageaant-Part  I

BREAK

Case Management-Part II

Camunity Resources Wdeo) Jams A. Pears01

Ccmunfty Resourcas by Szate

* Illlnols (ChIcago 'A') David Ley, HSW
* Indiana (216) Anna Farringer
* Michigan (Chicago '8') Jamas A. Paarsol
a Wnnesota
* Dhio

;Ch&cagol-A" Francar Wth
Ronn Rucker,  Ed3

* Wtsconsln (SRH fl9l Mary  Brown, Rtr

LUWi (On own - U of I Hospital Cafeteria or Cantcnnial

Federal Resources John Krtamian

train-the-trainer; Part I Ann Crowa, USN

MAIC

' presented by

Mldwest AIDS training and Education
and

East Canttal AIDS Educatton  and fraln

June 26-27, 1989

Center

ng Canter1

Ronn Rucker, EdD

12:4s 0.6.

1:IS p.m.

2:30 p.m.

3:lS p.sl.

3:30 p.m.

4:oo p.m.

4:lS p.m.

Douglas R. Horton, PhD

Douglas R. Korton, PhD

R-1

Train-tha-Trainer: Parf II

Closing Cements/Evaluations

Ann C&e, KSSM

Nathan Ltnsk, PhD

21
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i
PROGRAM DETAL >r

Location:
The University of Illinois at
Chicago
Chicago lllini Union
Chicago “A” Room
828 South Wolcott Avenue
Chicago, Illinois 60612
(Map available upon request)

Registration/Emergency
Number:
Cathy Mays, MATEC
(312) 996-l 373

PHS Information Contact:
Norris S. Lewis, MD
Public Health Service Region V
(312) 353-1662
(800) 621-3996 (Outside Illinois)
(800) 572-2509 (IllinOiS)

Scholarship/Hotel
information:*
Mark Meyer
Government Travel Agency
(312) 341-9177

*Contact immediately

ECAETC and MATEC are two of
thirteen regional centers funded by
the U.S. Public Health Service, Health
Resources and Services
Administration, and dedicated to
AIDS training and education for
health professionals. This conference
is made possible by contract with the
Public Health Service, Order No.
RO-V-1739-88 and No. RO-V-1740-88.

MATECi
Midwest AIDS Training

81 Education Center

And

Present

AIDS/HIV
CONTINUITY
OF CARE
CONFERENCE

June 26-27,1989
The University of Illinois
at Chicago

Sponsored by

U.S. Public Health Service
Region V Office



CONFL&NCE  OBJECTIVES

Upon completion of this conference,
participants should be able to:
m

n

m

m
m

n

n

Describe current AIDS
epidemiological factors
Identify AIDS issues related to
Blacks, Hispanics, gays/bisexuals,
women and children, and
intravenous drug users
Explain AIDS prevention measures

Discuss HIV testing and counseling
Apply case-management
techniques appropriate to their
work settings
Identify and access community and
Federal resources for persons with
AlOS
Integrate innovative training
techniques into their staff
education programs

I Monday, June 26,198s

12:45 p.m. Registration
1 :15 p.m. Opening Remarks
1:30 p.m. AIDS Epidemiology

Update
2:00 p.m. Issues of Blacks,

Hispanics,
Gays/Bisexuals,
Women and
Children, and
Intravenous Drug
Users

3:30 p.m. AIDS Prevention
4:45 p.m. Adjourn

I Tuesday, June 27,1989

8:30 a.m.
9:00 a.m.

9:45 a.m.

11:30  a.m.

12:45  p.m.
1145  p.m.
2:30 p.m.

4:15 p.m.

Coffee
HIV Testing and
Counseling
Case Management
Techniques
Community
Resources
LUNCH
Federal Resources
Train-the-Trainer
Strategies
Adjourn

FACULTY

n Jorge Arteaga
Head AIDS Educator/Counselor
Erie Community Health Center

n Caryn Berman, ACSW
Site Coordinator
Northern Illinois MATEC

n Marcia Harris, RN, MS
Coordinator, Project Reach
UIC Department of Psychiatry

m Melody Jackson, PhD
Vice President
Human Resources Development
Institute

m Wendell Johnson
Ethnographer
UIC AIDS Demonstration Project

l John Krtemian
Health Resources and Services
Administration
Office of Special Projects

m Norris S. Lewis, MD
Medical Director, Region V
U.S. Public Health Service

l Nathan Linsk, PhD
Project Director, MATEC

m Douglas R. Morton, PhD
Case Coordinator, Project Director
Illinois Planning Council on
Developmental Disabilities

l Paula Parise
Senior Curriculum Media Specialist
ECAETC Kentucky

l James A. Pearsol
Center Director, ECAETC

l Ronn Rucker, EdD
Site Director, ECAETC Cincinnati
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TEE HID-ATLANTIC AIDS

I. OVJ%RVIRW

REGIONAL EDUCATION AND TRAINING CENTRR

RVALUATION RJ3VIRW

The Mid-Atlantic AIDS Regional Education and Training Center (MAARETC)
program is coordinated at the Headquarters Center lodged in the President’s
Office of the University of Maryland at Baltimore. Local activities are
carried out by five Area Resource Centers (ARCS): the Maryland Area Resource
Center (MARC) at the University of Maryland at Baltimore; the Virginia ARC at
the Medical College of Virginia; the District of Columbia-Metro ARC at
Georgetown University School of Medicine; Delaware ARC at Wilmington Hospital;
the West Virginia ARC at West Virginia University School of Medicine. In
addition, the Johns Hopkins University Public Health ARC was established with
a special public health focus.

The program strategy of the MAARETC is to provide a framework through
which institutions and organizations within its region can collaborate on
meeting the training needs of health professionals. Within this framework, it
pursues two programmatic directions: enhancing professional expertise for
those entities and organizations which have current experience with HIV and
AIDS;  and training a cadre of professionals who can serve as “trainers” for
their own professional organizations and workplaces. MAARETC’s  programs
target (1) practicing health and social service professionals and (2) students
in the care-giving professions.

Two regional training programs have been developed: Home Health Care
training and the MAARETC Dental Training program. These programs are
implemented by each of the local ARCS. The ARCS have carried out a variety of
other trainings, the Maryland ARC and Virginia ARC being the most active.

Particularly in the early stages.of  the project, evaluation was output-
oriented. Formative evaluation of training is done for most events.
Evaluation is built into the two regionwide programs, that of the Dental
Training program having the most extensive collecting effectiveness and impact
as well as formative evaluation data. As time goes on, the ARCS are
initiating more and more evaluation of their own offerings.

II. ADHINISTRATION OF TEE EVALUATION PROCBSS

A. The

1.

The

Evaluation Plan

The Plan as Proposed

ETC developed an ambitious evaluation plan as part of its initial
proposal. The initial evaluation design included both formative and summative
evaluation as well as cost/benefit analysis.

Formative Evaluation. The objective of the formative evaluation
component was to assess the consistency of delivery of the training program
and participant satisfaction. The formative evaluation was to be designed to



Evaluation Review
Page 2

measure dimensions related to program delivery by the training team and
receipt of the program by trainees.
to participate in the evaluation.

Both the training team and trainees_ were

A Likert-scale questionnaire was to be administered anonymously to
training team members to assess the ability of the educational elements to
achieve stated goals through the objectives, content, teaching methods,
trainee knowledge base, and trainer-trainee interaction. Written comments on
the same areas were to be solicited concurrently.

Trainees were to complete a participant evaluation form assessing the
utility, clarity, and perceived value of the training received. They were
also to be asked to rate the appropriateness of each educational element’s
content, objectives, teaching methods, teaching competence and trainer-trainee
interaction. Finally, suggestions for additions and deletions to the program
were to have been solicited.

Data from all sources was to be categorized by professional discipline
and analyzed. This information was to be used to (a) modify emphasis in
course content and/or teaching strategies to reflect the needs of different
groups, (b) provide detail on the actual process of delivering the program,
and (c) facilitate replication of the training program by others.

Summative  Evaluation. The summative evaluation was designed to assess
the impact of the training program’s substantive elements. The summative
evaluation was to be conducted on two levels.

First, the short and long-term impact of the training program on the
participant’s AIDS-related knowledge, attitudes and professional practices was
to be assessed. Data to assess short-term changes were to be obtained at the
beginning and end of the training offering. In addition, whenever feasible,
behavioral data were to be obtained pertaining to the reduction of high-risk
practices and the containment of HIV infection. Data regarding long-term
changes in the participants’ knowledge , attitudes and practices were to be
obtained via mailed questionnaire and test, six months after completing the
training. Changes in the behavior and professional practices of health care
providers that persist after six months were considered one measure of the
quality of the care delivered to persons with AIDS and ARC.

Second, information regarding the efficiency and effectiveness of
“training trainers” was to be obtained. The database was to include data

about the type and number of consultation services provided, educational
programs conducted, the number of participants and information regarding types
of health care professionals and non-professionals participating in
educational programs planned and conducted by trainers trained through the
,educational program of the center.

Cost/Benefit Analysis. Cost/benefit data were to be kept regarding the
cost of providing each module and the core program. Costs were to be recorded
for salaries and educational material development, duplication and
distribution, hours of staff time necessary for face-to-face training
encounters and other budgetary expenditures (e.g., updating ,materials, space,
e tc . ) . Data were to be summarized and a cost per trainee for each module and
core program delivered were to be calculated. The same data were to be
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collected for the “training trainers”
trainer calculated.

educational programs and a cost per

Variables. Variables that were to have been examined in determining
short and long-term outcomes focused on knowledge, skills and attitudes:

o Knowledge

Medical and Psychiatric Aspects: immunology; epidemiology;
clinical syndromes and treatment; obstetric/pediatric
issues; screening; health maintenance and prevention in
high risk groups and asymptomatic populations; signs and
symptoms of dementia; anxiety; and neurologic assessment.

Psychosocial Aspects: reactions to screening; impact of
positive test results; coping; grieving process; support
systems; and referral and resources.

o Skills

Changes in Practice Patterns: use of screening measures;
recognition of early signs and symptoms; use of CDC
guidelines; and management in inpatient and outpatient
settings;

o Attitudes

Personal Values: HIV and AIDS as a punishment; populations
at risk; methods of transmission; prevention; exposure to
patients or at-risk groups in the workplace, school,
social groups, and homes; and responsibilities toward
sexual and/or “shooting gallery” partners.

Person Behaviors: practices to reduce risk; counseling
patients and peers; behavior toward patients and peers who
care for AIDS patients and risk group members; and
behaviors of peers toward self.

Common Fears of Health Professionals

Evaluation I4ethodology. The evaluation plan called for knowledge to be
assessed using paper and pencil tests, simulated case studies, and decision
tree analysis for clinical decision-making. A series of pre/post tests were
to be developed based on the content included in each module. The tests to
assess changes in knowledge and professional practices were to consist of
multiple choice, true-false or short answer questions designed for factual
recall of information and application of information in a clinical situation.

The instruments to assess changes in attitudes were to employ attitude
assessment scales and focus on personal and professional skills and attitudes
in dealing with AIDS and ARC patients, their families, sexual partners,
significant others, and members of risk groups. In addition, randomized
response techniques and role play were to be used to evaluate attitude change.
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pilot
Reliability and validity of the instruments were to be established by

testing and appropriate revision of the instruments as necessary. _

2. Implementation of the Plan

The evaluation plan was written to correspond with the highly centralized
program model initially envisioned for MAARETC. This model called for
development of a core curriculum with complementary modules to be used
regionwide. With a shift to a decentralized model with a high degree of
autonomy in program design and implementation, and the abandonment of its
planned comprehensive curriculum, corresponding specific aspects of the
evaluation plan no longer apply. However, the basic formative and summative
evaluation design is still applicable to the programs offered by the
individual ARCS as well as the regional MAARETC programs.

In the first year, evaluation activities got a slow start. At tempts to
obtain pre-training data on the degree of expertise participants had in
recognizing symptoms of HIV infection or in treating AIDS proved more
difficult than expected. Ascertaining short-term attitudinal changes also
proved more complex than originally anticipated. Finally, clinical skills
training was only beginning in Year 01 and thus there was little opportunity
to evaluate this dimension of training.

Entering the third year of the project, the evaluation response has been
mixed. The evaluation design for MAARETC’s  regional dental program closely
parallels that of the plan, and evaluation efforts are underway regionwide.
The evaluation design of the regional Home Health Care training has been
limited to formative evaluation, although at least one of the ARCS had
expanded the scope of the evaluation they conducted on their own sessions.
The Maryland ARC put considerable effort into implementing the evaluation plan
in connection with several of their more intensive programs. Several of the
other ARCS have expressed interest in expanding the scope of their evaluation
activities.

B. Locus of Responsibility

1. Staff

Both the initial grant proposal and the Year 02 continuation proposal
called for a .30 FTE Evaluation Specialist to work with the Curriculum and
Evaluation Council to refine the evaluation plan for implementation
regionwide, and with Area Resource Center faculty to design, pilot test,
implement evaluation activities and to analyze the results. The Evaluation
Specialist, was to report to the Education Director and was to be responsible
for drafting all reports regarding evaluation outcomes for submission to the
Project Director.

At the end of the first year, an Evaluation Specialist still had not
been hired. In July 1989, John Bonnage, Ph.D. was appointed Education
Director, succeeding Dr. Pounds in this position. As the full-time Education
Director, evaluation became one of Dr. Bonnage’s responsibilities, along with
supervising curriculum development and technical assistance to the ARCS in
program implementation.
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2. Advisory

The Curriculum and Evaluation Coordinating Council functions in an
advisory capacity with regard to the ETC’s  formative evaluation, analyzing
several proposed evaluation instruments.

3. Sub-Contractors

In Year 02 of the project, the Virginia, DC-Metro, Delaware, and West
Virginia ARCS were each slated to have a local Evaluation Specialist,
devoting lo-50 percent time to the state’s evaluation activities. In Year 03,
all six ARCS were expected to have local evaluation input. For the most part,
however, this responsibility has generally fallen to the ARC’s principal
coordinator and education coordinator.

4. Evaluation Consultants

Leonard Cohen, D.D.S. and Edward Grace, M.S. (psychology) at the
Department of Oral Health Care Delivery of the UMAB Dental School serve as
evaluation consultants to the MAARETC Dental Program. They are responsible
for designing an evaluation of the program’s outcomes and analyzing the data.

C. Coordination of Evaluation Activities

The Curriculum and Evaluation Coordinating Council is the formal
mechanism for oversight and coordination of the evaluation efforts of the
Areas Resource Centers. Members include representation from each Area
Resource Center as well as others. It has served this function to some
extent, particularly with regard to specifying a common data set for
collecting output data. However, the Education Coordinator is better
positioned to serve the coordination function within the normal course of his
role as program liaison with the ARCS, and has been doing so.

D. Reporting of Findings

ARCS are required to report the results of their evaluation activities to
the ETC on a quarterly basis. To date, these reports have been focused on
reports of events held and individuals trained, with a narrative description
of other activities conducted. Initially, the format of these reports
differed among the ARCS. In October 1989, a common data set for reporting
educational activities was agreed upon; subsequent reports reflect this.

III. APPROACHES TO PROJECT EVALUATION

A. Monitoring

The ETC’s  initial proposal contains a detailed workplan  which includes
timeframes for conducting each of the activities. The workplan  covers each of
the three years of the project period. This workplan  provides a good baseline
against which to monitor project progress. The Year 02 continuation
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application compares projected milestone dates with actual completion dates,
as well as providing a revised timeline  for Year 02 activities.

B. Output Evaluation

At the October 1989 meeting of the Curriculum and Evaluation Council,
the six ARCS agreed upon eight areas of information that would be collected
for every educational activity held. These included:

.

.

.

.

.

.

the number of professionals attending the
program;
their professions;
the location of the activity (geographic region
served) ;
the date of the activity;
the content of the presentations;
the faculty members;
gender of participants; and
ethno-cultural minority participants.

Each ARC was responsible for collecting and summarizing these data. In
response, Dr. Jonathan Cohn, Director of the Maryland ARC developed a
computerized database for cataloging and analyzing output data. The database,
stored in d-Base, is organized by training session and includes the following
fields:

.

.

.

.

.

.

.

.

Category of training
Session title
Speaker(s)
Event title
Start and end date
Location
County
Sponsors
Number of attendees
Number of contact hours
.Attendee-hours
Attendees by profession and status (i.e. graduate or student)
Attendees by ethnicityjrace
Training methods
Types of media used

MARC’s data collection instrument is included in Appendix I.

In output reports, individual sessions are sorted by category of training
and date. Category 1 includes off-campus trainings sponsored in whole or in
part by the Maryland AIDS Professional Education Center (MAPEC). Category 2
includes off-campus trainings in which MAPEC supplied one or more speakers, or
offered other support, without co-sponsorship. Category 3 includes episodic
AIDS educational activities on the UMAB campus. Category 4 includes regularly
scheduled AIDS educational activities on the UMAB campus.
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Group summary statistics follow each category listing, and summary
statistics for the entire reporting period appear at the end of the listing.
Three items are summed in the group and final summaries: total number of
attendees, the total number of contact hours, and the product of the two as
the attendee-hours. Ethnicity of the participants is included in individual
reports only when reasonable estimates are available. Therefore, when
ethnicityirace  is reported by category and in the final summary, it is less
than the total number of participants.

A table, also included in Appendix I, combines the group summaries and
the final summary in MARC’s report of its activities for the year ending April
6, 1990.

Efforts are underway to make MARC’s system a model for the entire ETC.
MAABETC has worked with the Data Management unit at UMAB to modify the system
and make it more user-friendly. Preliminary revisions have been circulated to
the other ARCS with an eye toward implementing a single, uniform database in
the near future. An effort will be made, at the headquarters level, to
recast data collected prior to October 1989 into the current format.

In reporting its outputs, MAABBTC  compares actual numbers of
professionals trained against its proposed number. In its first year, it far
surpassed its regional objectives. In Year 01, 13,773 individuals
participated in MAABBTC  activities as opposed to the 1,000 that had been
originally targeted. Every ABC except DC-Metro surpassed its total training
target; the Maryland and Virginia ARCS exceeded profession-specific targets
for almost every category. Appendix II includes Year 01 targets and outputs.

c. Cost Efficiency and Cost Effectiveness

While the evaluation of costs is a part of the evaluation plan, there has
been little emphasis placed on this aspect of the evaluation.

IV. FORMATIVE EVALUATION OF PRODUCTS DEVELOPED

MAABETC training products include its curricula “Clinical Manifestations
and Treatment of HIV Infection” and “Epidemiology, Transmission, and
Prevention of AIDS and HIV Infection,” and its dental teaching slide set.
These products are distributed to the ARCS for use and adaptation in local
training efforts. Peedback’from the ARCS on these products is seen as an
informal field test .

v. APPROACHES TO EVALUATING EDUCATION AND TRAINING OFFERINGS

This section provides examples of methodological approaches used in
evaluating training events and their training outcomes. In Section VI, the
evaluations that have been conducted for specific programs and events are
described; copies of the instruments can be found in the appendices referenced
in that section.
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A. Standardization of Evaluation ETC-Vide

MAARETC feels that broad spectrum evaluation of knowledge, attitudes and
behavior of professional groups on a region-wide basis would be interesting
from a research perspective but would be of limited practicality in guiding
the curriculum planning for the individual Area Resource Centers.

Standardized evaluation instruments have been developed, though, and are
being used extensively for formative evaluation of training events and
regionwide for MAARETC’s  regional Home Health Care and Dental Training
programs.

1. “How Did Ve Do?"

MAARETC has adopted the “How Did We Do? (( form developed by the Emory AIDS
Training Network as a standard evaluation tool to be used for events offered
by the ARCS. This tool primarily collects formative evaluation data about the
event , but also begins to look at effectiveness through an “intention to
behave” quest ion.

The variables collected for formative evaluation include:

usefulness and practicality of the content;
adequacy of time to cover the material;
helpfulness and adequacy of the teaching
materials;
adequacy of response to participants’ questions;
and
degree to which teaching was tailored to the
skill level of the participants.

Each instructor is to be listed with suggestions for how the individual could
“do a better job next time.” Suggestions on how the workshop in general
could be improved are also solicited.

To begin to assess the effectiveness of the workshop in stimulating
changes in behavior, a question on behavioral intent is included: “What will
you do differently at work as a result of this workshop?” The primary effect
that the workshop had on participants is identified by asking participants to
“write down one fact or idea from the workshop that you learned and that seems
important to you.”

A copy of the “How  Did We Do ?I’ form is included in Appendix III.

2. Home Health Care Training

A standardized evaluation form has been developed to be used in
conjunction with the regional Home Health Care training. The questionnaire
collects demographic data on the participants, formative evaluation data about
the program, data to begin to assess the effectiveness of the program, and
data to be used in assessing marketing strategies.

The demographic data on participants is used for reporting of training
outputs and includes:
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.

ethnicity (American Indian/Eskimo, Black, Asian,
Caucasian, Hispanic/Latino, other);
job (nurse practitioner, registered nurse,
nursing assistant, dietitian,  counselor, home
health aide, social worker, lpn, other);
sex
age
number of years in home health work
primary site of work (hospice, home health care
agency/ department, public health department,
visiting nurse organization, other)

The formative evaluation data on the structure, process and content of
the offering includes the following dimensions:

.

.

usefulness in the participant’s daily work;
general usefulness of the information covered;
helpfulness/usefulness of individual sessions;
adequacy of time for the session in general, for
questions;
assessment of the- presenters’ knowledgeability;
comfort of the meeting space;
helpfulness of the reference material;
additional topics of interest.

Preliminary assessment of the program’s effectiveness is tapped by asking
participants to report the degree to which they feel the program has increased
their comfort with HIV patients.

The questionnaire also attempts to determine which marketing efforts have
been most effective in recruiting participants. Choices include:
brochure/flier; through work; a friend; radio/television; and other.

There is one potential difficulty with using this form in standardized
format ETC-wide. The form asks for feedback on the usefulness of four
sessions designated in the curriculum: Introductory Session/Exercise; Overview
of AIDS; Infection Control; and, Medical Treatment/Case Management. When the
curriculum is implemented by the ARCS, it is often modified but the form is
still used. In such cases, the session titles and content do not correspond
to that on the form, making it difficult for the participants to respond.

A copy of the data collection instrument is included in Appendix IV.

3. HAARETC  Dental Training Program

The MAARETC Dental Training Program is based on a diffusion model in
which trainers are prepared at several levels in each state; these trainers
go on to provide training to dental students and community providers.

A standardized evaluation design has been developed through a contract
with Leonard Cohen, D.D.S. and Edward Grace, M.S. at the Department of Oral
Health Care Delivery at UMAB Dental School. The evaluation consists of a core
component for the generic dental training program and a supplemental
evaluation component for the train-the-trainers program.
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The core component consists of an evaluation of program effectiveness,
focusing on changes in attitudes and behavior as measured through pre and
post-training testing, and an evaluation of program impact measured through a
3-6 month follow-up. For the most part, the same information is collected on
the pre-test, the post-test and the follow-up questionnaire providing a
baseline view, a view of changes and intentions immediately after training,
and a view of the degree to which intentions were translated into practice.
The design includes tracking variables as follows:

participant’s hepatitis-B
immunization status

plans for hepatitis immunization
in the future

reasons for not receiving
immunization

participants estimate of % of
patients in his/her practice at
risk of HIV infection

number of HIV+ patients
participant has treated in his/
her career

opinion as to best place to treat
healthy HIV+ patients

concerns about treating healthy
HIV+ patients

HIV screening procedures followed
in the practice

infection control procedures and
policies in place in the practice

attitudes towards the provider’s
right to choose who to treat,
relative concern over treating
HIV infected patients versus
hepatitis-B infected patients,
biases towards people with AIDS
and people engaged in risky

Gener i c Trainers
Pre-Test Post-Test Folloti-up Follow-up

X X X

X

X

X-

X

X

X

X

X

behaviors, and willingness to treat
HIV-infected individual X

most effective training approach to
expand role in caring for HIV+
patients X

X X

X X

X

X X

x ’ X

X

X

X X

X X X
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The pre-test, post-test and follow-ups are linked via an identification
number derived from the Social Security number.

In addition to tracking the above variables, other specific information
is gathered through the various instruments. On the pretest, demographic and
profession-related information is collected including:

. sex

. age. race

. occupation (dentist, hygienist, dental
assistant, office manager/receptionist, other)

. year of graduation from dental or dental hygiene
school

. number of hours per week spent in patient care

The post-training questionnaire gathers formative evaluation data on the
session:

. were objectives clear;

. how well did the course reflect the objectives;

. how relevant were the topics to your practice;

. which topics needed deeper coverage; and

. which topics could be deleted.

It also solicits interest in further training, including train-the-trainers
programs, as well as the participant’s willingness to be contacted by mail as
part of the follow-up evaluation (if so, contact information is obtained).
The follow-up questionnaire associated with the train-the-trainers component
includes questions regarding the degree to which the program had prepared
participants adequately to train other dental personnel on specific topics
(infection control, clinical diagnosis/manifestations, clinical treatment,
government regulations), ways in which the course might be improved, as well
as the number of infection control courses presented and individuals trained.

These instruments have undergone considerable testing, and are being used
to evaluate dental training throughout the region. It is anticipated that
there will be some modification after full-scale implementation of the
evaluation. Copies of these instruments are included in Appendix V.

B. Approaches to the Formative Evaluation of Training Events

The Wow Did We Do?” form is used as a standard tool for evaluation of
the structure, process and content for many of the events offered by the ARCS.
Standard but different approaches to formative evaluation of each of
MAARETC’s  two regional programs are in place as discussed in Section V.A.
above.

The Maryland ARC takes a very practical approach to formative evaluation
of its offerings, as described in Section VI.C.  below. Intensive courses are
subjected to detailed formative evaluation at the outset and the results fed
back into course improvement. Ultimately a maintenance level of formative
evaluation is built into ongoing courses. “One-shot” presentations are
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subjected to broad formative questions to ensure that the course planners
continue to tune into the needs of the providers and provider agencies they
serve; detailed evaluation with an eye toward improving specific components of
the training was deemed unnecessary.

One of the most common approaches to formative evaluation of MAARETWARC
offerings has been to solicit feedback from participants by means of a post-
training questionnaire. Common dimensions measured are ‘educational quality” ’
and “usefulness, ‘I borrowed from the evaluation of the “AIDS and the Primary
Care Provider” curriculum developed under the sponsorship of the Society for
General Internal Medicine. These dimensions are measured relative to the
overall offering and individual sessions. In other cases, individual sessions
of training events and the presenters who made the presentations have been
evaluated on the dimensions of content, delivery and practicality. In
addition to using rating scales, most post-training questionnaires include
open-ended questions about the most useful and least useful aspects of the
training. *

A somewhat different approach to formative evaluation was used in the
evaluation of MAARETC’s  Dental Train-the-Trainers program. As part of the 3-4
month post-training follow-up, participants were asked to assess the training
in retrospect as to whether the training adequately prepared the participant
to train other dental personnel in specific topic areas. On follow-up,
participants were also asked how the course could have been improved based on
their experience implementing their own training since taking the course.

More informally, each ARC makes use of the “peer education principle”
which allows faculty in the Area Resource Centers to determine response to the
content of a program. This is done by monitoring the number of people who
respond to marketing efforts, gauging audience loss during the presentation,
and obtaining verbal feedback at faculty meetings.

c. Approaches to Bvaluating Training Outcomes

Outcomes examined in MAARETC evaluations include effectiveness in
conveying knowledge, effectiveness in changing attitudes and perceptions,
effectiveness in changing readiness or intention to act, impact in terms of
actual changes in behavior and tasks actually executed.

1. Evaluation of Program Effectiveness

The evaluation plan called for the evaluation of short-term effectiveness
via pre/post-testing of knowledge and attitudes to measure change and the
evaluation of longer-term effectiveness via six month follow-up to measure
the persistence of these changes. No standardized approach has actually been
implemented. A number of different approaches or combinations of approaches
have been noted from among the evaluations conducted or being planned by
MAARETC and its ARCS:

. pre and post-training testing;

. pre and post-training self-reporting;
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. post-training self-reporting;

. follow-up testing; and

. follow-up self-reporting.

Pre and Post-Training Testing. The Maryland ARC utilizes pre and post-
training testing to measure changes in knowledge associated with the HIV
Counselor Training Program, and to measure changes in knowledge, comfort
level, concerns and attitudes, as well as interest in particular topics as a
result of participation in the Home Health Care training.

The knowledge pre/post test for the HIV Counselor Training program is a
25-item instrument containing 17 multiple choice questions, and 8 true/false
questions adapted from a 45-item instrument developed by a program in New
Jersey.

The Home Health Care pre/post test contains 16-multiple choice knowledge
questions, 22 items which tap comfort, concerns and attitudes by asking for
agreement or disagreement with statements using a 6-point scale, questions
which ask participants to express their interest in 9 specific topic areas
along a 5-point scale. This instrument was adapted from one developed by
Margaret Grade at the University of California/San Francisco, initially
consisting of over 100 items.

The MAARETC Dental Program also uses a pre/post-training test approach to
evaluate attitude changes such as attitudes toward one’s practice being
regulated, biases towards individuals engaging in high risk behavior, and
willingness to treat HIV+ patients. It utilizes the same approach as the Home
Health Care instrument, including 10 statements with which participants are
asked to agree or disagree on a 5-point scale.

West Virginia is planning to begin pre and post-training testing to
assess changes in knowledge produced by its training programs.

Pre and Post-Training Self-Reporting. The MAARETC Dental Program uses
pre and post-training self-reporting as the basis for the evaluation of its
immediate effectiveness in changing perceptions (the degree to which they are
already treating infected individuals, the degree of risk they encounter when
treating HIV+ healthy individuals), readiness to act (opinion on
appropriateness to treat HIV+ individuals in a private practice) and intended
behavior (plans to be immunized for hepatitis-B).

Post-Training Self-Reporting. Several approaches to post-training self-
reporting have been used to assess training effectiveness. The first, and
most straight-forward, is the approach used to evaluate the effectiveness of
MAARETC’s  Home Health Care training. On the standard one-page evaluation
questionnaire is an item that states: “As a result of this program, I think
I’ll feel more comfortable with HIV patients,” asking respondents to select “a
lot more comfortable, I1 “somewhat more comfortable, ” and “not more
comfortable.”

The Maryland ARC experimented with the use of a more elaborate approach
to post-training self-reporting in its assessment of the effectiveness of both
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its HIV Counselor training and its longer Home Health Care trainings in
changing knowledge and proficiencies directly related to the workshop’s_
learning objectives. As part of the pre-training mailing, MARC asked
participants to rate their knowledge or proficiency with regard to a number
of items corresponding to the course learning objectives. Ratings were on a
S-point scale. At the close of the workshop, participants were asked to
assess their level of knowledge or proficiency on these same items: 1) in
retrospect, as it was when they entered the course, and 2) as it was then at
the end of the course. This allows for two measures of effectiveness: 1) the
degree to which training was perceived to have increased participants
knowledge and proficiency, and 2) the degree to which the training gave its
participants a more realistic basis for self-assessment.

The “How  Did We Do?” form assesses the effectiveness of a course in
stimulating participants into action by asking about behavioral intent. At
the completion of the course, participants are asked “what will you do
differently at work as a result of this course?” MARC has experimented with
several ways of asking this question in its evaluation of its HIV Counselor

.training  course.

Follow-Up
effectiveness,

knowledge test
directly after

Follow-Up

Testing. As part- of its planned evaluation of training
the West Virginia ARC will include a six-month follow-up
to determine the persistence of knowledge changes measured
training.

Self-Reporting. Longer term effectiveness of the MAARETC
Dental Training is assessed by comparing pre-training and follow-up responses
to show either the persistence of changes measured directly after training or
the development of even more favorable views after analyzing what was learned
in training or reassessing attitudes back in the context of their practice.
Variables analyzed in the assessment of longer term effectiveness include
perceptions of the degree to which they are already treating HIV+ patients,
the appropriateness of treating HIV+ healthy patients in settings like their
own, and the risks they face in treating HIV+ healthy patients, as well as
attitudes which impede providers from becoming more involved in the care of
HIV infected patients.

2. Evaluation of Program Impact

MAARETC is beginning to take a preliminary look at the impact of its
programs on the community of health care providers. Using needs assessments
conducted by various agencies in the states served by MAARETC, the Education
Coordinator compares results of evaluations conducted on MAARETCYARC offerings
with like variables in the needs assessments. “Comfort with HIV infected
patients” is one important variable studied. The percentage of providers of a
given discipline expressing comfort on the needs assessment serves as a
baseline. Percentages of MAARETC/ARC  trainees expressing comfort as measured
on post-training evaluation instruments is expected to be higher and
increasing, and such trends are monitored. i

At the present time, assessment of the impact of training on specific
behaviors is being conducted only in conjunction with the Dental Training
Program and utilizes the follow-up self-reporting approach. Impact is
demonstrated by comparing pre-test responses with follow-up responses to
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measure actual changes in behavior: immunization for hepatitis-B, HIV
screening procedures in place and infection control procedures being utilized.
Evaluation of the train-the-trainers component of the Dental Training program
further seeks to document impact by asking respondents to report the number of
trainings, specifically in infection control, they have conducted since
completing the course, as well as to report the number of individuals
attending these events.

D. Unique and Interesting Evaluation Techniques

1. "Initial Response" Evaluation of Counseling Skills

The Maryland ARC is in the process of finalizing a methodology for
evaluating the effectiveness of its HIV Counseling training program in
improving counseling skills of the participants, particularly their ability to
respond quickly and appropriately to statements of clients that potentially
have significant consequences.

The technique makes use of a paper and pencil test administered before
and after training. The test presents statements that might be typically made
by clients in a pretest or posttest  counseling situation. Some of the
statements being tested for use in the final test version include:

Pre-Test Counseling Session

I just want you to know, if this test is
positive, I’m going to kill myself!”

You know, I’m sure there’s nothing wrong with
me, but, you know, just to be on the safe
side . ..you know, maybe I should get this test.”

One thing is for sure - if I’ve got this HIV,
I’m going to get who ever gave it to me!”

Post-Test Counseling with Negative Results

” Wow, what a relief! I’m never going to have sex
again! ”

” I don’t believe you, I want to believe you, but
I know I must have this thing. My lover does,
my friends.. . I just want to know the truth.”

” Thank you, thank you! This is wonderful news!
Well, I’m out of here!”

Post-Test Counseling with Positive Results

” No - this can’t be true . ..Oh my God, I’m going
to die!”
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It I knew it, I knew it. God damn it, somebody’s
going to pay for this!”

Participants are asked to write down the first thing they would say to the
client following each of the statements. A rating scale is under development
to assess these initial responses. The draft scale is as follows:

Detracts (-1)

. negates or denies feelings

. makes assumptions

. does not accurately reflect feelings
or content

l advice-giving
. judgmental attitude expressed

Neutral (0)

. non-harmful

. allows interaction to continue

. reflects content alone

Somewhat Facilitative (+l)

. accurately reflects feelings

Very Facilitative (+2)

. accurately reflects feelings and
content

,The specific statements on the pre-training questionnaire and on the post-
questionnaire are not the same, but the situations they represent are--pre-
test counseling session, post-test counseling with negative result, post-test
counseling session with positive result. Pre and post-training responses are
to be matched via Social Security number and changes calculated.

VI. BVALUATION CONDUCTED

The degree of emphasis on evaluation has varied among the ARCS.  All of
the ARCS collect output data according to MAAHETC’s  standard data set and
formative evaluation data using the “How  Did We Do?” form. The ARCS conduct
evaluation of the events they do as part of the regional Home Health Care and
Dental training programs using, at a minimum, the associated evaluation tools.
Virginia and the DC-Metro ARC conduct additional evaluation, where necessary,
for continuing education credits. The Maryland ARC has undertaken a
substantial amount of evaluation, broadening their evaluation of events
conducted as part of regional programs and developing unique evaluations for
other offerings. Virginia is using time series needs assessment data to gauge
the impact of its collective educational activities, and is beginning to
evaluate the impact of individual offerings. West Virginia is currently
planning an evaluation of the outcome of its training offerings. In
situations where activities are co-sponsored with other agencies, the
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evaluation data to be collected are agreed upon by the ARC and its co-
sponsors.

A. MAARETC Regional Programs

The evaluation of MAARETC’s  Home Health Care Training is predominately
formative in nature and is conducted by the ARCS as an integral part of their
training. These evaluations are discussed as part of the evaluations carried
out by the ARCS.

The methodology for the evaluation of the MAARETC Dental Training program
is discussed in various subsections of Section V. Implementation of this
methodology began regionwide in the spring of 1990. The ARCS administer the
pre and post-training questionnaires as an integral part of the generic dental
training and the dental train-the-trainers activities. The forms are then
sent to the evaluation contractor at UMAB for analysis. Data have begun
coming in from most of the ARCS, but the contractor is awaiting a larger
volume before beginning analysis. Follow-up questionnaires will be sent out
by the evaluation contractor as soon as 3-4 months have elapsed from the date
of training.

B. Virginia ARC (VARC)

1. Needs Assessments As Baseline for Evaluation of Impact

In 1988, the Virginia Department of Health commissioned a series of
statewide profession-specific needs assessments. These studies were conducted
under the direction of Judy Bradford, VARC’s  evaluation specialist, in her
capacity as researcher at Virginia Commonwealth University. Under the
auspices of the VARC, Es. Bradford prepared a report which extrapolated from
the statewide data regional data corresponding with the catchment areas of the
Regional Resource Centers as a baseline for an evaluation of impact. One of
the findings from an initial analysis showed that knowledge of the subject is
not enough to change behavior, suggesting that trainings must focus on
attitudes and be interactive in order to be effective.

The follow-up round of studies will begin in the fall of 1990, and will
provide data to begin to identify changes in provider knowledge, attitudes and
practices towards patients. While the ETC program is not the only source of
educational interventions for health care professionals in Virginia, it is
one of the most significant. Therefore, changes in KAB can be largely
attributed to VARC staff activities carried out collectively as part of their
ETC role together with their other educational responsibilities.

The survey for the follow-up round is considerably briefer than that of
the original needs assessments, and has a decidedly education-oriented focus.
The VARC staff were intimately involved in the planning of the survey. In
addition to KAB data, the follow-up survey will provide information about
what training methods and approaches worked, what did not work in terms of
training, and what more needs to be done. The studies themselves will be
conducted with state funds. An oversample of providers in the regions served
by the Regional Resource Centers will be financed by the VARC.
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2. "AIDS Home Care: The Challenge of the 90s"

In March, 1990, Virginia ARC conducted four of its planned five home
health training sessions under the auspices of the local HIV Resource and
Consultation Centers. Each of the programs was a day-long event. In total,
181 participants attended. Participants were predominantly registered nurses,
with a substantial number of nursing assistants, social workers, home health
aides and counselors from public health departments, home health care
agencies, hospitals and hospices.

The program was based on the regional Home Health Care curriculum. The
morning program included an introductory session, a videotape on HIV testing,
and a session on psychosocial issues. The afternoon consisted of four
concurrent sessions which were each repeated twice. These included clinical
management of the AIDS patient at home, community support services, stress
management, and pediatric AIDS. The program included problem-solving
exercises for nursing situations.

The event was evaluated using the standard questionnaire described in
Section V.A.2. The four programs received remarkably similar evaluations.
All sessions were rated highly, as were the presenters. Time allocations were
also rated as appropriate. Participants would have liked to have had
additional topics covered, particularly medications and medical management,
nursing assessment and community resources, as well as more intensive training
on home management.

The program was judged to have been quite effective in increasing
participants’ feeling of comfort in engaging in future encounters with HIV
patients; more than 50% feeling a lot more comfortable as a result of the
program and only a few stating that they did not feel more comfortable at all
as a result of the program.

Approximately 2/3 of the participants had heard about the program via the
mailed brochure and l/3 through their work.

Copies of the reports are included as Appendix VI.

3. "AIDS in Adult Institutions"

Under the direction of Judy Bradford, a significant evaluation is
underway of the VAX’s “AIDS in Adult Institutions,” a training for
individuals in counseling roles within the state corrections system. Trainees
included rehabilitation counselors, chaplains, nurses and others who perform
counseling functions, as well as institutional trainers. Four one-day
sessions were presented around the state in the fall of 1989. Topics included
a medical and epidemiological overview, psychosocial issues, risk reduction
education and counseling, values clarification, infection control and issues
specific to counseling.

The evaluation design consists of a pre-training assessment of knowledge
and attitudes coupled with a 3-4 month post-training follow-up survey.
Variables examined prior to training included:
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. experience with AIDS/HIV known and suspected
cases ;

. perception of personal risk;

. willingness to provide care;

. perceptions and misconceptions about the risk of
transmission;

. knowledge about HIV antibody testing;

. opinion about groups who should be tested for
HIV; and

. attitudes and opinions about ethical, legal and
work-related issues.

In addition, participants were asked to indicate what topics they would like
more information on and the plans they had for using information learned at
the AIDS training program.

The analysis of pre-training data for more than 180 mental health,
medical and non-care providers has been analyzed. Most respondents indicated
that they had worked with known (83%) or suspected (90%) HIV+ cases.
Respondents* perception of personal risk of being infected ranged from 8%
among non-care providers to 17% among medical staff. Participants indicated a
general willingness to work with IV drug users (89%) and gay/bisexual men
(87X), but were less willing to work with known HIV-infected inmates (77%).
Respondents ‘tended to overestimate the risk of infection from such things as
having a blood transfusion, being coughed or sneezed on by an infected person,
and sharing a razor or toothbrush with an infected person. Respondents felt
that people being admitted to hospital, food handlers, physicians and other
health care workers should be tested for the AIDS virus. The low proportion
of respondents agreeing that employers should have the right to test employees
was significant. For the most part, respondents intended to use information
from the training to protect themselves from infection and to better inform
others how to do so. 69% intended to disseminate the information gained in
training but only 25% intended to do so in a formal way (i.e. provide training
programs to other staff).

The post-training follow-up study is currently underway. Data were
collected via mailed questionnaires and are being analyzed. The evaluation
will measure both the longer term effectiveness of the training in terms of
knowledge retention, and the impact as measured by how participants actually
used the information they received during training.

A copy of the pre and post-training questionnaires, and the analysis of
the pre-training data are included in Appendix VII.
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c. Haryland.ARC  (MARC)

For purposes of evaluation, MARC views its training activities in three
groups. For short, didactic presentations which are meant to respond to
informational needs, not much is done in the way of evaluation. Particularly
in the early days of the program, speakers resisted evaluation; more openness
to evaluation has been noted as relationships have developed and trust was
built with the ARC. Often such short presentations are done as part of a co-
sponsored event, in which case, the co-sponsoring agency’s evaluation
instruments are frequently used.

For customized trainings provided in response to a specific request, a
brief evaluation is used. It is generally formative in nature, focusing on
the structure, process and content of the session, and occasionally on the
effectiveness of the training. A sample of an instrument used to evaluate a
customized training course is included in Appendix VIII.

Ongoing programs-- the more intensive courses which are repeated in
different localities around the state--are the focus of MARC’s evaluation
efforts. Because they are repeated, these programs are subjected to
extensive formative evaluation. Preiposttesting  for knowledge change is
usually done.

The evaluation instruments themselves, not just the course they are
intended to evaluate, are modified based on experience gained with each
repetition. In the early stage of the process, there was heavy borrowing from
existing instruments. As the evaluations have matured, the instruments have
been tailored to the specific needs of the course. For the most part, the
evaluation procedures and instruments have now been finalized with an eye
toward conducting summative evaluation.

Clinical training has been the least evaluated of MARC’s activities. As
MARC expands its clinical training opportunities beyond UMAB house staff to
serve more community providers, its evaluation efforts in this area are
expected to expand as well.

1. HIV Counselor Training

One of the highlights of the Maryland ARC’s program is the HIV Counselor
Training that is presented under the auspices of the Maryland AIDS
Professional Education Center, and its co-sponsor, the AIDS Administration of
the Maryland Department of Health and Mental Hygiene. The 4-day program,
which began targeting counselors at the state counseling and testing sites
located in the county health departments, has expanded its focus and is open
to others as well. The program was offered every six weeks in 1989 and is
scheduled to be repeated six times in 1990.

The program is subject to extensive evaluation. Each time the course has
been given, it has been evaluated and the results analyzed. The summary data
are provided to the trainers for guidance in future trainings.

The evaluation process and its instruments have evolved over the course
of the project, moving from an intensely formative one to its current final
form which will be used in the summative evaluation.
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The evaluation report on the November 27-30, 1989 course serves as an
example of the evaluation conducted during the formative stage. The _
evaluation utilized a set of pre-course instruments and a set of post-course
instruments.

Pre-Course Evaluation Packet Post-Course Evaluation Packet

Pre-course self-assessment of Post-course self-assessment of
knowledge and proficiency knowledge and proficiency

Knowledge test Knowledge test

“Initial Response” test--
version A

“Initial Response” test--
version A

Participant evaluation of the
course and instructors

Formative evaluation was based on the post-course participant evaluation
of the course and instructors. The objective of the formative evaluation was
to identify high quality trainers to serve as ongoing faculty for the course
and to identify what aspects of the course the participant found most useful.
Features of the overall course were rated on a 6-point scale. (This component
of the evaluation was borrowed from the one developed by the AIDS Task Force
of the Society of General Internal Medicine for its “AIDS 6 the Primary Care
Provider curriculum. It includes the dimensions of overall quality, overall
usefulness, lectures and speakers, trainer modeling, skill practice, clarity,
relevance, realistic attainability, teacher/learner directed, and
flexibility). Each of the 20 segments of the course and the corresponding
presenter(s) were rated for content, delivery, and practicality on a 5-point
scale. Where audiovisuals were used, they were rated as well.

In the November course, all aspects of the course were rated highly as
were most of the presenters. In response to the question “what was the most
helpful aspect of the course?” no one aspect predominated. In general, the
credibility of the presenters created a positive learning environment, as did
the informal atmosphere. Role playing and modeling seemed to contribute most
to skill-building in counseling. Learning that the counselor won’t always be
successful in achieving behavior change relieved the anxiety of a number of
the participants. Informally, the opportunity to network was appreciated.

Evaluation of the learning climate did not yield much useful information.
The most often-cited weakness of the workshop was the physical environment,
primarily the lack of heat in the training room. The one substantive angle
had to do with time allocation. Participants felt that they needed more
information but at the same time felt that a four-day experience was too
much. Several suggested breaking the workshop up into two shorter sessions.

Evaluation of effectiveness was based on the three pre/post-course
components as well as the post-course participant evaluation. In this
evaluation, a number of dimensions of the program’s effectiveness are
evaluated: effectiveness in increasing knowledge; effectiveness in increasing
perceived competence, effectiveness in increasing counseling skills and,
effectiveness of the course in stimulating HIV-related action.
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Effectiveness in increasing knowledge is evaluated from data obtained
from the Knowledge Test. The same test is administered before and after the
course, and the pre/post-course responses of each participant are matched.
During the formative evaluation period, it was noted that this questionnaire
was too extensive. The response rate was so low that no meaningful analysis
could be performed. The questionnaire, now in its final form, has been pared
down from 45 to 25 items.

Data on effectiveness in increasing perceived competence (knowledge and
skills) was obtained from the post-course data in which participants assessed
their own proficiency as it had been when they entered the course and as it
was at the close of the course. This approach proved difficult to implement
and the data were difficult to interpret. The approach, which was borrowed
from the Society of General Internal Medicine evaluation, is being revised to
better reflect the nature of the program it is meant to evaluate.

The effectiveness of thq course in improving counseling skills was
measured using the “Initial Response” methodology described in Section V.D.l.
This methodology shows promise; the instruments and the rating scales are
being refined.

Effectiveness in stimulating a desire to do something differently was
approached through an open-ended question on the post-course participant
evaluation of the course. MARC has experimented with various approaches to
asking this question. One approach, again borrowed from the Society of
General Internal Medicine questionnaire: “list a few personal goals,
activities, and collaborative arrangements that you would be interested in
pursuing during the next six months as a result of your participation in the
course, ” yielded rich and focused responses, suggesting that the course was
highly effective in terms of stimulating participants to become more involved
in HIV counseling for IV drug users. Most of the participants indicated that
they were going to consciously work on their counseling skills based on what
they had learned in the course. Others who had not been counselors, indicated
that they wanted to become involved. Some wanted to train co-workers.
However, a number of trainers felt that, as phrased, this question did not
address the objectives of the HIV Counselor workshop. The question, which no
longer taps behavioral intent directly, is currently phrased: “One way this
experience has changed my thinking is...” The quality of the responses will
be examined to determine which approach yields the most useful data.

It was hoped that the question on behavioral intent could serve as a
baseline for a follow-up study to gauge the workshop’s actual impact on work-
related behavior. Funds were sought from AMFAR  to conduct such a study but
were not forthcoming. MARC still hopes to find funding for this impact
assessment.

A copy of the evaluation report of a recent HIV Counselor Training,
representing the most recent set of evaluation instruments, is included in
Appendix IX.

2. Home Health Care Training

The local application of the MAARETC Home Health Care curriculum is the
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second of MARC’s programs to undergo more intensive evaluation. This
evaluation is still evolving, but is nearing final form.

Along the way, MARC has experimented with a number of approaches. In
particular, MARC tested several versions of the pre-course/post-course self-
assessment of knowledge levels and proficiency described above with regard to
the HIV Counselor course. At the present time, this approach has been set
aside but may reappear in a revised format.

In its current form, MARC’s evaluation of its Home Health Care Training
carried out as part of the regional program is based on two data collection
instruments: 1) a customized Course Evaluation form; and 2) a pre/post-
training RAR test.

The customized Course Evaluation form includes four sections:

. the extent to which the stated objectives of the
course were met;

. the quality of the presentations made by faculty
members ;

. the overall quality of the course; and

. the demographics of the participant.

The extent to which the course met its stated objectives and the quality
of the presentations made by faculty members are based on participant ratings
along a 5-point scale. Typically, the Home Health Care course is a one-day
event . If the course is abbreviated, these sections are customized to reflect
the course modification. The overall evaluation is broad, and includes items
relating both to formative evaluation and to the evaluation of effectiveness.
Items are phrased as positive statements and are rated on a 5-point scale.
Formative evaluation variables include:

. adequacy of time for questions;

. knowledge of the presenters;

. additional topics that needed to be covered;

. usefulness of the information;

. adequacy of time for the overall program;

. comfort of the meeting space; and

. helpfulness of the instructional materials.

Effectiveness is determined from two items:

. ” Today’s program will be used by me in my daily
work”  ; and

. ‘I As a result of this program, I think I’ll feel
more comfortable with HIV patients.”

Until recently, the standard MAARETC Course Evaluation form developed for
use with the Home Health Care curriculum has been used. The demographic data
section of the MAARETC form has now been incorporated into MARC’s customized
instrument.



c

MAARETC
Evaluation Review
Page 24

The primary mechanism for evaluating effectiveness of the course in
improving knowledge, attitudes and intended behavior is the pre/post-training
KAB. The instrument used for this assessment was adapted from a pre/posttest
developed by Margaret Grade at the University of California/San Francisco. At
the outset, the entire instrument, consisting of over 100 items, was used and
included many items unrelated to the content of the Home Health Care training.
The instrument has now been pared down to include 47 items that better reflect
the course they are meant to evaluate.

VII.

The current version of the instruments are included in Appendix X.

SUMMARY  OF ISSUBS  AND CHALLENGES FOR THl3 F’UTURR

Both MAARETC’s  program and evaluation activities have been slow in
starting. To a large extent, both have been a result of staffing changes.
However, as the project enters its third year, the intensity and quality of
evaluation activities have been increasing.

A notable milestone was the development by the Maryland ARC of an
excellent training database and MAARRTC’s  efforts to use it as the basis for a
standard approach to collecting and analyzing output data regionwide.

The evaluation methodology developed for the MAARETC Dental Training
Program is elegant, yet simple. Variables relate directly to the training
objectives; questionnaire items tap these variables in subtle ways.
Collectively, the instruments measure several dimensions of effectiveness, and
examine impact within the limitation that there has been no attempt to
control for confounding environmental factors.

The Maryland ARC should be commended for its evaluation efforts,
particularly the use of formative evaluation to directly shape their education
and training programs. There is a commitment to evaluating training outcomes,
although some of these efforts have not been as productive as they could be;
instruments which have been borrowed from other programs do not necessarily
relate to the objectives of MARC offerings. Analyses are routinely performed
on the data collected and results are fed back to trainers. The value of
these analyses could be improved in the future by including more
interpretation of the data. A further challenge for MARC in the future is to
develop methodologies for assessing the effectiveness and impact of its
clinical training opportunities.

The Virginia ARC has been involved in a number of evaluation activities
aimed at assessing the impact of its programs. It has undertaken a program-
specific evaluation with regard to training activities for the state
corrections department as well as using time series needs assessment data to
monitor the collective impact of all of its activities.

The other ARCS have begun to show interest in expanding their evaluation
activities. This interest needs to be translated into action. The ARCS do
not seem to have obtained the local evaluation expertise they had initially
planned to incorporate into their staffing. In the absence of local
evaluation staff, the MAARETC Education Coordinator might take a more
proactive role in providing technical assistance in this area. In fact, at
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least one of the ARCs’has  indicated that it would like more guidance from the
MAARETC headquarters on evaluation. Many examples of practical evaluation
methods are now available, both within the region and elsewhere in the
national ETC network, to assist the ARCS in designing workable evaluations to
meet their specific needs.
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MARYLAND AIDS PRdFESSIONAL EDUCATION CENTER
TRAINING REPORT FORM

TRAINER:
TITLE:

ON-CAMPUS Y N
LOCATION
COUNTY

START DATE
END DATE

TYPE OF SPONSORSHIP: 'l-Off campus/ MACEP sponsor'
Z-MACEP provided speaker or limitdd

support to outside agency
3-On-campus activity

OTHER SPONSORS
8

STYLE OF EVENT: LECTURE CONFERENCE WORKSHOP COURSE
SKILL SESSION OTHER

:p
NUMBER OF STUDENTS/PARTICIPANTS NUMBER HOURS
NUMBER BY CATEGORY:

PHYSICIANS SOCIAL WORKERS
PHYSICIAN ASSISTS COUNSELORS
NURSE PRACTITIONERS DENTISTS
NURSES DENTAL/OTHERS
NURSE ASSISTANTS EMT

OTHERS

RACE/ETHNICITY  OF PARTICIPANTS (APPROXIMATE NUMBER):
AMERICAN INDIAN WHITE'
ASIAN HISPANIC
BLACK OTHER

METHODS OF PRESENTATION: LECTURE Q&A ROLE PLAY CASE STUDY
GROUP PANEL OTHER

AUDIOVISUALS: SLIDES TRANSPARENCIES VIDEO WORKBOOK
BLACKBOARD/FLIPCHXRT COMPUTER FILM OTHER

COMMENTS:

\ I_.-  P A,



Education and Training Outputs of the Haxyland ARC

Year Ending April 1990

Category 1 Category 2 Category 3 Category 4 Total

Trainings 14 29 47 6 96

Contact Hours 153.5 53.5 78.5 273.5 559

Attendees 1032 729 1079 219 3059

Attendee-Hours 5154.5 1306.5 1459 3982.0 11902

Attendees Grad/Stud Grad/Stud Grad/Stud Grad/Stud Grad/Stud

MD 181 / 0
NP l/O
PA o / o
BN 266 / 0
DDS 302 / 0
Hygienist 197 / 0
Sot. Worker 4/o
Counselor 21 / 0
EMT o / o
Pharmacist o / o
JD o / o
Other 67 / 0
NA 2/o

141 / 6
l/O
'1 / 0
85 / 0
47 / 0
o/o

47 / 0
15 / 0
o/o
o/o
o/o

385 / 0
2/o

193 / 338
91 0
01 0
19/ 0
42 / 300
12 / 20
l/ 54
31 0
l/ 0
01 0
2/ 10
36 / 26
12/ 0

67/ 3 582 / 347
lO/ 0 21/ 0
o / o  l/O
31 0 373 / 0
0 / 132 391 / 432
01 0 209 / 20

;: : 54 39/ / 54 0
o/o l/O
01 0 o/ 0
01 0 2/ 102/ 0 490 / 26 .'=.../'

01 0 161 0

Am. Indian 0 0 2 0 2
Hispanic 1 1 10 0 12
Asian 21 9 51 5 86
White 406 151 419 32 1008
Black 24 176 112 9 321
Other 0 0 1 0 1
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YEAR ONE TRAINING OBJECTIVES

Mid-Atlantic AIDS Regional Education and Training Center

PROPOSED NUMBER TFUINED

DISCIPLINE
DC VA DE TOTAb

Physicians 85
Dentists 57
Nurses 57
Pharmacis t s  28
Social Workers 28
Lawyers 14
Allied Health 14

TOTALS 283 283 283

DISCIPLINE

85
57

z
28
14
14

85
57
57
28
28
14
14

25
16
16

:
4
4

83 65 1000

ACTUAL NUMBER TRAINED

DC VA

20
13
13.
7
7
4
4

DE TOTALS

300
200
200
100
100

;:

Physicians 1369
Dentists 1625
Nurses 731
Pharmacists 150
Social Workers 177
Lawyers 563
Allied Health __-
Health Profnl s 4340

TOTALS 8955 217 2851 1168 582 13773

99
w-w

_a_

___

118
_a_

B-w

m-s

1131
10

715
40
v-s
680
275
m-w

279 135
me- __-

239 212
m-s w-m

s-s 7
w-w ___

;i;d
72

156

3013
1635
1897
190
302

1243
347

5146
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HOW DID WE DO?
,m~-,~’D

tVfN1  CODf

qorkshop  Title City and State

Date Instructor(s)

Please answer all  questions thoughtfully. Your careful attention to these questions will help your trainer do a better job Please
don’t sign your name.

Circle one number for each question

1. Was the content useful and practical? . . . . . . . . . . . . . . . . . .,.,.... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

2. Was there enough time to cover all the material? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

3. Were the handouts and other teaching aids helpful and adequate? . . . . . . .._...............

4. Did you receive satisfactory answers to your questlons? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

5. Did the instructor seem aware of your particular skill level, and teach accordingly! . . .

6. Did the instructor seem to have adequate knowledge and skill to teach this workshop?

7. Did you read a workshop announcement before you came to the workshop today?

1 2

1 2

1 2

1 2

1 2

If yes, did it give you a good idea of what the workshop would cover?

1 2

c l YES

,o YES

8. Please write down one fact or idea from the workshop that you learned, and that seems important to you:

9

9:

10.

What will you do differently at work as a result of this workshop!

Please evaluate your instructor. If there were two or more instructors, be sure to mention each by name. How can the
instructor do a better job next time?

NOl
SW*

3

3

3

3

3

3

0

0

ABM

4

4

4

4

4

4

N O

N O

Instructor #l

.-

Instructor #2

Instructor #3

11. In your opinion, how could this workshop be improved?

12. What are your future AIDS training needs?

MANY THANKS!
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Course Evaluation
t

MID-ATLANTIC AIDS REGIONAL EDUCATION AND TRAINING CENTER

l Home Health Care Training Sessions

Your comments are invaluable in helping us to plan for future programs. Please fill in
your responses to the following questions. Thank very much!

1.

2.

3.

4.

5.
,/----..

6.

7.

8.

9.

10.

Todav’s  program will be useful for me in mv dailv work:

_ Very useful _ Somewhat useful _ Little use _ No real use

In general.  the information I learned was useful:

- Very useful - Somewhat useful _ Little use _ No real use

As a result of this program. I think I’ll feel more comfortable with HIV patients:

_ A lot more comfortable _ Somewhat more comfortable _ Not more comfortable

The Introductorv Sessio&ercise  was helDfu1:

_ Very Helpful _ Somewhat helpful _ Not very helpful _ Not helpful at all

The Overview of AIDS was useful for me:

- Very useful _ Somewhat useful _ Not very useful _ Not useful for me

The Infection Control section was useful for me:.

- Very useful _ Somewhat useful _ Not very useful _ Not useful for me

The Medical Treatment/ C a s e  M a n a g e m e n t  s e c t i o n  w a s  u s e f u l  f o r  m e :

_ Very useful _ Somewhat useful _ Not very useful _ Not useful at all

There was enough time for us to ask auestion$:

_ Too much time _ Exactly enough time _ Too little time _ No time at all

In general. the oresenters  were knowledeeable:

_ Very knowledgeable _ Somewhat knowledgeable _ Not very knowledgeable

There were some to&z that we needed to cover. but didn’t get to:

A lot of things _ A few things Nothing, we did it all

Please list those topics:
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For this type of program. was the time available adeauate?

Too long About right Too short
-.__-’

Was the meeting snace  comfortable?

Very comfortable Somewhat comfortable

Were the handout and reference materials helpful?

Not very comfortable

- Very Helpful - Somewhat helpful - Not very helpful - Not helpful at all

How did vou hear about todav’s conference?

Brochure/flier
- Through my work

From a friend Other
_- Radio/television (Please specify:)

Please tell us a little about you: (Check one for each category)

Ethnicitv

American Indian/Eskimo Asian Hispanic/Latin0
Black - Caucasian (white) Other (Please specify)

Job Title

Nurse Practitioner
Registered Nurse
Nursing Assistants

Dietitian Social Worker
Counselor - Licensed Practical Nurse

Home Health Aide Other (Please specify)

Female Male
&

Less than 20 31-40 5 l-60
- 20-30 - 41-50 - Over 60

Number of Years in Home Health Work
Both in this job and elsewhere, how many years have you worked in home hedth
care?

Less than one year 3-4 years 6-7 years
1-2 years 5-6 years Over 7 years

Not applicable (not in home health care)

Primarv Site of Work

Please indicate your primary site of work:
Hospice
Home Health Care Agency/Department
Public Health Department
Visiting Nurse organization
Other (Please specify):

THAiiK YOU !!
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Standardized Evaluation -- Dental Training Program



TRAINING FOR HEALTH CARE PROVIDERS ON
INFECTION CONTROL AND AIDS

Dear Participant:

Welcome! We are very happy to have you attending our training
program. It is important to us to know if we are meeting both your
needs and our objectives. It is for this reason that we ask your
participation in our evaluation efforts. Please answer all
questionnaires as completely as possible. Your cooperation is
greatly appreciated.

We ask that you not put-your name on the questionnaires. You
will be asked, instead, for an ID code. Please use the following
formula to arrive at your unique ID code and place this code
wherever it is requested. Your responses will be kept
confidential.

_

Examnle

First Letter of Your Last Name _

Last 4 digits of Sot. Sec.#

ID = S 1234

Bill Smith

S.S. #212-34-1234

Again, thank you for your cooperation.



ID

Dental Care Professional8 Pro-Test

The answers to these questions are very important. Please take
the time to answer each question carefully by filling in the blank
or circling the most appropriate response. All responses are
confidential and no names will appear on any forms or publications.

1. Sex: a. male b. female

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

Age : years old

Race:
a. Caucasian
b. Black
c. Oriental
d. Other:

Occupation:

a. dentist
b. hygienist
c. dental assistant
d. office manager or receptionist
e. other:

Year of graduationfrom dental or dental hygiene school?

Number of hours you spend per week in
patient care? hours

Number of formal infection control or AIDS
courses attended, other than this course?
If none, please enter 0.

Total number of hours spent in these previous
courses? If none, please enter 0. hours

Have you been immunized against hepatitis B? 1 Yes 2 No

If you have not been immunized against
hepatitis B, do you plan to do so? 1 Yes

If you have not yet taken the hepatitis vaccine, are
any of the following the reasons why? Circle all that
apply* If you have been immunized, skip this question.

a. risk of infection is low 1 Yes
b. I require further information 1 Yes

::
vaccine too expensive
vaccine safety not established to my

1 Yes

satisfaction 1 Yes
e. I have had prior exposure 1 Yes
f. other: 1 Yes

19 ___“--/’

2 No

2 No
2 No
2 No

2 No"/
2 No
2 No



.

12.
fl

13.

14.

15.

16.

/---.

17.

By your best estimate, what 8 of patients in your
practice are at risk for AIDS/HIV infection? %

To your knowledge, in your career have you
ever treated patients who are HIV+ or who
have had AIDS? 1 Yes . 2 No

If yes, approximate number:

In your opinion, the best place to treat healthy HIV+
patients is:

::
private practice
dental school

::
private hospital clinics
existing public hospital clinics

e. special public health clinics

If you have any concerns about treating healthy HIV+
patients, which of the following are your greatest
concerns? Circle only 2 responses.

If you do not have any concerns, check here [ ]
and skip this question.

a. If I treated HIV+ patients, I would be
placed at increased risk.

b. It would be difficult tb deal with staff-
fears. -

c. If I treat HIV+ patients my other patients
may be reluctant to continue in my care.

d. I do not have the skills I need to
effectively and safely treat HIV+ patients.

e. I don't approve of the lifestyles of HIV+
patients.

f. I fear being overwhelmed with HIV+ patients.
go Other:

In your practice, which of the following procedures
do you use to screen patients for HIV+/AIDS? Circle all
that apply.

ii:

::
e.

f.

If

AlU8yS

take a thorough medical history 1
do a thorough oral screening 1
take a thorough drug-use history 1
ask patients if they are at risk 1
list high-risk groups and ask if
they belong 1
take a thorough sexual history 1

you never screen, check here [ J.
. .

Sartims  bfef
2 3
2 3
2 3
2 3

2 3
2 3

2



_ ._ ____ --

c

18. Which of the following approaches do you think will be the most
effective means to expand the role of yourself and others in car'
for HIV+ individuals? Circle the 2 most important approaches..-+.

a. continuing education courses that focus on
medical/dental aspects of HIV infection

b. continuing education courses that focus on
ethical and legal issues that arise in the care
of HIV+ individuals

c. continuing education courses which include supervised
clinical experiences with HIV+ patients

d. help confronting fears and/or negative feelings
about individuals at high risk for HIV infection

e. more access to dental subspecialty consultants
(including telephone nhot-linesn)

f. more access to medical subspecialty consultants
(including telephone 8Whot-linesW)

g. other:

19. Presently in your practice, do you use gloves,
masks, and protective eyewear when working
with all, selected, or none of your patients?

All Selected  Nono
Patients

a. gloves 1 2 3
b. mask 1 2 3
c. protective eyewear .l f - 3 \.._j.

20. If you wear gloves, do you change them after
every patient? 1 Yes 2 No

21. Do you have a formal written infection control
protocol for the management of your office? 1 Yes 2 No

22. Why did you choose to attend this particular course?
Circle all that apply.

E:
to learn about infection control
to learn about HIV+/AIDS

C. to learn about OSHA, MOSH, and other
federal and/or state regulations

d. other:
e. other:

.
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On a scale from 1 (completely disagree) to 5 (completely
how do you feel about the following statements?

23.

24.

25.

26.

27.

28.
/7

_
29.

30.

-31.

32.

eaqletely
di&ree

Each dental professional has the right
to decide individually whether or not
to accept healthy HIV+ patients. 1 2

Professional standards should
be set by professional associations
and followed by all practitioners.

3 4 5;

12 3 4 5

Each dental professional has the
right to decide individually whether
or not to accept patients infected
with hepatitis B. 1 2 3 4 5

I would be more frightened caring
for,a HIV+ patient than one with
infectious hepatitis. 12 3 4 5

AIDS patients deserve what is
happening to them.

I have strong negative feelings
concerning intravenous drug users.

12 3 4 5

12 3 4 5

I-have strong negative-feelings--
concerning homosexuals.

I know how to screen for the oral
manifestations of HIV infection.

12 3 4 5

1 2 3.4 5

1,prefer to refer persons at risk
for HIV or persons who are HIV+
(but no medical complications) to
other dental professionals for
routine dental treatment. 1 2

*

If persons at risk for HIV or persons
who are HIV+ (but no medical
complications) come to me for routine
dental treatment, I will provide it. 1 2

3 4 5

3 4 s

We sincerely thank you for your participation.

.

A



Please answer each question carefully by filling in the blank or
circling the most appropriate response. All responses are
coaf ideatial and no names will appear on any forms or publications.

1.

2.

3.

4.

5.

6.

c

ID

Car0 Professionals Post-Test I
and Course Evaluation

‘.._

How clearly were the course objectives stated?

very clcrrly
1

poorly stated
2 3 4 5

How well did the course reflect these objectives?

very reflective
1

How relevant

2

were

2

not reflective
3 4 5

the topics to your practice?

very

What

relevant
1

topics/areas

not relevant
3 4 5

would you want addressed in more detail?

What topics/areas would you want deleted?

Please indicate whether this course met your expectations/
objectives in the following areas. If you did not have any
specific expectations/objectives in a particular area, please
circle N/A (not applicable).

a.

b.
c.

d.
e.

to learn about infection
control
to learn about HIV+/AIDS
to learn about OSHA,
MOSH, and other federal
and/or state regulations
other:
other:

1 Yes 2 No 3 N/A

1 Yes 2 No 3 N/A

1 Yes 2 No 3 N/A
1 Yes 2 No
1 Yes 2 No

1



c

7:

a.

9.

10.

11.

12.

By your best
practice are

estimate, what S of patferits in your
at risk for AIDS/HIV infection? -0

If you have not been immunized against
hepatitis B, do you plan to do so? If you
have been immunized or have had prior
exposure, skip this question. 1 Yes

In your opinion, the best place to treat healthy
HIV+ patients is:

2 No

L:
private practice
dental school

::
private hospital clinics
existing public hospital clinics

e. special public health clinics

If you have any concerns about treating healthy HIV+
patients, which of the following are your greatest
concerns? Circle only 2 responses.

If you do not have any concerns, check here [ 1.
and skip this question.

a. If I treated HIV+ patients, I would be
placed at increased risk.

_b, -. It would-be difficult to deal with staff-
fears:-

c. If I treat HIV+ patients my other patients
may be reluctant to continue in my care.

d. I do not have the skills I need to
effectively and safely treat HIV+ patients.

e. I don't approve of the lifestyles of HIV+
patients.

f. I fear being overwhelmed with HIV+ patients.
g* Other:

Would you be interested in receiving
additional training on AIDS? 1 Yes 2 No

Would you be interested in receiving
additional training on AIDS that would
prepare you to train other dental
personnel? If so, please leave your
name and address with us. 1 Yes 2 No

.

2
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On a scale from 1 (completely disagree) to 5 (completely agree),
how do you feel about the following statements?

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Each dental professional has the right
to decide individually whether or not
to accept healthy HIV+ patients.

Professional standards should
be set by professional associations
and followed by all practitioners.

Each dental professional has the
right to decide individually whether
or not to accept patients infected
with hepatitis B.

I would be more frightened caring
for a HIV+ patient than one with
infectious hepatitis.

AIDS patients deserve what is
happening to them.

I have strong negative feelings
concerning intravenous drug users.

:
I- have strong negative feelings
concerning homosexuals.

I know how to screen for the oral
manifestations of HIV infection.

I prefer to refer persons at risk
for HIV or persons who are HIV+
(but no medical complications) to
other dental professionals for
routine dental treatment.

If persons at risk for HIV or persons
who are HIV+ (but no medical
complications) come to me for routine
dental treatment, I will provide it.

1

1

1

1

1

1

1

1

1

1

coqletely
diugm

2

2

2

2

2

2

2

2

2

2

Do you have any other comments that you think would be
helpful to us in planning future courses?

3

3

3

3

3

3

3

3

3

3

4 5

4 s

4 s

4 5

4 5

4 ',
i/s;

4 5

4 5

4 5

4 5

.
.

Thank you for your help.

3
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Date: / /89 ID

FOLLOW-UP BvALUATIO#

Please fill in your name and address below if we may contact
you for a brief mail follow-up in several months. Your name will
not appear on any of your questionnaire responses and will be used
only to enable us to contact you.

Your cooperation is greatly appreciated!

Name

Street Address

City/Zip
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Doatrl Cm0 Prof+88ioarlo Course

ID
.‘_

Pollow-up

The answers to them questions aro very important. Please take
the time to answer each question carefully by filling in the blank
or circling the most appropriate response. All re8poames are
coafidontirl and no naaos will appear  on any forms or public8tions.

1.

2.

3.

.

4.

5.

6. If yes, approximate number:

7. In your opinion,
patient8 is:

the be8t place to treat healthy HIV+

Have you been immunized again& hepatitis B? a Ye8

If you have not been imized against
hepatitis B, do you plan to do so? 1  YSS

If you have not yet taken the'hepatitir vaccine, are
any of the following the reasons why? Circle all that
aPPlY. If you have been immunized, skip this question.

a. risk of infection is low i Yom
b. I require further information 1 Ye8
C* vaccine too expermive 1 Yes
d. vaccine safety not established to my

satisfaction z Y@8
e. I have had prior exposure 2 Yom
f. other : 1 Yea

By your beet estimate, what % of patients in your
practice are at risk for AIDS/HIV infection? -8

To your knowledge, in your career have you
ever treated patients who are HIV+ ot who
have had AIDS? 1 Ye8

.

2 I40

2 No

2 No
2 Loo
2 No

2 No
2 m
2 No -’ ---

2 MO

::
private practice
dental school

::
private hospital clinics *
existing public hospital clinics

e. special public health clinics

1



. .

.Y---.

a. If you have any concerzus about treating healthy HIV+
patients, which of the following are your greatest
concerns? Circle only 2 responses.

of you do not have any concerns, check here I 3
and skip this question.

a. If I treated HIV+ patients, I would be

b.
placed at increafod risk.
;taFld be difficult to deal with staff

c. If I ireat HIV+ patients my other patients
nay be reluctant to continue in my care.

d. I do not have the skills I need to
effectively and safely treat HIV+ patients.

l * I don't approve of the lifestyles of HIV+
patients.

f . I fear being overwhelmed with HIV+ patients.
g* Other:

9. In your practice, which ef the following procedures
do you use to mreen patients for HIV+/AIDS?  Circle all
that apply.

;:

::
e.

f.

If

A-w ras rmr
take a thorough medical history 1 3
do a thorough oral screening 1 r 3
take a thorough
ask patient8 if

drug-use history 2 2 3
they are at risk 1 2 3

list high-risk groups and ask if
they belong 1 2 3
take a thorough sexual history 1 2 3

you never screen, check here [ 1.

10. Presently in your practice, do you use gloves,
masks, and protective eyewear whan working
with all, selected, or none of your patients?

All Seleatsd  l@onm
Patiaatlr

a. gloves 3
b. mask 1' 1' 3
c. protective eyewear i 2 3

11. If you wear g1ove8,
every patient?

do you change them after
3 Ye8

12. Do you have a fonaal written infection cant+
protoool fox the management af yauv office? 1 YW

2 no

2mo

2



On a scale from 1 (completely disagree) to 5 (completely agree),
how do yqu feel about the following statements?

-.._..

13.

14.

1s.

16.

17.

18.

19.

20.

21.

22.

capl-ty caplctdy
dlugnr unc

Each dental professional has th8 right
to decide individually whether ar not
to accept healthy HIV+ patients. % 2 3 4 s

Professional standards should
be set by professional associations
and followed by all practitioners. 12 3 4 5

Each dental professional has the
right to decide individually whether
or not to accept patients infected
with hepatitis B. i 2 3 4 5

I would be more frightened caring
for a HIV+ patient than one with
infectious hepatitis. 1 2 3 4 5

AIDS patients deserve what is
happening to them. a 2 3 4 5

I have strong negative feelings
concerning intravenous drug users. 1 2 3 4 “_(;

I have strong negative feelings
concerning homosexuals. a 2 3 4 5

I know how to screen for the oral
manifestations of HIV infection. 1 2 3 4 5

I prefer to refer persons at risk
for HIV or persons who are HIV+
(but no medical complications) to
other dental professionals for
routine dental treatment. 1 2 3 4 5

Xf persons at risk for HIV or persons
who are HIV+ (but no nredical
coarglicationr)  come to me for routine
dental treatment, I will provide it. 12 3 4 5

Wo l inczoroly thmk you for pour p8rtioipation. Pleme  return
pour querrtionmire in the eaclorod l av~lopa.

3
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ID,

AID8 Trainer Program  course ~0110w-up

The answers to these question5 are very inrportant. Please take
the time to answer each qurrtion carefully by filling in tha blank
or circling the mo5t appropriate response. All r.8pons.5  5zo
aoafideatial aab a0 namoa will 8ppear on any form8 or publioationr.

1. Have you been immunized against hepatitis B? 1 Yes

2. If you have not been imnunizecl against
hepatitis 8, do you plan to do so? a Y5s

3. If you have not yet taken the hepatitis vaccine, are
any of the following the reason5 why? Circle all that
apply. Xi you have been immunized, 5kip this question.

::
risk of infection is low 1 Yes
I require further information 1 me

::
vaccine too expensive a Ye8
vaccine safety not established to my
8atisfaction a Ye8

8. I have had prior exposure a Yom
f. other: 1 Ye8

4. By your best rstimate, what % of patient5 in your
pm&ice are at risk for AIDS/HXV infection? -a

5. To your knowledge, in your career have you
ever treated patients who are HIV+ or who
have had AIDS? 1 Ye8

6. Sf yes, approximate number:

7 . In your opinion,
patient8 i5:

the best place to treat healthy HIV+

E:
private practice
dental school

::
private hospital clinics
existing public ho5pital clinics

e. apecfal public health clinics

2 100

2 HO

2 1so
2 HO
2 Ho

2 No
2 ai0
2 ml8

2 1so
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a. If you have any concerns about treating healthy HIV+
patients, which of the following are your greatest
concerrm? Circle only 2 responses.

Tf you do not have any concern& check here [ ]
and skip this question.

a. Xi I treated WV+ patients, I would be
placed at increased risk,

b. It would be difficult to deal with rtaff
fears.

c. If I treat HIV+ patients my other patients
may be reluctant to continue in my care.

d. I do not have the skills I need to
effectively and safely treat HIV+ patients.

e. I don’t approve of the lifestyles of HIV+
patients.

f. X fear being overwhelmed with HIV+ patients.
g- Other:

9. In your practice, which of the following procedures
do you use to screen patients for HIV+/AIDS?  Circle all
that apply.

it:

::
e*

f.

I f

AlW8p cbs aeuw
take a thorough medical history 1 2 3
do a thorough oral screening 1 2 3
take a thorough drug-use history 1 2 3 4
ask patients if they are at risk 1 2 3
list high-risk groups and ask if
they belong 1 2 3
take a thorough sexual history 1 2 3

you never screen, check here [ 3.

10.

11.

12.

Presently in your practice, do you use gloves,
masks, and protective eyewear when working
with all, selected, or none of your patients?

All seleoted Blone
P8tiaats

a. gloves a 2 3
b. mask 1. 2 3
c. protective eyewear a 3

If you wear gloves, do you change them after
every patient? a Yan 2 lo

Do you have a formal written infection control
protocol for the management of your office? a Yes 2 lo

2 'L./
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On a scale from 1 (completsly disagree) to 5 (completely agree),
how do YOU feel about the following statements?

13.

14.

15.

16.

.

17.

28.

19.

20.

21.

Each dental professional has the right
to decide individually whether or not
to accept healthy HIV+ patients,

Professional standards should
be set by professional associations
and followed by all practitioners.

z 2 3 4 5

1 2 3 4 5

Each dental professional hae tht
right to decide individually whether
or not to accept patients infected
with hepatitis B. & 2 3 4 5

I would be Bore frightined caring
for a HIV+ patient than one with
infectious hepatitis. 12 3 4 5

AIDS patients deserve what is
happening to them. a 2 3 4 f

I have strong negative feelings
concerning intravenous drug users. 12 3 4 5

I have strong negative feelings
concerning homosexuals.

I know how to screen for the oral
manifestations of HIV infectian.

1 2 3 4 5
s

1 2 3 4 5

I prefer to refer persons at risk
for HIV or

9
ersons who are HIV+

(but no med cal complications) to
other dental professionals for
routine dental treatment. 12 3 4 5

If persons at risk for HIV or persons
who are HIV+ (but no medical
complications) come to me for routine
dental treatment, I will provide it. % 2 3 4 s

22.
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The aut fur quortion8 relate 8peaificrally  to the crourre(r)
you have pr88eateb a8 l tr8iaet-

23. Do you feel the AIDS trainer continuing education course
you took adeguately prepared you to train other dental personnel
in the following areas? Please rerponsed for each area listed.

::
infection control i ‘II.8 2 Ho
clinical diagnosis/manifestation8
of HIV+/AXDS pat ients 1 988 2 No

C. clinical treatment of HXV+/AIDS patient8 1 Ye8 2 No
d. OSXA, MOM, federal and State

regulations % Ye8 2 NO

24. HOW many AIDS infection control courPe8 have you presented
since you took the instructor training course? If none,
p l e a s e  e n t e r  “0%

25. Approximately, how many individuals have attended these courses?
If none, please enter "0".

26. Based on your own experiences as e trainer since taking the
AIDS trainer course, how could the cour8e have been improved?
Please be as specific a8 pO88ib&e?

We siaaerely thank you for your participation. Plea80 return
your que8tioaaeire in the malO8Od envelope.

4



APPENDIXVI

Evaluation Conducted -- Virginia's Home Health Care Training Program



Summary Evaluation - AIDS/HIV Infection: A Home Care Response
Northern Virginia HIV Resource and Consultation Center

March 20, 1990

Number of participants: 35

Number of surveys returned: 29 (83%)

Rating Scale 5 = excellent
4 = good
3 = satisfactory
2 = fair
1 . :

= poor

Average
Ratina
3.66 1.

3.72 2.

3.63 3.

3.70 4.

3.78 5.

3.79 6.

3.73 7.

8.

Today's program will be useful for me in my daily

20 - very useful: 8 - somewhat useful: 1 - little

In general, the information I learned was useful:

work:

use

21 - very useful: 8 - somewhat

As a result of this program,
comfortable with HIV patients:

useful

I think I'll feel more

17 - a lot more comfortable: 10 - somewhat more
comfortable: 2 - was already comfortable

The Introductory Session/Exercise was helpful:

16 - very helpful; 7 - somewhat helpful

The Overview of AIDS was useful for me:

19 - very useful: 8 - somewhat useful;
1 - not very useful

The Infection Control section was useful for me:

23 - very useful: 6 - somewhat useful

The Symptom Management section was useful for me:

16 - very useful: 6 -

There was enough time

3- too much time: 26

somewhat useful

for us to ask questions:

- enough time



Summary Evaluation
March 20, 1990
Paw 2

9. In general, the presenters were knowledgeable:

26 - very knowledgeable; 3 - somewhat knowledgeable

10. There were some topics that we needed to cover, but
didn't get to:

3 - a lot: a - a few; 15 - nothing, we covered everything

0 universal precautions - 2
0 legal aspects - 1

11. For this type of program, was the time available
adequate?

6- too long; 26 - about right; 2 - too short

3.41 12. Was the meeting space comfortable?

14 - very comfortable; 13 - somewhat comfortable;
2- not very comfortable

3.82 13. Were the handout and reference materials helpful?

23 - very helpful; 5 - somewhat helpful

14. How did you hear about today's conference?

13 - brochure; 19 - via work

Ethnicity

Black - 11 Asian - 1 Caucasian - 15

Job Title

R.N. - 5
Nursing Assistants - 7
Physical Therapist - 1
Social Workers - 2
LPN - 1
Home Health Aide - 1
Other - 3



Summary Evaluation
March 20, 1990
Page 3

Sex

Female - 29 Male - 0

Less than 20 - 1
20-30 - 4
31-40 - 10
41-50 - 8
51-60 - 5
Over 60 - 2

Number of Years in Home Health Work

Less than 1 year - 2
1-2 years - 1
3-4 years - 2
5-6 years - 1
6-7 years - 3
Over 7 years - 11

Primary Site of Work

Hospice - 7
Home Health Agency - 1
Health Department (Home Health Division) - 5
Visiting Nurse Organization - 2
Hospital - 2
Other - 6

county

Alexandria - 2
Arlington - 11
Fairfax - 15
Loudoun - 0
Fauguier - 2
Falmouth - 2
Prince William - 2
Maryland - 2
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Summary Evaluation - AIDS/HIV Infection: A Home Care Response For
Professionals

Northern Virginia HIV Resource and Consultation Center
March 22, 1990

Number of participants: 98

Number of surveys returned: 85 (87% returned)

Rating Scale: 5 = excellent
4 = good
3 = satisfactory
2 = fair
1 = poor

Average
Ratinq
3.65 1.

3.87 2. In general, the information I learned was useful:

71 - very useful: 11 - somewhat useful

3.63 3. As a result of this program, I think I'll feel more
comfortable with HIV patients:

71 - a lot more comfortable; 34 - somewhat more
comfortable; 1 - not more comfortable; 6 - wasn't
comfortable

3.55 4.

3.80 5.

WA

The Overview of AIDS was useful for me:

66 - very useful; 15 - somewhat useful:
l- not very useful

3.62 6. The Infection Control section was useful for me:

51 - very useful; 29 - somewhat useful;
l- not very useful

3.69 7. The Medical Treatment/Case Management section was useful
for me:

Today's program will be useful for me in my daily work:

61 - very useful; 21 - somewhat useful -

48 - very useful: 22 - somewhat useful;



,r’ Summary Evaluation
March 22, 1990
page 2

4.0

3.31

3.78

8. There was enough time for us to ask questions: -

2 - too much time: 43 - enough time; 33 - too little time

9. In general, the presenters were knowledgeable:

85 - very knowledgeable

10. There were some topics that we needed to cover, but
didn't get to:

4 - a lot; 36 - a few: 17 - nothing, we covered
everything

o Changing Public's Perceptions of AIDS Patients
o More Specific Situations in the Home - 4
o Homophobia - 1
o Health Care Workers Fears - 1
o Community Resources

11. For this type of program, was the time available
adequate?

l- too long: 63 - about right; 16 - too short

12. Was the meeting space comfortable?

31 - very comfortable: 39 - somewhat comfortable; .
7- not very comfortable

13. Were the handout and reference materials helpful?

62 - very helpful; 17 - somewhat helpful

14. How did you hear about today's conference?

57 - brochure: 36 - via work; 7 - via friend

Ethnicity

Black - 9 Asian - 3 Caucasian - 66' American Indian - 2
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Summary Evaluation
March 22, 1990
Page 3

Job Title

Counselor - 6
LPN - 1
Nurse Practitioner
Physical Therapist
RN - 63
RT - 2
STD Rep. - 1
Social Worker - 8
Other - 1

- 2
Assistant - 1

Sex

Female - 82 Male - 3

Less than 20 - 0
20-30 - 13
31-40 - 30
41-50 - 10
51-60 - 10
Over 60 - 1

Number of Years in Home Health Work

Less than 1 year - 5
1-2 years - 10
3-4 years - 2
5-6 years - 2
6-7 years - 5
Over 7 years - 17

Primary Site of Work

Hospice - 10
Hospitals - 21
Home Health Agency - 13
Health Department (Home Health Division) - 14
Mental Health Care Centers - 3
Social Services Department - 4
Substance Abuse Treatment Programs - 2
Residental - 2
Visiting Nurse Organization - 6
Other - 2
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Summary Evaluation
March 22, 1990
Page 4

county

Alexandria - 18
Arlington - 17
Fairfax - 26
Fredericksburg - 2
Loudoun - 4
Centerville/Albemarle - 7
Fauquier - 1
Prince William - 9
Culpeper - 2
Front Royal - 1
Stafford - 1
Hampton - 1
Harrisonburg - 2
Washington DC - 3
Maryland - 6



MID-ATLANTIC AIDS REGIONAt  EDUCATION AND T R A I N I N G - R

-^ Home Health Care ‘IkaMq Sessions

Your comments ari hvaluable in helping us to plan for future programs. Please fill in
your respcmses  to the following questions. Thank very much!

‘--e.---.

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

.vvlll be useful for me III  IQ&&I  WQ&:

47 Very useful 36 Somewhat useful- 3 Little use L No real use

.dwasu.

57 Very useful ZSomewhat useful *_ Little use f No real use-

51 A lot more comfortable 32 Somewhat more comfortable 4 Not more comfortable
TNot uncomfortable

:

51 Very Helpful 3L Somewhat helpful _ Not very helpful _ Not helpful at all-
.

C tieMd2W Of-S WaS u s e f u l..

64 Very useful 24 Somewhat useful 3_ Not very useful _ Not useful for  me
. .-on was useful..

5A Very useful 2L Somewhat useful 4_ Not very useful L Not useful for me

--.._l

. .Tr- 2. .

37 Very’useM &mewhat useful 6, Not very useful  l_ Not useful at alI

I Too much tinu28f_ Exxtiy enou& time 6, Too little time ‘, No time at all

L-C
8'JV+j&d+&&- :: -what irnowledgeable _ Not very knowledgeabie

_; 1..

A lot of thinqr’ AferP~2~Notbin&wediditti

please Ii&t those  topici

OVER  P L E A S E !  I-’ IV Drug Use l-Resources list
l-More on infeition control 4.Nursing assesment .'d
l-Foster care l-Workplace precautions
l-Impact on Social Services 2-Legal issues
4-Community resources 7-Vedications  and medical management



-

11.

11.

12.

13.

. .
FodUypofgu2gtuaw~thea~P

Too long 76 About right 2 Too short.-.

t 2

48 Very comfortable 27 Somewhat comfortable 2 Not very comfortable
.

Were the sandreference  s?

53 Very Helpful _- 25 Somewhat helpful l_ Not very helpful _ Not helpful at all

)iow did a about ,toe?

50 Brochure/flier 1 From a friend 2 Other
m Through my work - Radio/television_ mase specify:)

Please tell us a little about you: (Check one for each category)

’ AmericanIndian/Eskimo  ' Asian
-?8- Black 49 Caucasian (white)

Hispanic/Latin0
- Other (Please specify)

Nurse Practitioner
42 Registered Nurse
T Nursing Assistants

Dietitian 12 Social Worker
1 Counselor 3 Licensed Practical Nurse
11 Home Health Aide - Other (Please specify)_

a-72 Female 4 Male +
Case Manager
Educator

AIS -

Less than 20 26 3140
= 20-30 2 8  41-50

1
+

51-60
Over 60

care? -
8 34years

T545yean
5 67year-

-0ver7years
* ._ Nz&~plicabie  (not in homehtaltlr  can&_

Please indicatu-your  pzinwy  sit&of work:-  ---. .:. -
. 5 Hospice
-c< Home Healtb Care .Agenq/DepWm~S,.
27 Public Health Department,
2 Visitiq Nurse
1 Other (Pie

organhtio~
-i;rg home

YOU I

13 Hospital 2 Nurse educator
3 Case manager/Rehabilitation 1 ~~~~~~~~
9 Social Services 1 Administrator.



Summary Evaluation - AIDS/HIV Infection: A Home Care Response
Northern Virginia HIV Resource and Consultation Center

March 28, 1990

Number of participants: 48

Number of surveys returned: 46 (96%)

Rating Scale: 5 = excellent
4 = good
3 = satisfactory
2 = fair
1 = poor

Average
Ratinq
3.59

3.76

3.63

3.55

3.61

3.52

3.65

1.

2.

3.

4.

5.

6.

7.

Today's program will be useful for me in my daily work:

28 - very useful; 17 - somewhat useful; 1 - little use

In general, the information I learned was useful:

35 - very useful; 11 - somewhat useful

As a result of this program, I think I'll feel more
comfortable with HIV patients:

U
29 - a lot more comfortable: 17 - somewhat more
comfortable;

The Introductory Session/Exercise was helpful:

24 - very helpful; 20 - somewhat helpful;
2- not very helpful

The Overview of AIDS was useful for me:

29 - very useful; 16 - somewhat useful;
l- not very useful

The Infection Control section was useful for me:

25 - very useful; 20 - somewhat useful;
l- not very useful

The Symptom Management section was useful for me:

27 - very useful; 12 - somewhat useful;
l- not very useful

\_:
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Summary Evaluation
March 28, 1990
Page 2

3.40

3.85

8.

9.

10.

11.

12.

13.

14.

There was enough time for us to ask questions: -

2 - too much time; 39 - enough time: 4 - too little time

In general, the presenters were knowledgeable:

42 - very knowledgeable; 4 - somewhat knowledgeable

There were some topics that we needed to cover, but
didn't get to:

l- a lot; 8 - a few; 28 - nothing, we covered everything

o More on Safer Sex - 1
o Treatment Plans For AIDS Patients - 1

For this type of program, was the time available
adequate?

4 - too long; 38 - about right; 3 - too short

Was the meeting space comfortable?

21 - very comfortable: 21 - somewhat comfortable;
3 - not very comfortable

Were the handout and reference materials helpful?

39 - very helpful; 7 - somewhat helpful

How did you hear about today's conference?

13 - brochure; 19 - via work; 1 - friend; 1 - radio;
l- school

Ethnicity

Black - 12 Asian - 1 Caucasian - 30

2 - Hispanic/Latin0 2 - Other
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Job Title

CBO - 1
Clinic - 10
College - 1
CSB - 1
Ex. Dir. - 1
Hospital - 3
Intake - 2
Nursing Homes - 2
Nurse Sup. - 1
Pharm. Rep. - 1
PMD's office - 1
Physical Therapist - 1
Physical Therapist Assistant Students - 10
Social Service Department - 2
Volunteers - 1

Sex

Female - 42 Male - 4

Less than 20 - 1
20-30 - 11
31-40 - 12
41-50 - 15
51-60 - 4
Over 60 - 2

Number of Years in Home Health Work

Less than 1 year - 3
l-2 years - 5
3-4 years - 4
5-6 years - 3
6-7 years - 1
Over 7 years - 10

Primary Site of Work

Hospice - 3
Home Health Agency - 12
Health Department (Home Health Division) - 8
Visiting Nurse Organization - 2
Other - 2
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county

Alexandria - 1
Arlington - 13
Fairfax - 26
Loudoun - 0
Fauquier - 2
Prince William - 3
Washington DC - 1
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APPENDIXVII

Evaluation Conducted

Evaluation of VARC's "AIDS in Adult Institutions"
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AIDS TRAINING PROGRAMS FOR ADULT INSTITUTlONS

NEEDSASSESSMENTSURVEY

1. What Is your bccupetion?

Cl Counsafor
0 T8d-W

c l

0

Trainhg  Officer

Other (please specify)

2. What region of the state do you work in?

c l
cl

Northwest
Notthem

Cl
a

S o u t h w e s t

cl
Central
Eastern

3. What is your best estimate of the total number of AIDS cases in your region of the state?

0
a  5:::
a 101-200

1 20’-300301-400
401-600

nwre  than 500

4. What I8 your best estimate of the total number Of AIDS cases in the COrrectiOnal faCilitieS in YOUr
region?

0 l-10

a II-26

c l

cl
26-50
51 - 76

q 75-100

a more than 100

5. Since you heard about  AIDS, have you worked wfth inmates who YOU knew to be. . .

YESBQ

iv drug U88M q u

Gay or Bisexual men 00
HIV-inf8ctad q u

6. Have you worked with lnmatas who you 8uwected we. . +

Yaw

IV drug ueem CID

Gay or Bisexual man au
HIV-infected ~00



7. How willing are you to work with Inmates who are . . .
SOME NOT NOT

v!mY Yam TB ATALL

IV drug users cl0 cl cl

Gay or bisexual men q  a o o

HIV-infected clcl a 0

8. Whkh  o4  the foliowlng statements are true about a person who has a ‘confirmed pOSlllve antibody
twV,  that is when both the ELBA  results AND the Western  blot reSult$  nr0  pOSftiVe.

DON’1
m FALSE KNOW

A CONFIRMED POSITIVE ANTIBODY TEST
MEANS THAT A PERSON , , .

Will develop AIDS
Has AlDS
Is immune to the vtrus
Is cartyfng the AIDS virus
Can transmit the AfDS  virus to others

1 2
1 2 88
1 2 8
1 2 8
1 2 8

9. Which of the dowing statements are true if a person recefves a nsgstive test result, that k when
both the ELISA reruns AND the Western blot results are negative.

DON’T
TX F&&B@%

A NEGATIVE TEST MEANS THAT A PERSON IS. . .
Definitely not carrying the virus
Probabfy not carrying the v&us
Cannot acquire the virus
Can still get the virus from others

1 8
1 I 8
1 2
1 2 :

10. How Likely do you think it is that a person wtll contract the AIDS vlt’us if they . . .

SOME NOT NOT
m y’@&J  VERY At ALg

Sit in the same room with 1 2 3 4
an HIV Infected person

Hug an HIV Infected client 1 2 3 4

Touch chalr~, paper, penclk 1 2 3 4
or other objects that an HIV
Infected client has touched

11. Whkh,  ff any of the folkwing groups of peopte  do you feel should be screened, thar k tested for
the AIDS  virus?

People who are being admitted to the hospital
People who are going to have surgery
Peopre who handle food In public places
People  who are enterlng prison
Pregnant women
People who are gettlng marrlsd
Physicians
Other health care workers

2s
BWxUd people
ProstftltteS
Ndrugusem
Other  (%eofM

DON‘T
YBNOUQ!!!!!

: : 3 3
1 2 3

1 21 2 :
1 2
1 2 :

1 21 2 3
1 2 3

: 2 2 3
1 2 3
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12. How likely do you think it Is that a person could become HfV-infected  from....
SOME NOT NOT

!mYIYHaIYmYALALL
Having a Wood  transfuslon I 2 3 4
Donating blood 1 2 4
Using public  facliltles,  such 1 2 : 4

as buses, telephones, etc.
Using public toilets 1 2 3 4

13. f+c+cfefy  do you think ft is that a person could become HiV.lnfe.ctsd  if a person who Is
. . *

SOME NOT NOT
m ‘&jj& Vm  A T  AL&

Kissed them on the cheek 1 2 3 4
Kissed them on the mouth 1 3 4
Shook hands with them 1 : 4
Had sexuaf Intercourse 1 2 3 4

wlthouf using  a condom
Shared an IV needle  with them 2
Coughed or sneezed on them 1 2 : t
Llvecl In the same house with them 1 4
Shared a razor or a toothbrush 1 I f 4

14. The foffowfng statements are suggestions that have been made  about dealing  with the proMem  of
AIDS. For each one, please lndlcate  if you strongly agree (I), agree (2) disagree  (3) or strongly
disagree (4).

a!I P sp
Health care workers who work with 1 2 3 4

f-m/-Infected  clients should be
pafd more money

Empto
z

era should have the right to 1 2 3 4
test t elr ernpfoyees  for HIV

Lsws  should  be passed to protect 1 2 3 4

g
eopfe  from dlscrlmlnatlon
ecause  of HIV/AIDS

Medical dlnfcs should be set up 1 2 3 4
to provide  treatment for HIV-
fnfectsd  people

People  with AIDS should be 1 2 3 4
fsolated  or quarantined

Publfc fnstitutlons should not have 1 2 3 4
to admft HfV-Infected patients/clients

People should be able  to refuse 1 2 3 4
to work wfth HIV-infected clients

15. How Ifkefy  do you think it is that you personally will become HIV-infected?

c l
Cl

very Ifkefy

cl
somewhat  likely

a
N6( too Ilk&y
Not at a! Ifksfy

16. How much do you fed you know about AIDS/HIV infection?

a A@
q lSoma
cl Not very  much
q Nothing

17. Have you been tasted for the HIV/AIDS antibody?

c lYES
IZINO

IF YES, have you received a positive result from one or more of the times you have been teS&Q

Cl YES
0 NO
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18. Nhlch  of the following topics related to AIDS would you like to have  more information about? \.-
(circle all that apply)

MedIcal  Information about AIDS . . . . . . . . . . . . . . . . . 01
AIDS-related symptoms ....................... 02
Psychdnglcal  effects of AIDS .................. 03
Psychdogical  affects of HIV-infection ............. 04
Legal aspects of AIDS . . . . . . . . , . . . . . . . . . . . . . . 05
Effects on petlents’  Ives .. , ................... 06
Whattypeolcarelsneecied ................... 07
Howmuchcarelsnssded.. . . . . . . . . . . . . . . . . . . . 08
Methods of AIDS prsvention ................... 09
Advances In treatment/pravention . . . . . . . . . . . . . . . 10
How to give preventive education ............... 11
Community resources for dealing with

people who are HIV-infected .. , ............... 12

Community resources for helping  family
and friends of HIV-infected IndMduels ........... 13

MedIcal  care for HIV-Infected Indivlduels .......... 14
Financlel  help for HjV-Infected IndMduals .......... 15
Effects on family and friends ................... 16
Antibody testing ............................ 17
InfectIon control ............................ 18
Civil rights of AIDS/HIV-Infected indlvlduals ........ 19
other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20

19. What do you plan to do with the Informetlon  you learn from thls AIOS  Tralnlng  Program?
(check all that apply)

Dlssemlnate  Information about AIDS and HIV-infection to other staff

Provide tralnlng  programs for other staff about AIDS  and HIV-lnfectlon

Serve as the AIDS/HIV-infection resource person In my organization

l.eem to protect my&f from lnfsction

Better inform others how to protect  themselve6

Provide approprtate  counseling for HIV-infected individuals

Pfovldr appropriate  counseling  for families of HIV-infected individuals

Oetermlne  my rote In meeting the educetlonal  needs of clients  dUrlng  IrICarCeration

DetermIne  my rots in meeting the &oatio-naf  nesds of clients upon r&es& Into the CommunQ

ldentlfy community resources and local AIDS service organirations
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AIDS TRAINING PROGRAMS FOR ADULT INSTITUTIONS

FOLLOW-UP SURVEY

1. How relevant to your job requirements  did you find the information presented during the AIDS
Training? (please check one)

Cl Very relevant

cl somewhat relevant

u Not too relevant

Cl Not at all relevant

2. How useful dii you find the informatlon presented during the AIDS Training session for Ihe followlng
areas of interest7 (circle one for each topic)

SOME NOT NOT
&!zBYwnAT:  !M!YAT

General ovewlew of HIV infection 1 2 3 4
Medical aspects of HIV infection 1

5 33
4

Scopa and trends of HIV problem 1 4
Infection control/unfversal  precaution 1
Counseling issues 1 f

3
t

Risk reduction 2 i: 4
Community resources 1 2 3 4

3. What Is your occupation?

0 Counselor

0 Teacher

cl
cl

tralnlng  Officer

Nurse

0 Other (please specify)

4. What Is your best estimate of the total number of AIDS cases in your realon of the state?

cl l-59

0 51 - 1’00

CI 101 -200

Cl 201-300
0 301-400

a 401-500

Cl more than 500

5. Wh&;  your best estimate of the total number of AIDS cases in the correctional facilities in Your

0 1 - 10

0 11 -25

q 26-60

E l 61 - 76

0 76-100

q more than 100

6. How willing are you to work with Inmates who are . . .

IV drug usera

Gay or blaexual  men

HIV-infected

SOME NOT N O T
!fEBYl!!!wa  IQQALALL
CJU on
00 cmau q cl
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7. Which  of the following statements are true about a person  who has a ‘confirmed positive  antibody
test”, that I8 when both the EUSA  roruH8  AND the Wedem  blot resultk  are positive.

FA‘sETRUE

A CONFIRMED POSITIVE ANTIBODY TEST
MEANS THAT A PERSON . . .

Will develop AIDS 2 8
Has Al DS : 2 8-
Is Immune to the virus 1 2
Is carfylng  the AIDS virus 1 2 t
Can transmit the AIDS drus to others 1 2 8

8. Which of the fotlowlng  statements are true If a person receives a negative test result, that is when
both tho ELISA results AND the Western blot rosuftr  are negative.

DON’T
F A L S E  KNMTRUE

A NEGATIVE TEST MEANS THAT A PERSON IS . . .
Definitely not carrying the vlrds 1 2
Probably not carrying the virus 1 2 :
Cannot acquire the virus 1
Can still get the virus from others 1 I t

9. How Likely do you think it is that a person will contract the AIDS virus If they ,.,

SOME NOT NOT
Yssy J@!AI VERY AT ALL

Sit In the Same room with I 2 3 4
an HIV lnfecred person

Hug an HIV Infected client 1 i 3 4

Touch chairs. paper, pencils
or other objects that an HIV
Infected client has touched

1 2 3 4

10. Which, if any of the followlng  groups of people do you feel should be screened, that is tested  for
the AIDS virus? ‘i_l

DON’T
M l!!MYi

People who are belng admitted to the hospital
Peapfe who are going to have surgery
People who handle food in public places
People who are entering prison
Pregnant women
Peopre  who are getting  married
Physicians
Other health care workers
Gay men
Lesbians
BlSSXual  people
Pf0stitutes

:

t
1

f i
2
2 :
2 3

I j3
2 3
f 3

3
2 3
2 3
2 3

11. How likely do you thlnk lt Is that a person could become HIV-infected from....
SOME NOT NOT

=Ml!II YEexAT
Havtng  a blood transfusion 1 2 3 4
Donating blood : 2 : 4
Using public facilities, such 2 4

as buses, telephones, etc.
Using public  toilets 1 2 3 4
Had sex wlth an HIV-Infected person 1 2 3 4

wlthout using a condom
Shared an IV needre with an HIV- 1 2 3 4

infected person
Was coughed or sneezed on by an 1 2 3 4

HIV-infectad  parson
Lived in the same house with an 1 2 3 4

HIV-tnfected  person
Shared a razor or a toothbrush 1 2 3 4

with an HIV-Infected person



12.

13.

14.

1s.

16.

.

The following statements are suggestions that have been made about daaling with the problem of
AIOS. For aach one, please indicate if you strongly agree (1). agree (2), disagree (3)  or strong:y
disaclree  t41._. .,

se9 P
Health care workers who work with 1 2 3

HIV-infected clients should be
paid more money

Employers should have the right to 1 2 3
test their employee: for HIV

Laws should be passed to protect 1 2 3
people from Ulscrlmination
because of HIV/AIDS

Medical cllnlcs should be set up 1 2 3
to provlde treatman for HIV-
infected people

People with AIDS should be 1 2 3
Isolated or quarantined

Public  Institutions should not have 1 2 3
to admit HiV.infected  patients/clients

People should be able to refuse 1 2 3
to work with HIV-infected clients

How likely do you think it is that you personally will become HIV-infected?

q
c l

Very likely

c l

Somewhat likely

c l

Not too likety

Not at all likely

it!2
4

4
._

4

4

4

4

4

How much do you feel you know about AIDS/HIV infecrion?

a A lot

cl Some

a

c l

Not veryinuch

Nothing

Have you been tested for the HIV/AIDS aniibody?

c] ON0Y E S

IF YES, have you received  a positive result from one or more of the times you have been tested?

0 YES DNO

Which of the following topics related to AIDS would you like to have more information about?
(circle all that apply)
Medical  fnformatlon  about AIDS . . . . . . . . . . . . . :. . . . . . . . . . . . . . . 01
AIDS-related symptoms ................................... 02
Psychdogkal effects of AIDS .......... ;. ........... , ...... 03
Psychological effects of HIV-infection ......................... 04
LegafaspectsofAlDS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 05
Effects on patients’ lives .................................. 06
Whattypeofcarelsneedad . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 07
How much care is needed . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 08
Methodsof AIDS prevention . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 09
Advances In treatment/prevention . . . . . . . . . . . . . . . . . . . . . . . . . . . 10
How to give preventive education ........................... 11
Community  resources for deattng  with

peopte who are HIV-infected .............................. 12

Community resources for helping family
and friends of HIV-infected Individuals ....................... 13

MedicalcareforHIV-infectedindividuals . . . . . . . . . . . . . . . . . . . . . . 14

Financial hetp  for HIV-Infected individuals ...................... 15
Effects on family and friends ................................ 16
Antlbodyt@ng . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17

Infectloncontrd . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16
’Civil rights  of AIDS/HIV-infected individuals ................ , ... 19
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a 1.

17. Please’list  any AIDS reiated areas in which you think additional training wouM  be beneficial.

--- -_
.

18. What have you done with the information you learned fro.71 the AIDS Tralnlng Program?
(check all that apply)

cl Disseminated information about AIDS and HIV-infection to other staff

cl Provlded training programs for other staff about AIDS and HIV-infection

cl Serve as the AIDS/HIV-infection resource person in my organization

0 Learned to protect myself from  Infection

cl Informed others how to protect themselves

Cl Provided counseling for HIV-infected individuals

’ cl Provided counseling for families of f-NV-infected  Individuals

“Cl Oetermined my role in meeting the educational needs of clients during incarceration  _

0 Determined my role in meeting the educational needs of clients upon release Into the community

0 ldontlfied community resources and local AIDS service organlzatlons

OTHER



MEMORANDUM

FROM: Sylvia K. Scherr, Administrator d*

Maryland AIDS Professional Education Center
University of Maryland at Baltimore

TO: Faculty, "Basic HIV Counselor Course"
May 29 - June 1, 1990, Hagerstown, Maryland

DATE: August 28,199O

Enclosed for you is a sample evaluation form used by the
participants in this course, and our new computerized tally of
their evaluation ratings. The format reflects the evaluation form,
and provides you with participants ratings of success in attainment
of objectives (columns K - U), speaker effectiveness (only yours
is provided), and overall educational quality (column AI) and
usefulness (column AJ). These catagories were rated according to
the following scale:

r‘-
Not effective = 1 2 3 4 5 = Very Effective

In addition to the numerical rating, students written comments in
section three are also included for your information, as is
participant performance on the knowledge assessment pre and post
course. I know this format is not quite as readable as our prior
one, and that less information is provided to you regarding your
individual presentation. However, it is far less laborious for the
participants and the staff to collect and produce, and now that our
course is on such an even keel, it seemed unnecessary to continue
to collect as much data as was appropriate earlier. It is hoped
that this information will still be useful to you.

The participants professions are as listed below:

1. A.A. 2. B.A. 3. B.S.N.
4, BFA, MFA 5. MS 6, RN
7. L.G.S.W. 8. M,ED, 9. MS, CRNP
10, B.A., CAC 11. M.S.W., L.G.S.W.

Your assistance and continued participation in this important
training are most appreciated, The Maryland AIDS Professional
Education Center looks forward to continuance of our mutual
collaboration on this outstanding educational offering. Thank you,

/-.
Enclosure
bc: Jonathan Cohn, MD Joyce Harper, MD

Claire Walsek, RN,MS Iris Beard, M.E.D.
Sarah Bur, RN, MP John W. Warren, MD
Joan Garrity



AIDS-RELATED KNOWLEDGE AND AlTlTUDES

STAFF NEEDS ASSESSMENT

VIRGINIA DEPARTMENT OF CORRECTIONS

LIST OF FIGURES
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EXPERIENCE WITH AIDS/HIV
CORRECTIONS STAFF

I I

TOTAL

M.H. CLINICIANS

MEDICAL STAFF

NON-CARE PROVIDERS

I I

0% 20% 40% 60% 80% lOti?

- WORKED WITH KNOWN m WORKED W/ SUSPECTED
HIV INFECTED CASES HIV INFECTED CASES



100%

8 0 %

6 0 %

4 0 %

2 0 %

0 %

*

PERCEPTION OF PERSONAL RISK
CORRECTIONS STAFF

- TOTAL m M.H. CLINICIANS

m MEDICAL STAFF m NON-CARE PROi/lDERS

LIKELY Td BECOME *
INFECTED

I

HAVE BEEN TESTED ,

% responding somewhat or very likely



WILLINGNESS TO PROVIDE,CARE
CORRECTIONS STAFF

M.H. CLIN

MED

NON-CARE PROVIDERS

TOTAL

ICIANS

IICAL STAFF

I : :

100%

- IV DRUG USERS m GAY/BI-SEXUAL  MEN

kiid KNOWN HIV INFECTED
I

*Percentage noting somewhatby  willing
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c

MISCONCEPTIONS ABOUT RISK OF TRANSMISSION

CORRECTIONS STAFF’

M.H. MEDICAL NON-CARE
TOTAL CLINICIANS STAFF PROVIDERS

OVERESTIMATION OF RISK

Having a blood transfusion 72 80

71

68

60

65

7168Being coughed or sneezed on
by an HIV-infected person

Sharing a razor or a toothbrush
with an HIV-infected person

78 79 72 85

Living in the same household
with an HIV-infected person

Being kissed on the mouth
by HIV-infected person

45 45 39 51

4 044 48 43

39 l *Donating blood 53 23 36

41 33 32

35 20 30

Using public toilets 36

Being kissed on the cheek
by HIV-infected person

29

Using public facilities, such
as buses, telephones, etc.

26 31 19 26

Shaking hands with an
HIV-infected person

18 20 14 19

UNDERESllMATlON  OF RISK

Sharing an IV needle with
an HIV-infected person

6

11

5

9

5

10Having sexual intercourse
without using a condom
with an HIV-infected person

*

l *
Percentage overestimating/underestimating risk
Significant at c.01



KNOWLEDGE OF TESTING

CORRECTIONS STAFF l

TOTAL CL, f%ANS
MEDICAL NON-CARE

STAFF PROVIDERS

A ~~N~~RMED  PosmvE AN~SODY
TEST MEANS THAT A PERSON . . .

Will develop AIDS (don’t know) 28 28 20 36

Has AIDS (false) 58 56 66 52

Is immune to the virus (false) 78 69 91 79

Is carrying the AIDS virus (true) 89 86 100 83

Can transmit the AIDS 84 ** 82 96 73
virus to others (true)

/--

A NEGATIVE TEST MEANS THAT
A PERSON IS . . .

Definitely not carrying
the virus (false)

Probably not carrying
the virus (true)

Cannot acquire the virus (false) 83 80 87 85

Can still get the virus
from others (true)

61 59 74 53

72 78 61 73

86 83 94 85

f-----\  * Percentage responding correctly
** Significant at c.01
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GROUPS WHO SHOULD BE TESTED FOR AIDS VIRUS

CORRECTIONS STAFF l

TOTAL CL, f%ANS
MEDICAL NON-CARE-

STAFF PROVIDERS

People who are being
admitted to the hospital

71 ** 70 59 84

People who are going
to have surgery

87 90 85 86

People who handle food
in public places

73 ** 76 53 84

People who are entering
prison

87 90 80 90

Pregnant women 82

People who are getting
married

83

85

86

77

74

84

88

Physicians 71 l = 77 52 82

Other health care workers 71 ** 77 52 81

Gay men 82 84 81 80

Lesbians 78 81 74 77

Bisexual people 81 84

94

97

83 76

Prostitutes 91

91

90 88

IV drug users 87 89

*
Percentage responding yes, of those who answered yes or no.

** Significant at c.05
“Don’t know“ was coded as missing.



GROUPS WHO SHOULD BE TESTED FOR AIDS VIRUS

CORRECTIONS STAFF l

TOTAL CLlfZNS
MEDICAL NON-CARE

STAFF PROVIDERS

People who are being
admitted to the hospital

People who are going
to have surgery

People who handle food
in public places

People who are entering
prison

Pregnant women

People who are getting
married

Physicians

Other health care workers

Gay men

Lesbians

Bisexual people

Prostitutes

IV drug users

*
*t

71[95

87 15)

73 (7j*

87 (6)

82(7)

78 @)

8’ (6)

91 C7)

9’ C7)

70 cq

86 CQ

76 cS>

96 (7)

85 (3)

86 Cs)

77 (IZJ

77 c n)

84 (7)

81 CL\)

84 (7)

94 (7)

97 (9)

59 (9 1

85 CLf)

53 (10)

86 (8)

77 W

74 (6)

52 (6)

52 IS)

81 lo>

74 [a)

83 (0)

90 (2,

8’ (2-I

Percentage responding yes, of those who answered yes or no. “Don’t know” was coded as missing.
Significant at c.05



AlTlTUDES AND OPINIONS

CORRECTIONS STAFF *

TOTAL CLI!l&NS
MEDICAL

STAFF
NON-CARE
PROVIDERS

Health care workers who work
with HIV infected clients
should be paid more money

83 78 89 83

49 l *Employers should have the
right to test employees

40 44 65

72 81 74Laws should be passed to
protect people from discrimination
because of HIV/AIDS

75

Medical clinics should be
set up to provide treatment
for HIV-infected people

96 95 96 96

People with AIDS should be
isolated or quarantined

30 30 29 30

Public institutions should
not have to admit HIV
infected patients/clients

17 12 21 21

People should be able to
refuse to work with
HIV infected clients

52 56 44 53

t
Percentage agreeing

** Significant at c.02
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AIDS RELATED TOPICS RESPONDENTS WOULD LIKE MORE

CORRECTIONS STAFF *

INFORMATION ON

TOTAL CLll%NS
MEDICAL NON-CARE

STAFF PROVIDERS

AIDS-related symptoms 61

Psychological effects
of AIDS

Legal aspects of AIDS 58

Advances in treatment/
prevention

Medical information
about AIDS

How to give preventive
education

Psychological effects
of HIV infection

Methods of AIDS prevention

Infection control

Civil rights of AIDS/HIV
infected individuals

Community resources for
people who are HIV infected

Antibody testing

Type of care needed

Medical care for HIV
infected individuals

Effects on family and
friends

Community resources for
helping family and friends

Financial help for HIV
infected individuals

Effects on patients’ lives

How much care is needed

59

55

54 48 60 56

53 47 53 61

51 56 47 47

47 46 36 58

45 39 54 44

44 48 34 47

44 48 42 40

43 44 38 46

43 42 45 42

40 ** 36 60 28

39 38

38 42

37 41

36 39

28 25

57 64 63

65 58 51

59 53 63

49 60 60

29

33

29

33

31

49

37

39

33

32

Percentage responding yes
** Significant at <.Ol



PLANS  FOR INFORMATION LEARNED AT AIDS TRAINING PROGRAM

CORRECTIONS STAFF l

TOTAL CLIkNS
MEDICAL NON-CARE

STAFF PROVIDERS

Disseminate information
to other staff

69 63 69 77

Provide training programs
for other staff

25 ** 14 24 42

Serve as AIDS/HIV resource
person in organization

Learn better to protect
myself from infection

Better inform others how
to protect themselves

Provide appropriate
counseling for HIV
infected individuals

Provide appropriate
counseling for families
of HIV infected

Determine role in meeting
educational needs of clients
during incarceration

Determine role in meeting
educational needs of clients
upon release

Identify community resources
and local AIDS service
organizations

25 23 27 26

62 58 65 63

72 ** 60 85

l *

45 60

17 20

56 57 60 53

32 35 36 23

36 43 33 28

47

14

77

21

14

*
t* Percentage responding planned to do activity

Significant at c.01



___-____-___m_-_

I

--_______-_____
Like1 ihood o f  prrwonal ly

becoming HIV infected
Very I ikrly.. . . . . . . . . . . . .
Sonowhat I i kely.. . . . . . . . .
N o t  t o o  l i k e l y . . . . . . . . . . .
N o t  a t  a l l  l i k e l y . . . . . . . .
-----~--I_--
Personal knowledge about

AIDS/HIV  infect ion
A  l o t . . . . . . . . . . . . . . . . . . . .
S o n . . . . . . . . . . . . . . . . . . . . . .
N o t  v e r y  m u c h . . . . . . . . . . . .
N o t h i n g . . . . . . . . . . . . . . . . . .

- - -
Boon torted for HIV
YII......................
N o . . . . . . . . . . . . . . . . . . . . . . .

----I-
R e c e i v e d  a positive teat

rraul t
YO8...........,..........
N o . . . . . . . . . . . . . . . . . . . . . . .

Total Occupation I Region of  state
__-____-~_~__~__~~~~_~_~~~_~_~--~~~+~~---~~~~----~~~~--~~~~_-~~~~___~~~__~-~~~_~___ I

M.H. I Medical
I

Non-care Western Northern
:I inicians staff providers I I
-~~~~---~-~----~~~~~c--~~~~~~+~-~~~~~~~+~~~~~-____

Nl % I NI X I Nl X I Nl X I Nl X_____+~~~~~+~~~-+~~~~_+~~~~_+_~___+~~~~~+~____+~____+_____

C e n t r a l  I E a s t e r n
I----_______+_-____-_

NI X I
I

Nl X_+--_-_-_+--_-_-_ I

N X

0 0%
4 11% 78 1::

15 43%
I

21 40%
16 46% 16 36%

----_-_+_-_-_-_-_ -+.__-_-_-+--_-_--_

8 23%
25 71% 3 : 75::

: ::
10 23%
0 6%

-+-

35 44% 3 2  5 9 %
34 4 3 % 13 24%

2: 1:xX
89 48%
74 40%

0
21 42% 2
27 51%

~--_-_-_+_-_-_-_-_

9 17%
45 I 83%

: 1:x”
23 49%
181 38%

29 I 52%
23 41%

.+----_-+---_--_
I

3: 6::
8 14%

39 79%
10 2 1 % 9 16%

1 2% 01 0%

1-+-

,+-
I.+-
I

I
.+-

.+-

I,+-

25 13%

‘f! :;:
1 1%

---_-_+__-_-__

29 16%
I158 84%

5: 7%:: 35 13 24% 65%
15 19% 6 11%
9 0% 0 0%

.-~~~+~_~__+~_~_~+-__-

I I
9%1: -91% I

13%
: 88%

3 11%
24 89%

Rocrived a poritivo  test
rorul t

;;,.......,.............. ,...................... 164 86% 69 06% 47 85% 48 66% 92% 89% 81%N o . . . . . . . . . . . . . . . . . . . . . . . 2: 1:: 1 : 1::: : rSZ : 1;: :: 1 591 s 89%:xX j 291 t tee:: / 371  f!l 1;:: 1



T a b l e  2  : E x t e n t  o f  E x p e r i e n c e

--_____-____________--------_________-_--__________________________________________________________________________________

______m--------a_--------

Worked w/inmates - known
IV d r u g  users

Y e s . . . . . . . . . . . . . . . . . . . . . .
N o . . . . . . . . . . . . . . . . . . . . . . .
-___________-______----
Worked w/ inmates - known

gay or  b isexual  men
Y e r . . . . . . . . . . . . . . . . . . . . . .
N o . . . . . . . . . . . . . . . . . . . . . . .
____________-_______----
Worked w/inmates - known

H I V  i n f e c t e d
Ye8......................
N o . . . . . . . . . . . . . . . . . . . . . . .

Worked w/suspected IV
d r u g  users

Y e r . . . . . . . . . . . . . . . . . . . . . .
N o . . . . . . . . . . . . . . . . . . . . , . .

Worked w/suspected gay or
bloexual  men

Yer......................
N o . . . . . . . . . . . . . . . . . . . . . . .

T o t a l

N XI
.---_--+---_--_

178 94%
11 6%

._____ + _____

164 97%
6 3x

._____ + _____

149 63%
38 17%

1 6 4  9 7 %
5 3x

164 96%
4 2x

O c c u p a t i o n I R e g i o n  o f  s t a t e
~---------_______________________---+-----_______-___________--_______-_-------__~~~

M.H.
I

M e d i c a l
I

Non-core
I

W e s t e r n 1 N o r t h e r n C e n t r a l 1 E a s t e r n
Cl i n i c i a n s s t a f f p r o v i d e r s I I
i----_-_____+________---+------_-___ +---------__+-------_---+_______----+-----~~_~~~

Nl % I NIXI NIXI Nl X I NI X 1 NI X 1 NI X
~_____+____-+-----+--___+____-+-----+-__--+-----+-----+----- +-_---+----_+-----+-----

.~----+_____+-----+--___+-----+----_+___-_+-----+_____+_____+_____+_____+_____+___--

7:/ 9:: / 5:~16z~ / “:/ 93: 1 4:i 9:: / 5;/ 16:: 1 ‘:/ 9:: j 4:i 16::

.-----+~~~~~+_____+_~~~~+_____+___+--_+__-__+-_---+_____+____-+_____+___--+_____+-----

Worked w/suspected to be ’
H I V  i n f e c t e d

Ye8...................... 164 98%
N o . . . . . . . . . . . . . . . . . . . . . . .  1 8 10%

I

I’ I I3 6  8 8 %
5 12%



T a b l e  3 : Estimated Number of AIDS Cases

_______~__________~-~~~~~~~~~~~~-~~~~~~~--~~~~~~~~-~~-~~~~~-~~-~~~-~--~~~_~~~_~__~__~__~__~

I I
Total 1 Occupation I Region of state

-w-w+-___-__-__~_-__-__-~_-_---~~+ __________-__--_-___-~--~~~~~-~~-~~_~~~_~~_~ I
N X . M.H.

I I

C l i n i c i a n s
_----------

Nt %

Estinats o f  A IDS cases ini i i
region

l-58..................... I *el  21% I 18
51-lee . . . . . . . . . . . . . . . . . . . 27 14% 9
181-288 . . . . . . . . . . . . . . . . . . 2 6  14X 6
281-388 . . . . . . . . . . . . . . . . . . 26  15% 13
301-488 . . . . . . . . . . . . . . . . . . 6 4x 3
481-588 . . . . . . . . . . . . . . . . . . 14 7x
hfora than 588 . . . . . . . . . . . . 45  24% 2:
_-_--__-__~-__+_-__+_~_-+_~_~~
E s t i m a t e  o f  AIDS cases  ini I I

f a c i l i t y
1-ie . . . . . . . . . . . . . . . . . . . . . 51 27% 16
11-25 . . . . . . . . . . . . . . . . . . . . 4 3  23%
26-se . . . . . . . . . . . . . . . . . . . . 34  16% ::
51-75 . . . . . . . . . . . . . . . . . . . . 21 11% 9
75408 ...................
More  than lee ............ I ::I 1::: I 1x

23%
11%

6X
16%

4x

3:::

23X
’ 23X

19x
12x

1X::

Western I Northern
I

Cant ral
I

Eastern
I

Medical
I

Non-co rs
staff providers

_____-_-__+____-_____-
NI % I NI X___-_+-____+-____+_____+_____+_--__+_--__+-~--_

.__~__-__-+_-__-__-__-+_-_---__--_+____-__~~~
NI % I Nl % I Nl % i NI % I

ie
6

12
6

:
11

19% 12 I
15% 18
23%
11% :

2x 4

2:xX r:

21%
16%
14x
16%

7%
5%

16%

11

:
7
2

:

23%
17x
19%
15%

4%
2%

19%

9

i
8
3

2:

16% 6
14% 2

5% 1
14% ie

5% 2

3x:: s5

::
9

26
0

25%
26%
17%
11%

1;:

28 36%

:: :x:
6 11%
7 13%
2 4%

:s
8
2

f

38%
26%
17%

f:
11%

9

::
6

1:

16%
21%
25%
11%
11%
16%

17%

f ::
29%

6%
14%
26%

14
7

12

eJ

z

38x
15%
26%

7%
8%

11%
11%

,

7 19% 16 37%
7 19% l e  2 3 %
6 17% 6 14%
6 17% 7 16%

6’ :::: 3 1 ;:
- ---- --_-seMS-_-___-- ____________-_______---

Actual number of AIDS cases in region:*

Region I (Northwest) - 87
Region II (Northern) - 586
Region ill (Southwest) - 91
Region IV (Central) - 307
Region V (Eastern) - 305
t

Includes cases entered as of 12/12/89



T a b l e  4  : W i l l i n g n e s s  t o  T r e a t

-------------_-_-___~~------~--~~~~~~~~~~~~~~~~~~~------______--------------------_--_-_-__--~-~--~------------------------
Total 1

i I I

O c c u p a t i o n I R e g i o n  o f  s t a t e
-------_-_-+_-_-_------------_-------------------- +___------_--_-__-------________________~__-_--_

N X M.H. M e d i c a l

I

1 N o n - c a r e Western 1 N o r t h e r n C e n t r a l E o s t e r n  1
C l i n i c i a n s I s t a f f 1 p r o v i d e r s I I
_________-_+--___---_--+----_______+____-----_-+_________-_+--_~~~~~~~~+~~~~~~~~~~_ I

%I N

I I I

40% 31 40% 2 2
49% 39 51% 2 5

I 42% I 21
47% 2 8

8% 6 8% 3
6

3% 1 1X 3 I ::: I 1

I 1 NI X I NI__-____--_________-_____-+
H o w  w i l l i n g  t o  w o r k  w i t h  I

I V  d r u g  u s e r s
V e r y  w i l l i n g . . . . . . . . . . . . .
S o m e w h a t  w i l l i n g . . . . . . . . .
N o t  t o o  w i l l i n g . . . . . . . . . .
N o t  a t  a l l  willing.......(
“““~~~~__~~~__________+____-e--___+-~~~~+---~-+-----+-----+

H o w  w i l l i n g  t o  w o r k  w i t h
gay or  b isexual  men

V e r y  w i l l i n g . . . . . . . . . . . . . 6 6 36X 27 36% 2 0 38%
S o m e w h a t  w i l l i n g . . . . . . . . . 9 4 51% 4 3 57% 2 6 49%
N o t  t o o  w i l l i n g . . . . . . . . . . 18 10% 5 7%
N o t  a t  a l l  w i l l i n g . . . . . . . 7 4x 1 1X : I

8X
8X

_“‘__~~____~_____~~____~+____~+_____+~_~~~+-~~~~+---~~+-----
H o w  w i l l i n g  t o  w o r k  w i t h

H I V  i n f e c t e d
V e r y  w i l l i n g . . . . . . . . . . . . .

I
61 33% 2 5 33% 20 38%

S o m e w h a t  w i l l i n g . . . . . . . . . 81 44% 32 42% 2 4 45%
N o t  t o o  w i l l i n g . . . . . . . . . . 31 17% 16 21% 5
N o t  a t  a l l  w i l l i n g . . . . . . . 12 6% 3 4x 4 t::

____________________~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

x I NI % I Nt %
_____-+-----+_-__-+-----+----_

I I I
38% 1 6  3 5 % I I

201 3 6 %
50% 23 50% I 28) 5 1 %
11% 5 11% I

2% 21 4x1 51:
_____+_____+-----+_____+--_--+----_

I I
19 34%
2 5 45% ::

9 16%
3 5x :

_____+-----+_____+-----+----_

16 29% 13 28X 16
19 41% 2 6
9 20% 9
5 11% 4

I

,

+.

_.

31%
55%

::
__--_

29%
47%
16%

7%

.+-

,+-

Nl X 1 Nl %_----+-----+-__-_+---_-

21 58% 14 31%
12 33% 2 9 64%

e” :: : e’::
__---+-----+-----+----- I

1 9  5 4 % 1 3  2 9 %
1 3  3 7 % 2 9  6 4 %

3 t:: ;:

I
19 53% 10 23%
10 28% 2 6 59%

6 17% 6 14%
1 3% 2 5%

P I



T a b l e  5  : L i k e l i h o o d  o f  T r a n s m i s s i o n

.----------_-w--w-

I
.______----_---_-----~-~--~~~~

R e g i o n  o f  s t a t e
.______--_---___-------------

N o r t h e r n 1 ‘ C e n t r a l Eas
I I.-----------+___-----___+___--

Nt%l NIXI N

a l I O c c u p a t i o n
._____+____-_______--_-_______-_-_

X I M.H.
I

M e d i c a l
I

Non-
C l i n i c i a n s s t a f f p r o v
__---__---+--______---+-_-__

Nl % l NlXl N.___-+___--+-----+--___+____-+--___

42% 19
36% 16
27% 16

1% 1
______+-____+_____+___-+_-_-+_____

I To
_ _ _ _ _

N

._____

.ern:are
I

W e s t e r n
d e r s

Xi NIX

;;g j 19 46%
1 6 34%

33% 11 23%
2% I 1 2%

F r o m  b l o o d  t r a n s f u s i o n
V e r y  l i k e l y . . . . . . . . . . . . . . 7 8
Somewhat I  ike ly ..........
N o t  v e r y  l i k e l y . . . . . . . . . . x:
N o t  a t  a l l  l i k e l y . . . . . . . . 1

58%
27%
16%

6%
._--

From donat ing blood
Very I ikely.. . . . . . . . . . . . .
S o m e w h a t  l i k e l y . . . . . . . . . . 1;
N o t  v e r y  l i k e l y . . . . . . . . . .
N o t  a t  oil l i k e l y . . . . . . . . 1::
_--_--____-_-~~~~~+~--_
F r o m  p u b l i c  foci lities,

buses,  phones
Very I ikely.. . . . . . . . . . . . . 3
Somewhat I ikely. . . . . . . . . .
N o t  v e r y  l i k e l y . . . . . . . . . . 3x
N o t  a t  a l l  l i k e l y . . . . . . . . 136
-__-___I_-__----_e---
F r o m  u s i n g  p u b l i c  tolletr
Very Cikoly. . . . . . . . . . . . . . 5
Somewhat I i kely. . . . . . . . . . 14
N o t  v e r y  l i k e l y . . . . . . . . . .
N o t  a t  a l l  l i k e l y . . . . . . . .

8%

1::
83%

._-__

6

:
2 3

13%
16%
26%
51%

:i
25%
64%

6%
13%
26%
56%

__-___

3 6%
2 4%

14 30%
2 8 66%

.--_-_-+ _ _ _ _

0 0%
2 4%

16 22%
3 4 74%

7% 6 8% 8%
16% 13 16% 2* z

23% 23 29% 6 1:::61% 3 7 47% 41 77% ::

I I
2%

19 s
3%

: 7
2x1 0

2:: I 25% 4% 12 2

74% 5 3 69% 4 3

13% 4% I

81% 4 6
._____+_-___c_____+_____+_____+____-

0%
4%

22%
74%

2%
6%

19%
74%

%

22:

0%
8%

20%
80%

4%
2%

24%
69%

2%
9%

21%
68%

4%

2;
64%

._____

0

:
25

:: :
26% 13
74% 2 8

2%

2::
62%

. - - - - -

2%
: 11%

1 2  2 6 %
2 8  6 1 %

.----_-_+_-_--_-

:z 3 4% 1 2%
26% 2; 2:: 1: 2;:

:

64% 4 6 59% 3 5 67% ::
.__---+--___+_____+_____+_____+_____

I,+
.S i t t i n g  i n  s a m e  r o a m

w/H IV+
Somewhat I ikely. . . . . . . . . . 1
Not vary  likely. . . . . . . . . .
N o t  o t  a l l  Iikoly........ 1::

I i
1% 1 1% 6 ::: 8

9::: 7: 9::: 4; I 92% i 5:

8%

9:::
: ii

3 6 160%
1:::
87%

’H u g g i n g  H I V +  c l i e n t
S o m e w h a t  l i k e l y . . . . . . . . . . 3
N o t  v e r y  l i k e l y . . . . . . . . . .
N o t  a t  a l l  l i k e l y . . . . . . . . 1::
-___--- - --+-~~-_c~~~~+~~~~+~~~-+-----+~~~~~+~~~~~+ ~--_e~~~~~+~~~-+~~~~~+~~___+__~__+_____+_____+_____+__~__
T o u c h i n g  o b j e c t s  t o u c h e d

by HIV+
S o m e w h a t  l i k e l y . . . . . . . . . . 6 3% 3 4% f 2%
N o t  v e r y  l i k e l y . . . . . . . . . . 12 16% 1 3  2 9 %
N o t  a t  a l l  l i k e l y . . . . . . . . 6 2  8 1 % 31 69%
____--- -_---_____________--_ -__~_-_______-____I___________________

( c o n t i n u e d )



Total 1 O c c u p a t i o n I Region of  state
--_____--__+___________-_____-_-_-----________+________________~-----~-----------~-----------~

N X

I I

M.H.
I

M e d i c a l
I

N o n - c a r e
I

Wentern
I

Nort horn 1 C e n t r a l
I

E a s t e r n
C l i n i c i a n r 8taf f p r o v i d e r a I__---------+_-----__-__+___-_------+----_-_----+-----__~-__ +--________-+______---__

Nl X I Nl X I Nl X I Nl X l Nl X I Nl % I NI %
_-_---__---______-_+----+----+_____+_____+~____+_____+_____+_____+~~~~~+_~~~~+~~~_-+_----+_----+__-~~+____-~_-_-_-_-_
Being kisred o n  cheek b y

HIV+
Vary likely.........  . . . . .
Somorhat likely.......... I :/ f:: I :/ ;f::
N o t  vary  l i k e l y . . . . . . . . . .
N o t  at all likely........
- - - - -- - - - - - - - - - -
Being kissed on mouth by

HIV+
V e r y  l i k e l y . . . . . . . . . . . . . .
S o m e w h a t  l i k e l y . . . . . . . . . .
N o t  v e r y  l i k e l y . . . . . . . . . .
N o t  a t  a l l  l i k e l y . . . . . . . .
___-_______-_-__--__--
Shaking hands w/HIV+
V e r y  likely..............
Somewhat l i k e l y . . . . . . . . . .
Not very likely . . . . . . . . . .
N o t  a t  a l l  l i k e l y . . . . . . . .

_-__-+____-+_--_-+-----
I

26 14% 14 16%
5 5 30% 2 3 38%
64 35X 2 4 31%
37 20% 16 21%

5

::
11

13x I 161 3 0 %
88% [ 371 70%

._____+_____+-----+-----+_____+_____+_____+__-__+

I I
I

I I I I
I

10% I 7) 13% I 7) 15% I 8) 15% I
31% 16) 35% 1 :x’ z/
38%

I
151

21% 10 11 I

15% I
82% 1

_-_-_-_-_+

I
9% 1

15% I
44% 1
32% 1

5 9%  7%
8

33 I
18%
75%

-----+----
I

71 I 16%
13 38%
131 30%
111 25%

71 14% i 9i 17%
r

9 20% i
I

7j 13% j 4j 12% .
431 86% I 431 81% 37 80% I 421 81% 1 29) 85% I 3: I AZ::

Had 8ex  w/HIV+ without
using a condom

Very I ikely..  . . . . . . . . . . . .
S o m e w h a t  l i k e l y . . . . . . . . . .
N o t  v e r y  l i k e l y . . . . . . . . . .
N o t  a t  a l l  l i k e l y . . . . . . . .
____--_---_--_---_
S h a r e d  I V  n e e d l e  w/HIV+
V e r y  likely..............
Somewhat l i k e l y . . . . . . . . . .
Not very I lkely..  . . . . . . . .
N o t  a t  a l l  l i k e l y . . . . . . . .
__-__________________

I
168

13
3
1

.---_-,

17.3
6

:
.---_-_-•+

91%

z::
1%

70
5
2

I 1

95%
3%
1%
1%

._____

7 3

:
1

.+_-_-_--
Coughed or  rneeted on by

H I V + i i i
Very l i k e l y . . ............
Somewhat  likely . . . . . . . . . . :t 2:: 15
N o t  vary likely . . . . . . . . . . 7 2  4 0 %
N o t  a t  a l l  llkoly . . . . . . . . 5 8  3 2 % if

I
4 8 89% 58 94% 4 6

5 9% 3 6% 1

1 % x

I
2:: 16 4 19% 8% 11 3 21% 6%

42% 17 33% 23 44%
29% 21 40% 15 29%

( c a n t  i n u e d )



T a b l e  5  : L i k e l i h o o d  o f  Transmission

----_________1_1__-___I_________________~~~~~~~~~~~~~~~~~~--~~~~~~---~_~~~_______________ __

I Total [ O c c u p a t i o n I
!

R e g i o n  o f  s t a t e
_-_~~_~~+~~-__-____-___-___~-_~-_~~_~_____~-+_----__---______ ----___________-___----___-__--

N X

I I

M.H. 1 M e d i c a l Non-co r e
C l i n i c i a n s  1 stat  f I p r o v i d e r s I

W e s t e r n  .I N o r t h e r n  1 C e n t r a l  1 E a s t e r n
I__-______+______-_ -+--------+-----~---~+__~__~~~___+____--__---+_______

Nl X I Nl X I NI X I Nl X I NI % I Nl X I- ---._-_+---_-+___-_+--__+ Nl X~~~-+-_--+---)-_-_+---_-+--_+____+-_
Live  In mom houuo  w / H I V +

iVery l i k e l y . . . . . . . . . . . . . .
S o m e w h a t  l i k e l y . . . . . . . . . .

,Not v e r y  l i k e l y .  :... . . . . .
‘Not at all likely . . . . . . . .
__--__-___P
S h a r e  a  r a z o r  o r

t o o t h b r u s h  w / H I V +
Vary I ikoly.. . . . . . . . . . . . .
Somowhot  I Ikely. . . . . . . . . .
N o t  vary likely..  . . . . . . . .
Not at all likely.. . . . . . .
.____--__-___________-____________~~~~~~~-~-~~--~~~~~~~~~~~~~~~~-~~~~~~~---~-~~~~~~--~----~---___-___________________



T a b l e  6  : Groups Who Should Be Tested for  HIV+

-__-_-_______________-~~~_~_~~-___________~__~_-----_~_-_-~--~__________~_~_~_~~_~_-~--~_----~-~~~~~~~~~~~~~~~~---~--------
Total 1 O c c u p a t i o n I R e g i o n  o f  state

___________+_---_--------_----_---------_------ +--_-____-_--__--_---_---_--_-----------~---------
%

i

M.H.
I

M e d i c a l 1 N o n - c a r e
I

W e s t e r n 1 N o r t h e r n C e n t r a l E a s t e r n
C l i n i c i a n s staff I p r o v i d e r s I I I_-___---_-_+__-_--___--+-___-__--_-+____~-_____+________--_+-~-~~-~~~~~+---~-~-----

I I NI X I Nl ~6 I Nl X l Nl X I Nl X I Nl X l Nl X
--------------~_________-+-____+_____+_-___+-_---+____-+ --s-w +__-_-+_-__-+-_-__+-----+__-_-+___-_+_--~~+~__~~+---~-+-~-~-
P e o p l e  a d m i t t e d  t o

hospi tol
Y e s . . . . . . . . . . . . . . . . . . . . . . ) 113 65% 1 Ij/ 63% 1 251 54% j 67% j 291 58% 251 71% 1 2 6 67%
N o . . . . . . . . . . . . . . . . . . . . . . . 4 5 26% 20 27% 17 37% I

1DI
10 23% 1 141 28%

/
71 26% 1.3 31%

D o n t  k n o w . . . . . . . . . . . . . . . . 16 9% 6 11% 4 9% I 4 9% I 71 14% I 31 9% 1 2%

P e o p l e  h a v i n g  s u r g e r y
Yes . . . . . . . . . . . . . . . . . . . .
No . . . . . . . . . . . . . . . . . . . . . . .
Dont  know . . . . . . . . . . . . . . . .
~----~~_~_~_____-_-_-_-__+_____+_____+_____+____-+-____+_____+__-_-+-____+-___-+--_--+__-_-+_-~~-+-~_~~+_~-~_+-~-~~+~~---

p u b l i c  p l a c e s
Yes . . . . . . . . . . . . . . . . . . . . . .
NO . . . . . . . . . . . . . . . . . . . . . . .
Dent know ................

P e o p l e  e n t e r i n g  p r i s o n
Yes . . . . . . . . . . . . . . . . . . . . . .
No . . . . . . . . . . . . . . . . . . . . . . .

-----~-~-~-~-~~-________-+____-+_-___+_-___+-_-_-+-____+_____+__--_+-____+_____+-_-_-+-___-+-_-~-+-----+_-__-+~~-~~+~~-~-
Pregnant women
Yes . . . . . . . . . . . . . . . . . . . . . .
No . . . . . . . . . . . . . . . . . . . . . . .
Dont  know. ...............

P h y s i c i o n s
Yes . . . . . . . . . . . . . . . . . . . . . .
No . . . . . . . . . . . . . . . . . . . . . . .

Yes . . . . . . . . . . . . . . . . . . . . . .
No . . . . . . . . . . . . . . . . . . . . . . .
Dent k n o w . . . . . . . . . . . . . . . .
--------------------_I__________________~~~~~~~~~______~~______~~~_______________________________-___-________

c

(continued)



T a b l e  6 : Groupa W h o  S h o u l d  D e  T e s t e d  f o r  H I V +

_-_____________--__-~~-~-~~-~~~-------~----~-~~~~-~-~~~~~~~~~~~---~~~~~~~~~~~-_-~-_~-_~_______________ _
Total 1 O c c u p a t i o n I

_~__~~~_~__+~-~___~_____~_~_~________-__~~~~~~
R e g i o n  o f  s t a t e

+~~~~_____-__-_-_-_-______ -_-_---_-_----_-____

__-_

I N 1 % jc,i~i~ians 1 M;fi;;l 1 S;i;;i;;, 1 Werrtern  1 Northern 1 Control i Eastern

_ _  _ _ _ _ _  _ _ _ _ _  __-_-+__--_+____4_____+_____+~~~3-----+-~---+-----+-----+-----+-----+-----+-----

Gay men
Yes . . . . . . . . . . . . . . . . . . . . . .
No . . . . . . . . . . . . . . . . . . . . . . .
Oont know ................

L e s b i a n s
Ye8 . . . . . . . . . . . . . . . . . . . . . .
No . . . . . . . . . . . . . . . . . . . . . . .
Dont know . . . . . . . . . . . . . . . .

B i s e x u a l  p e o p l e i i
Y e a . . . . . . . . . . . . . . . . . . . . . . 139 )  77% I
N o . . . . . . . . . . . . . . . . . . . . . . .

32D o n t  k n o w . . . . . . . . . . . . . . . . 16 I ‘:2 I
-______-__~____-__-_-__-+_____+_____+_
Prost i tuterr
Y e s . . . . . . . . . . . . . . . . . . . . . . 1 5 6  6 5 %

I I

I
N o . . . . . . . . . . . . . . . . . . . . . . . 15 8%
D o n t  k n o w . . . . . . . . . . . . . . . .  1 2  7X I
~__~--~~~~~_~~-_~_~~_+_~~~~+~~~__+_
I V  d r u g  user8
Y e r . . . . . . . . . . . . . . . . . . . . . .
N o . . . . . . . . . . . . . . . . . . . . . . .
Dont know.. . . . . . . . . . . . . . ,

5 7  7 8 %
11 15X

5 7%

5 7  8 9 %

; :::

4 4 ’  8 3 %  1
9  17x1
6 6% I

._-___+-_-__+~_~__+_____+-~-_+~_-__+____~+~-~--+~-~-~+~_-_-+__-_-+_-_-_

3 7 1  8 2 %  1
i i i i i

261 74% I 401 89%
6 I 17% 7%
3 9% tl 4%



T a b l e  7 : A t t i t u d e s  a n d  O p i n i o n s

_-___---_____--__-_-~_---~~~-~~~-~~~~ ---_--_____-__-__________-__-----__--------------- -__---_--_--__----___---~~--~~~~-~-

I I
Total 1 O c c u p a t i o n I R e g i o n  o f  s t a t e

___-_-_____+----_--___-______________-__~-~~-~~ +__-----______--________-------_---_--_---~~--~~~--~
I

N X

I i i
M.H. M e d i c a l N o n - c o r e

C l i n i c i a n s I atof f I p r o v i d e r s
-__--_----_+-__--______+~~_---~----

I Ni X I Ni X 1 NI X

Western I N o r t h e r n  1 C o n t r o l
I

E a s t e r n
I_~--_----__+_~~_~~~____+~~~~__~~~~~+~~~~-~-~~--I+

I
+i ___________-____-___-__+--___+-----+____+~~_~~+ ---__-+_-_---_+_-_-_-_-_+ _---_-_+-_-_-_-

N I
____- +-

44%
39%
15%

2%
__--_a

I

+

23
16

5
2

- - - - -

27% 10
38% 16
23% 18
12% 2

Nl % 1 Nl %___--+_---_+_----+-----I
.+-

I

I

I
,+-

I.+-

.+-

I
291 5 4 %
191 3 5 %

61 1 1 %
01 0%

__----+-----_

H e a l t h  c a r e  w o r k e r s
rhould be paid more

S t r o n g l y  a g r e e . . . . . . . . . . .
A g r e e . . . . . . . . . . . . . . . . . . . .
D i s a g r e e . . . . . . . . . . . . . . . . .
S t r o n g l y  d i e a g r e e . . . . . . . .
____-___--___--__-__----
E m p l o y e r r  h a v e  r i g h t  t o

teat e m p l o y e e 8  f o r  H I V
S t r o n g l y  a g r e e . . . . . . . . . . .
A g r e e . . . . . . . . . . . . . . . . . . . .
D i s a g r e e . . . . . . . . . . . . . . . . .
S t r o n g l y  diragreo.. . . . . . .
____________________-----
N o n - d i r c r i m i n a t i o n  l a w s

s h o u l d  b e  parred
S t r o n g l y  agree...........
A g r e e . . . . . . . . . . . . . . . . . . . .
Diragree.................
S t r o n g l y  d i s a g r e e . . . . . . . .

6 7  4 7 % 3 0 39% 3 3 61% 2 4
6 5  3 5 % 2 9 38% 15 28% 21
26 14% 13 17% 5 9% 8

6 3% 4 5% 1 2% 1

50%
35%
11%

4%
_---- _____+---__+_----+-_--_

i
i

8 15%
1 6  3 0 % I :t
21 39% I 12

9 17% 6

I I
51 1 4 % I 9 21%

!i 3%: 1 iii t:i

___-_+-----+-----+ --_a-

16%
24%
46%
14%

22%
35%
39%

4%

a 15%
1 5  2 9 %
2 3  4 4 %I6 12%

34 19%
5 4  3 0 %
6 7  3 7 %
25 14%

.___ --_+ ____ _

I
25% 15 29%
48% 2 6 50%
23% 9 17%

5% I 2 I 4%
_----+-__--_+_--__-_

I

22 29% 19 37%32 43% 2 3 44% ::
18 24% 5 10% 11

3 4% 5 10%
I

2
_-_--+-----+-_---+-----+ ---_a

27%
47% ::
22% 10
4x1 2

--_---+-----

5 5  3 1 %
7 9  4 4 %
34 19%
10 6X

__-__--_+--___ .+-

-+-

M e d .  clinic8 should be
s e t  u p  f o r  H I V +  p e o p l e

S t r o n g l y  a g r e e . . . . . . . . . . .
A g r e e . . . . . . . . . . . . . . . . . . . .
D l r a g r e e . . . . . . . . . . . . . . . . .
___________-____-___---
People w/AIDS should be

irolated/quarantined
S t r o n g l y  a g r e e . . . . . . . . . . .
Agree....................
D i e a g r e e . . . . . . . . . . . . . . . . .
S t r o n g l y  d i r a g r e e . . . . . . . .

I
40%
57% :z

4% 5
4 3 57% 3 9 72%29 38% 3:

4 5% 4x1 2

la3 5 6 %
7 2  3 9 %

8 4%
.--_-_-_-_+_--_-_-_

I I
13% I 2 9% 21 6% 7 1 7.%
17% 4% 7) 2 0 % 10 24%
55% 31 67% 12) 34% 17 40%
15% 9 20% 141 40% 8 19%

_______--___-___-__---~~~-~--~---------_---~---~--~--

18 10%
3 6  2 0 %

( c o n t i n u e d )
c



T a b l e  7  : A t t i t u d e 8  a n d  O p i n i o n s

____________________-~~---~~~~~~~~~~~~~~~~~~~~~-~~~~~~~~~~~~~~~~~~~~~-~~-~--------~~~~~~-----------_____________________
Total 1 O c c u p a t i o n I R e g i o n  o f  s t a t e

__________+--------_-_____-________----______+ ------------________~~~~~~~~~~~~-----~~~~~~~~~~
N X

I I

M .H.
C l i n i c i a n 8 I

M e d i c a l
8taf f I

I
N o n - c o r e We8tern
prOVid8r8 I

1 Northern 1 Central 1 Eastern
I I________~~_+____-~__-+-~~______~+_____~_~~__+-_-------__+___________+__________

Nl X I Nl % l NI % I Nl % I NIXI NlXI Nl X-____-__+--_-c_---+~~~~~+---+---~~+~~~~~ +---~~~~-+----+----+~-~~+~~~~~+_____+_____+__---+_-___+____
Should not  have to  admit

H I V +  potiont*/client8 I I

S t r o n g l y  a g r e e . . . . . . . . . . . :t 82 3 ::: 5 1::: 7 13% 5 11% 31 6% 1 3% I 4 IAgree.................... 6 4
Diragree................. 8 2 46% 3 7 49% 28 I 38% 2: 4::: 2: 5::: 29 ’

8X 2 6X 6 1::
55% 18 29% 37%

S t r o n g l y  di8ogree........ 6 7 37% 2 9 39% 2 2 42X 16 31% 10 2 2 %  I 171 32%

I

2 2 63%
I 16 I

17 40%
___--_~-~--~~~~~~-e_--+_____+__-__+___-+--__+_-__+___-+___~~+__~~~+~~~~~+~~~~~+~~~~~+~~~~~+~~~~~+ _ _ _ _ _
S h o u l d  bo sable to refu8e I

to work w / H I V +  c l i e n t 8 I I I f I I
S t r o n g l y  agroo...........

Di8OgrOO.................  I

2 3 13% 18 13% 6 11% 7 14% 8 18% 7 16%
A g r o o . . . . . . . . . . . . . . . . . . . . 78 39% 32 45% 18 33% 28 39% 15 33%

60 33% 23, 31% 18 33% 19 57% 1 8 4 8 %  I :I I ;I; j ii’ I g /
17 40%
12 28%

S t r o n g l y  diragroo........l 271 15% 1 101 13% I 121 22% I 51 10% 1 41 9x1 71 13% I 71 20% I 71 16%



Table 8 : K n o w l e d g e  o f  T e s t i n g

-__-_--_-_--_______________________________--___---_-_-_-_____-_----__-.~------- -_-_-______________-_-_----~-~~~~~-~~~~-~-~-

I Total 1 O c c u p a t i o n I R e g i o n  o f  s t a t e
-_----_-_--+--_-__a_

’ ’

_______-__-____-_-__------- +___________________________---__---------~--------
N X

I

M.H.
I

M e d i c a l
I

N o n - c o r e 1 W e s t e r n N o r t h e r n 1 Control I E a s t e r n
Clinicion star f p r o v i d e r s  l I I 1

I I
__-_--___-_+_________-_+_______-_-_+-_-_----_-_+__----~_~~~ +___-_____-_+___--_-____

Nl % l Nl X I Nl X I NlXl  N)%l Nl%l NI %
---------~-__-_-_-_-_-__-+_____+-____+__---+__---+--__-+_-_-_+_-_-_+_-_--+~-~~~ +____-+_____+-____+_----+_----+-’---+_-_--+-----
C o n f i r m e d  DOsitiVe  - willf I I I I I I I I I 1 I I I I I

dove I op’ AIDS
T r u e . . . . . . . . . . . . . . . . . . . . . 4 8  30% 1 7  2 5 %
F a l s e . . . . . . . . . . . . . . . . . . . . 6 7  4 2 % 33 4 8 %
Dant know . . . . . . . . . . . . . . . . 4 5  2 8 % 1 9  2 8 %
__-~~~~__-_-_-___________+_____+_____+_____+_____+___-_+_____+_-_-_+--___+-__-_+_-~--+----_+~_~~~ +___-_+_--_-+__-__+_---_
C o n f i r m e d  DOsitiVO  - has 1 1 I I I I I I I I I I I I I I

AIDS .
True . . . . . . . . . . . . . . . . . . . . . 3 4  2 1 % 12 18% 1 4  3 0 %
F a l s e . . . . . . . . . . . . . . . . . . . . I9 4  5 8 % 3 8  5 6 % 31 66%
Dont know . . . . . . . . . . . . . . . . 351 21% 1 8  2 6 % 2 4%

C o n f  i  rmed pos.  - is
immune to  v i rus

T r u e . . . . . . . . . . . . . . . . . . . . .
False....................
D o n t  k n o w . . . . . . . . . . . . . . . .
_~___________-_____----
C o n f i r m e d  p o s .  - is

c a r r y i n g  A I D S  vfruo
T r u e . . . . . . . . . . . . . . . . . . . . .
F a l s e . . . . . . . . . . . . . . . . . . . .
D o n t  k n o w . . . . . . , . . . . . . . . .
___--__-_-____-_____----
C o n f i r m e d  p o s .  - c o n

t r a n s m i t  v i r u s  t o
o t h e r s

T r u e . . . . . . . . . . . . . . . . . . . . .
Folee....................
O o n t  k n o w . . . . . . . . . . . . . . . .
__-___-_-__-_--___-------
Negot ive  - d e f i n i t e l y  n o t

c a r r y i n g  v i r u s
T r u e . . . . . . . . . . . . . . . . . . . . .
Folso....................
)ont k n o w . . . . . . . . . . . . . . . .
____-___I__-______-,

7 4%
’ 7%123 78% 4 6 69% 49 / 9:;

5;
1 .:/ 7 : : / 2;

2 8 18% 16 24% 21 10 21% I 11
;E / 4: 8;;

5
/

11;
/ 2: 7:; ::;

7 22%
2j

5 141;

i I I
159 89% 64 86% 51 100% 4 4 83% 3 5 81% 51 I 94% 38 93%

1 1% 0 0% 0 0% 0 0%
9 12% 0 0% ; 13: 8 I 19% z: 3 7%

I I
147 84% 61 82% 49 96% 3 7 73% 31 72% 4 7 90% 29 81% 3 6 88%
2: 14: 9 4 12% 5% 0 2 I 0% 4x If 24% 4% SJ I 21% 7% 3, t:: tl 1:: : 10% 2%

-~~~~+-__-_+_-_--+__---+----_+_-___+_____+___-_+_____+-_-_-+----_+____-+---_-+~-_-_+_-_-_+-~-~~

I
I I

1:: fE 42 12 59% 17% 34 a 74% 17% ;; ;;; 126 91

7 I

62X  21%

I

54)  7 I I

I

68% 14% 18 4 58% 13% 22 10 56X  2.6%

33 20% 17 24% 4 9X 12 24% 17% 91 18% I 9 29% 1 7 18%________________________~__________________________~_~__-___~~~_~~-~--~~---------

I ( c a n t  lnuod)



T a b l e  8  : K n o w l e d g e  o f  T e s t i n g

_1____-__1_______________^__________~_~_~-~~~~-~~~-~~~~-~~~~~~~~~~~ -________-___-______~~~~~~~-~~-~~-~~~~~~~~-~~~~~~~~~~

Total 1 O c c u p a t i o n I R e g i o n  o f  s t a t e
_______-_+___-_____~~__-_____-__-__~__~~~~~-~ +~___-_____-~___~____~_-_____~______~__~~~~~~~

M.H.
I

M e d i c a l
I

N o n - c a r e We8tern 1 N o r t h e r n  1 C e n t r a l Eartern
C l i n i c i a n * 8tof f p r o v i d e r s I I I I,,~,~~~~~-_*~~~-~~~~~~~_~-~~~~+~~-~~--_-~~+-~~_-~__~-_+--~~---~*~

1 j____l__N~_-~__j;__rrJ-X__i___N_l_~-i___N_l__j_-~~_-_L--_-P_-- _--_

N e g a t i v e  - probobl y not
c a r r y i n g  v i r u s ‘I I

T r u e . . . . . . . . . . . . . . . . . . . . . 123 72% 78x 3 6 61% 3 6 73% 2 7 66% 4 6F a l s e . . . . . . . . . . . . . . . . . . . . 2 2 13% ? 7% 15 31x 2 4x I
D o n t  k n o w . . . . . . . . . . . . . . . . 2 6 15% 11 15% 4 8X I 11 22% : ::T: f I
_~___~~__~~~~_~~__~~~-~__~_~~~+~~~~~~~~~+~~~~+~~~~+~~~~~+~~~~~+~~~~~~

75% 2 6  6 5 %
11% 7 17%
13% 7 17%

.---+_~-__+___~_+___-+----_
_Negot ive - person cannot

a c q u i r e  t h e  v i r u s
T r u e . . . . . . . . . . . . . . . . . . . . . I d ss i .i 4x i 4 llIL I .I ex t (I 2x i 2l 4c i 3i s11 i 2i
F a l s e . . . . . . . . . . . . . . . . . . . .
Dont k n o w . . . . . . . . . . . . . . . . I ::I 7:: 1 *:I “i:: 1 ‘;I 72 I “31 ii:: I ‘:I g::: I 2ii :g 1

31
61

79%
1:

-___-_____  -a_-  _-_-__-__-_-_,

N e g a t i v e - c a n  s t i l l  g e t
t h e  v i r u s  f r o m  o t h e r s

T r u e . . . . . . . . . . . . . . . . . . . . .
F a l s e . . . . . . . . . . . . . . . . . . . .
D o n t  k n o w . . . . . . . . . . . . . . . .

._-_-_-_-+_-_--_-_

I
1531 8 6 %

91 5%
15) 8%

i
.__~__+~~_~_+_~___+~__~~+_~_~_

I I I I‘i/ ‘ZJ j *iI YJ j “i

+-_--_+_----+_____+_--__+ _--&---_&____
I

I I
8 2 %  1

I
7% I

11% I



T a b l e  9  : A d d i t i o n a l  I n f o r m a t i o n  D e s i r e d

_______-_-______^___-_______________-_---- ----__-_-_______________~_--__-_----~_-_-~~-~---~~~-~---~-~------ __-----_------a-

Totol 1 O c c u p a t i o n I R e g i o n  o f  s t o t e
___________+___-_-_________________-_-_______--+_---_----__--~-~~- ____-_________--_-__---------

A I D S - r e l a t e d  syptoms
Yea. c h e c k e d  i t e m . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . .
__-_-_____________-_+____+___-_+_____+_____+_~_~_+~-~_~_-_+~---- +___-_+_____+____-+--_-_+-----+-__+--’-- +_--_-_-_
P s y c h o l o g i c a l  e f f e c t s  o f  I I I I I I I I I I I III II

A I D S  -
Yes, c h e c k e d  i tern.. . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . .

P s y c h o l o g i c a l  e f f e c t s  o f
HIV+

Yea, c h e c k e d  i t e m . . . . . . . .
Did n o t  c h e c k . . . . . . . . . . . .

L e g a l  o r p e c t o  o f  A I D S
Ye*, c h e c k e d  i t e m . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . .

W h a t  t y p e  o f  c o r e  i s
needed

Y e s . c h e c k e d  i t e m . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . .

’How much core Is needed
Y e s , c h e c k e d  i t e m . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . .
_______________~__-_-_-_-+-___-+--___+_____+_-_-_+___-_+_-_--+_-_-_+
Method8 o f  A I D S

prevent  ion
Y e s . c h e c k e d  i t e m . . . . . . . .
Iid n o t  c h e c k . . . . . . . . . . . .

4dvonces in
t r e a t m e n t / p r e v e n t i o n

roa, c h r o k e d  Itom........
Iid n o t  c h e c k . . . . . . . . . . . .

(co,r’ ‘nued)



T a b l e  9 : A d d i t i o n a l  I n f o r m a t i o n  D e s i r e d

Total 1 Occupation I R e g i o n  o f  s t a t e
_______-__-+__~-__~-__~-~~--~~~~__~~__~~~~---~~ +--_---------_--_-___ ________-___-__-____-----_----

NI %

I ’

M . H .
I

M e d i c a l
I

N o n - c o r e
I

W e s t e r n
C l i n i c i a n s stof f p r o v i d e r s I

1 Northern 1 Central 1 Eostern

_-__-___-__+--_--____+____~~~--~~+-_~--_~~-~~+~------~~--+-_---___-__+___________
I NI X I Nl X I Nl X I N/ X I NI A I Nl X I Ni %

i i i iH o w  t o  g i v e  p r e v e n t i v e
rducat ion

Y e s ,  c h e c k e d  i t e m . . . . . . . .
Did not c h e c k . . . . . . . . . . . . ) I

3 8
4 3

I
351 6 1 % I 2 5
22)39X( 2 3

5 2 %  1
i

4 8 %  [
331 5 8 %
241 4 2 %

l - - - - - + - - - - - + - - - _ _

54%
46%

.---__
i i

48%
i I

2 3  4 2 %
52% 3 2  5 6 %

i =

2 3  4 0 %
I

I 21
34 69% 1 27

ICommunity  resourcea for
p e o p l e  w / A I D S

Y e s ,  c h e c k e d  i t e m . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . . I i

8 5  4 4 %
198 56% I

4 4 %  I
5 6 %  I 9;

_-__--_+-----

I
44% 1 23
56% I 34

---_--+-----_

56%
44%

--_________~_-~___~~__~+___~_+_~___+__~~_
Community  resources for

f a m i l y  a n d  f r i e n d s
Y e s .  c h e c k e d  i t e m . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . . I i

7 3  3 8 %
120 6 2 % i

3 4
4 7

~-~~-~~___~_-~-~~__~+----+~~_--+~~__~+_~~~_
M e d i c a l  c a r e  f o r  H I V +

i n d i v i d u a l s
Y e s ,  c h e c k e d  i t e m . . . . . . . .

I i
7 8  4 0 %

D i d  n o t  c h e c k . . . . . . . . . . . . 1 1 5  6 9 % I :x
--____-___-__-____-_+_____+____-+_---_
F i n a n c i a l  h e l p  f o r  H I V +

i n d i v i d u a l s
Y e s ,  c h e c k e d  i t e m . . . . . . . . 71 37% 3 3
Did not check., . . . :. . . . . . I I1 2 2  6 3 % I 4 8
_~-~~-__--___t___-_+_-___+-___-

.--_-.--_-_-_+-  ____ +_-_--_-_

I
42%
58%
.-e-0  + __--_ +_-_-_-_-_

I
36%

I I
3 3  6 0 %

64% 2 2  4 9 %

+_-_-_-_+_----_-$

I I
1 2 4 %
I 7 6 % :: I

I

I 37%
1 6 3 %

I
48%
69% I 2:

.___ --_+_----_

I
I

42%
58X I 2

;r,.____ 37%
63%

17
I

3 5 %  I
31 65% I 33

i ’ i
1 32%

I
I 6 8 % I IfS

I

I 28%
72%

50%
50%

.___ --+_---_-_

I
3 5 %  I
6 5 %  I sis

i i i iI
E I

i i
81 22% 1 22 1 48%

291 78% I 241 52%
.-_-_+_-~~~+_____+____~+---__

E f f e c t s  o n  family a n d
f r i e n d s

Y e s .  c h e c k e d  i t e m . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . .

I A n t i b o d y  t e s t i n g
Y e s ,  c h e c k e d  i t e m . . . . . . . .
D i d  n o t  c h e c k . , . . . . . . . . . .

46%
54%

._-___

19 4 6 %
I

2 8
2 9  6 0 % 2 9

--_-_-_-_+_-__-- ._--_-,__-_-___-__----_-
I n f e c t i o n  c o n t r o l
Y e s .  c h e c k e d  i t e m . . . . . . . .
Did not chock.... . . . . . . . .
I__----________-__
C i v i l  r i g h t s  o f  A I D S / H I V

i n f e c t e d

43i----
Y e s ,  c h e c k e d  i t e m . .  . . . . . . 8 5
Old n o t  o h e a k . . . . . . . . . . . . 106

------_________- ._____

::/ :;z I ::/ ii%:: I ::I 54%::____~~+~----+~_---+~~~~-+~___~+--___
44%
56%

44%
56% I I

3 9  4 8 %
4 2  5 2 % I ::

I
2 8  4 9 %
2 9  5 1 %

35%
65%

26 4 2 %
2 6  5 8 %



T a b l e  10 : Plans for  Information Learned ot Training

_--_________________-____-______-___-_-___--~____-_____-_________-________~-___-____-___-~---_-__-_____--___--__-_--____~
Total 1 Occupation I Region of state I

___________+________--___-_____-____________--- +___________________________-__--___-__--~~-~~~~
N X

I I

M.H.
I

Medical
C l in ic ians I

Non-care Western Northern Cent rol Eastern
atof f providers I I I I

___-___--__+_-_-~-~--__+_-__-___--- +__--___--_-+____-_-----+-__--______+_-_~~~~---~
Nl % i NI % 1 NI % 1 Nt % 1 NI X 1 NI % I NI %

_____+_____+__-__+____-+_-___+-____+-__--+~__--+__~~~ +----__-_____--__--_-_-_-_+~-_-_+ ___-_+_-_-.+ _--__-+_-__-_-_+--_-_--_
W i l l  dirbrminote  i n f o  t o ::I 2;:: I ::/ it:: I ::I E 1 ':I 77::_--_-_-_+ -___-+_--_-+ _----+-_--_+ ___--+----_-_+ _--_-

other atoff
Yea, c h e c k e d  i t e m . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . . I ‘::I 9::: I ::I 363:: I ::/ s:::
________--______~__+~_~~~+ ____-+___-_+____-+_----+-----
Wi l l  t ra in  to  o ther  atoff! I I I I I

on AIDS/HIV infection
Y.*, c h o c k e d  i t o m . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . .

Wi l l  serve 08 A I D S
resource  peraon

Yea, c h e c k e d  I t e m . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . . i
__________----_--_+----+ _____+____~+_~_-_+-__~~+~~~--
Learn to protect myarlf

from infect ion
YO8, c h o c k e d  I t e m . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . .
-____________-____~_~-+---~~~~~+ ___-_-_+--_-___+ ___-_+ _-_-_-+_-_-_-_-_
Bettor  inform others how l I I I I I

to protect  themrolvo8
YOB, c h o c k e d  i t e m . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . . I ?:I 3;:: I ::I tt:: I *:I 7:::

4 ixz I 4 i;t I ,:/ gyz I ::/ ii3:___-_+__-__+____-+__-__+_--__+_-__-+____~ +-_a-_

::I ;fg I 4 ;3::  I A ;3z I ,:I 3ixx_-_-_-_-_+--_-_--+ _--__+_____+____-+___--*_-_--+~-~~~

I
,+.

I
-k

*+

4 i4g i 4 iJE i 4 3xE i d 3Az__-_-_-_+_--_-_-_+ __-_--_+__---+_____+--___+--_-_+-_--_ -+

33 72%
1.3 28%

__---_+_----

:: z::
___-_+---_-

12 26%
34 74%

_--_-_-_+--_-_-_-_

36 65%
16 35%

33 72%’
13 28%

P r o v i d e  counseling for
HIV Infected

Yea, c h e c k e d  i t e m . . . . . . . .

Provide counrrling for
fornilior

Y.8. chrckod  i t o n . . . . . . . .
D i d  n o t  c h e c k . . . . . . . . . . . .

2 3  56%
23 58%

16 2 2 %
36 78%

(cont inued)



T a b l e  10 : Plans for  Information Learned at  Training

__~________________~~~~~~~~~~~~-~-__-_____-~____-_____--______~~~~~~~~~~~--~~~~~~~-~~~~~~
Total 1 Occupation I Region of atate

______-_-_+-~________~--~_--~~__-_~~---_ +___~---_~____-_---____-_--____--__-___-_____-
N X

I I

M.H.
1

Medical
I

Non-core
I

Western
I

Northern 1 C e n t r a l Eastern
C l i n i c i a n s rtaf f providera I I_-_--_--_c-----+-----_+__~--_~~_+---____---_+_--_--___--+_-__~

Nl X I Ni X I Nl X I NI X I NI X I Nl X l Nl %- - _____~_-_+_-__+_~__~+__~~~+---+----+-__~~
Role - l due. nrodr of

intorcorotod  cliontr
YOS. c h e c k e d  i t e m . . . . . . . .
Did not chrck............

Role - educ. needs of
cl ients upon roleare

Y@li, ohockod iton........
Did n o t  c h o c k . . . . . . . . . . . .

1 7  37%
2 9  6 3 %

Identify community
ronourcos

Y*r , c h o c k e d  i t e m . . . . . . . .
‘Did n o t  c h e c k . . . . . . . . . . . . I I I

69 36% 55
124 64% 46
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APPENDIX VIII

Evaluation Conducted

mSample Instrument Used by HAJK to Evaluate Customized Training Courses
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MARYIAND AIDS PROFESSIONAL EDUCATION CENTER

Course Evaluation

We are interested in your evaluation of this program, and will use
this information to plan future education programs. We thank you
for your assistance.

Part One: Objectives
Please evaluate the extent to which the stated objectives for
this program have been achieved.

not very
at all . much so

1. Explaining the natural history,
transmission, and prevention of HIV. 1 2 3 4 5

2. Identifying values and barriers
which affect communication with
clients. 1 2 3 4 5

3. Identifying methods for coping
with stress. 12 3 4 5

Part Two: Faculty
Please evaluate the content, delivery, and organization of the
presentations made by each faculty member.

poor excellent

1. Debra Kosko content 12 3 4 5

delivery 1 2 3 4 5

organization 1 2 3 4 5

Comments

2. Jeanine Driscoll content 1 2 3 4 5

delivery 1 2 3 4 5

organization 12 3 4 5



c

Part Three: Overall Evaluation

1.

2.

3.

4.

not very
at all much SO

Usefullness of audio/visual materials 1 2 3 4 -5
Comments

Usefullness of handouts 1 2 3 4 5
Comments

How useful was this program to you? 1 2 3 4 5

Rate the overall quality of this
educational program. 1 2 3 4 5

We welcome any additional comments or sugestions to assist us in
developing future educational programs:



APPENDIX IX

Evaluation Conducted

MARC  Evaluation of EIV Counselor Training Cour&

::
Cover memo returning results to faculty
Course Evaluation Form (Maintenance level formative
evaluation)

2:
Analysis of Course Evaluation responses
Sample Pre/Post-Training Knowledge test

5. Analysis of Pre/Post-Training Testing
6. Sample “Initial Response” Pre and Post-Training Tests,

and Rating Scale



. . . .

Pfraao  compfote  for our rocorda:
. .

. Profosrion: Nurw- _COUtlSOlOf _socii Workr _Phy~ -mw

county: SW: o8t.z

P

AIDS ADMINISTRATION, DHMH - MARYLAND AIDS PROFESSIONAL EDUCATION CENTER

HIV COUNSELOR TRAINING COURSE EVALUATION ‘T
.
-0  nqa9 l a q?%
Elkton,  Ma&land hhqbbe  M

We are interested in your reactions to this workshop, and will use the information  you share with us in planning for future
trainings. We thank you for your cooperation.

PART ONE: OBJECTlVES

Please evaluate to what extent the stated objectivesof this conferencehave been achieved for you using the following scale:

1. Explaining the epidemiology, natural history,
transmission and prevention of HIV disease.

NA

2.

3.

rl

4.

5,

6.

Understanding HIV antibody testing

Recognizing the psycho-social aspects of HIV
infection for patients and their significant others

NA

NA

Identifying effective counseling techniques

Providing HIV antibody pre-and post-test counseling

Being aware of the special needs of drug abusing
clients

NA

NA

NA

7. Describing HIV partner notification in Maryland and
related counselor responsibilities

NA

8. Being aware of the special implications of HIV *for
women

NA

9. Describing mental health aspects of HIV disease NA

NA = Not Applicable Not At All = 1 2 3  4  5=VeryMuchSo

10. Identifying stress managementtechniquesfor the HIV NA
counselor

1

1

1

1

1

1

1

1

1

1

Not Effective
PART TWO: SPEAKER EFFECTlVENESS

1
Primarv  Faculty: Joan Garrhy

f-.
1

Sarah Bur

2

2

2

2

2

2

2

2

2

2

2

2

3

3

3

3

3

3

3

3

3

3

3

3

l

4 * 5

,

4

4

4

4

4

4

4

4

4

5

5

5

5

5

5

m
5

5

5

Very Effective

4 5

4 5



Guest Faculty: iris Beard

John Budin, M.D.

William Lowry

Kim Seechuk

Not Effedve Very Etffective

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5 ‘

Comments:

PART THREE: SUMMARY

1. Please rate the overall educational quality of this Poor 1 2 3 4 5
workshop.

2. How useful was this training to you? Poor 1 2 3 4 5 EXCellent

3. What was the most helpful aspect/informationin  this training?
I

Excellera

4. List the least helpful aspects of this training.

5. One way this experience has changed my thinking is:

6. Was the physical environment conducive to learning (ie., lighting, noise level, etc)? If not, how could it be improved?

7. We welcome any suggestions for improvement, additional comments, or desires for future training needs you have.

THANK YOU FOR TAKING THE TlME TO COMPLETE THIS FORM. WHEN FINISHED, PLEASE RETURN TC,,
SYLVIA SCHERR - ADMINISTRATOR, MARYlAND AIDS PROFESSIONAL EDUCATlCN  CENTER, BOX 243, 22 S.
GREENE STREET, BALTIMORE, MD 21201-l 595. THANK YOU.
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HIV COUNSELOR TRAINING COURSE EVALUATION
May 29June 1,199O

Hagetstown, Maryland

Part Two: Speaker Effectiveness

Comments
1. Would have liked more information to help clients

symptoms.
who are developing

2. Joan and Sarah were very, very informed. I liked
“special effects” used to present material.

the atmosphere and

5. John Budin,  M.D., needed more time. John and Sarah are very dynamic
instructors-l really enjoyed the complete workshop. You kept all
interesting, relaxed, and full of information, given us much to take home,
plus the resources.
8. Iris-spoke too fast and gave info re: completing forms et al which would ’

be better addressed in different setting.
9. John Budin was a very good speaker, provided interesting case studies and ’

insight, but did not have enough time. I felt cheated out of a very ,
important part of this program.
10. I am still of the personal belief that some behaviors are wrong no matter
how prevalent the behavior is but I love all people and accept them where
they are unjudgemental.
14. I could have done without guest speakers-l feel Joan and Sarah came off
with such enthusiasm that they would have been better at teaching. I enjoyed
seeing tape of patient.
17. Please allow more time for Dr. Budin-it was somewhat rushed and is
indeed an important part of the whole picture.
18. More time allowed to John Budin.
20. Iris-information too fast.
23. It was very enlightening to hear someone who was HIV+.
28. Iris Beard and John Budin were given less than one hour and rushed at the
end of the day. They were not able to present in a related manner.

Part Three: Summary

3. What was the most helpful aspectbnformationin this training?
1. Explanation of conversion window.
2. Counselor training, reinforcement of information.
3. Role-playing, talking with people in similar fields of experience.
4. Counselor techniques.
5. Learning in counseling there is no exact way to counsel .in AIDS as in

any counseling.
8. I understand more about HIV, I learned a lot of tactics on how to

interview patients.
7. Individual (3 person) groups for practicing counselor/client/observer.
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8. HIV and drugs, the dreaded role play, recognizing similarities in
training, meeting folks involved in the field, etc.
9. The role playing helped me to identify areas of improvement but gave me

a chance to observe others.
10. HIV content-coveringcounselor skills.
11. The comprehensive, sensitive, skillful teaching of how to do pre- and
post-test counseling.
12. Network of resources (people).
13. The updating initial knowledge with the latest info.
14. Learning more about HIV infection, having HIV infected patient coming
to talk with us, and role modeling between Joan and Sarah-would have liked
more.
15. Women and HIV.
16. You don’t have to know it all--there are many available resources.
17. Test interpretation in role playing, participants from vast areas.
18. Practice session for counseling.
19. Explaining HIV disease and specifics of transmission. Using counseling
skills in practice.
20. Working in groups, being able to understand and giving the right ’
information.
21. lnfonnation (factual) about AIDS, what health departments are doing.
22. Information presented in a discussion type setting involving all
members.
23. The quality of concern that the instructors had for this area, notebook
full of information.
24. Counseling skills around this issue since I work in addiction.
25. HIV antibody testing results.
26. Insight into the specifics of counseling and specifics of pre- and post-
test counseling experience.
27. Finding out what HIV counselors should know and what skills to use in HIV
counseling.

4. List the least helpful aspects of this training.
1. None other than 3 hours driving everyday.
2. The talk on statistics.
4. Everything was very helpful, I cannot identify.
7. The discussion of forms by Iris. It seems like that should be an

individual agency problem. lt would be ideal if there were State-wide forms
for all HN testing.
8. Counseling and testing site program.

PWA-becauseof continued exposure.
9. I can’t think of any.

10. I would like to have seen more training on counselling clients on plans
after the interviews.
11. STD slide presentation.
13. All will be helpful.
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14. I would have liked to have gone into the medical aspects of HIV
infection, so that if questions arise, I would be able to answer them.
18. The numbers, “What did Kim talk about?”
17. What State agencies’ policies are, what your duties are.
18. Statistical data presentation by Seechuk.
20. None.
21, Counseling techniques-most social workers have extensive training in
this area.
23. The skill practices.
25. Partner notification.
28. Extensive amount of time given to own feeling and attempts to counsel in
non-clinic (HIV) setting.
27. Disconnections: need smooth transition between components.

5. One way this experience has changed my thinking is:
2. Has reinforced my thinking.
4. lt has cleared up my misgivings.
5. Again no specific way to-important for Ftx of M/NA before the HIV

disease.
8. I feel more secure that I will do my job right.
7. Caused more frustration in thinking of how poorly our HD deals with the

clients’ needs. (Some administrators meet their needs only).
8. N/A-I’m still a “bleeding heart pinkocommie” and happy to see so many

others.
9. I realized that my concern about time limitations occurs in other

settings. But that effective information gathering and counselling can
still be done well. I am more aware of the important areas that I need to
focus on.
10. More knowledge of national aspect; ie. relation to drugs, problems in
women, pregnancy, etc.
11. Much needs to be done with and for the professionals who are handling
this component of the epidemic.
12. Reassurance.
13. To keep up to date on new literature/studies and it reinforces the
networking value.
14. We’ve come a long way-education professionals but so much more needs
to be done to rid the stigma of “AIDS” as a dying disease. More hope needs
to be given.
15. There is no right or wrong way to counsel.
16. The importance and need for pre/post-counseling.
17. Importance of “total” pre-testing-hit @ educational aspects of HIV.
18. Broaden my base of knowledge-moreeffective counseling techniques.
19. HIV+ reaches everyone.
20. Stressful and how counselors and clients deal with problems.
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21. More frightened than when I started. it’s more persons than I had
thought.
22. I realize I need to be more in tune with identifying feelings in people.
23. lt has increased my knowledge base related to HIV infection.
24. Increased my awareness and seriousness of this disease, increased my
awareness about what needs to be addressed around the test issue.
25. I have developed a real understanding of how stressful HIV testing is for
the counselor and client.
26. I feel I can explain or allow the patient to explain their feelings, with
enough control to keep the whole generally focused.
27. There is still so much to learn, share, and do.

6. Was the physical environment conducive to learning (ie., lighting, noise level, etc.)? If
not, how could it be improved? .

1, Noise level on last day was distraction (they were setting up for a prom
in the next room).
2. Yes. t
4. We had very little distractions. There was no problem.
5. Yes.
7. Yes.
8. Some difficulty with heat/sound and lighting but overall very good

facility.
9. Fine. Could you inform the Ramada Inn chain’s interior decorator not the

use he color orange?
10. lt was fine for me.
11. Yes.
12. Yes-a bit much orange!
14. I was very comfortable, there were enough breaks, and I really liked the
1 l/2 hour lunch, which gave me time to read my manual and to review what was
said.
15. Yes.
16. For the most part.
17. Somewhat noisy at times, temperature uneven from day to day.
18. O.K.
19. Lighting could have been a bit brighter.
20. Excellent.
21. Air conditioning didn’t work.
23. Good.
24. Yes.
25. The original room was great. The second room was set up different. We
had people on the other side of the table who sometimes got in the way.
26. The room, especially the halls, smelt unclean, musty; leaky ceiling.
27. No orange, poorly sound-proofed room. Temperature control very poor.
Ceiling tiles fell in Room I. tights flickered. Chairs were not comfortable.
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7. We welcome any suggestions for improvement, additional comments, or desires for future
training needs you have.

1. closer  to Cumberland.
2. You guys are great! Segments are interesting, diverse, etc. to give

information and maintain interest. Nicely interactive.
4. I really couldn’t suggest any improvement.
5. The notebook was very useful-organizedto keep (hopefully) updated,
6. All the nurses or counselors should learn about how to deal with

different culture patients, too-so we’re not accidentally insulting the
patient’s culture.
9. Very good presentation, no additional comments.

11. You are both exceptional trainers! Thank you for four days of quality
inservice!
13. No suggestions; the best seminar/sessions I have attended in several
years. Thank you.
14. Longer.
15. We covered a lot of information in a short amount of time.
17. Excellent conference.
20. Keep your training to 30 health care providers-no more.
in smaller groups.
21. Should have 10 minute break every
between participants.

hour. Encourage more interaction

1
,

Better to learn

22. Being able to do initial response sheets and going over them in groups
was extremely helpful.
23. Have available fruit, cheese, or crackers instead of mints.
25. Less time on feelings more on content. The AIDS questionnaire is vital
for funding, grants, and statistics and was covered too quickly,
26. More truth in advertising, ie. heavy counseling emphasis.

Intermix didactics with counseling exercises to aid those with some
counseling background from becoming bored or displaced mentally.
27. Brewed decaf coffee.
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NAME:
S.S.4

Dear Participant:

HIV Counselor Training
AIDS Administration, Haryland DHHB

Pre-test

Don’t panic. This is not a test! The only way to show that this four-day
counselor training is worthwhile is to assess what knowledge you have gained from
the beginning to the end of the course. Thanks for your cooperation!

A .

1.

2.

3.

4.

5.

MULTIPLE CEIOICE: Please write the number that indicates the best answer
on the line to the right of the question

HIV primarily infects:

1. T helper cells
2. Killer T cells
3. B cells
4. Squamous epithelial cells
5. Polymorphonuclear leukocytes

What is the chance that a baby of an
RIV infected pregnant woman will be infected?

1. less than 10%
2, 20-50%
3. 50-75%
4. 70-90%
5. 100%

BIV infection in a baby can be reliably
diagnosed with an IlIV antibody test at:

1. birth
2. 3-5 months
3. 6-8 months
4, 12-14 months
5. 15-18 months

Which of the following sexual activities
between a EIV infected man and an uninfected
woman poses the CRFATEST risk of transmitting
flIV infection to the woman?

1. anal intercourse
2. vaginal intercourse
3. rimming
4. woman performing oral sex on man
5. fisting

In most people infected with BIV, it takes
how-&g for antibodies to appear?

1. 6- 12 days
2. 6 weeks to 6 months
3. 2 - 4 years
4. 2 - 15 years

1. A!-

2. q

x. zf-

4. I

5. 2

.-_



n 6. The mx3t significant indicator that a client
iediate danger of cmiting suicide is:f is in

1,
2.

3.

4.
#

lack of a support system
a plan for suicide and the means to carry
it out
lack of immediate plans to stay involved in
work or other activities
fear of disclosure of antibody status

7. The most comon ways HIV is tranmitted are:

1.
2.
3.

4.

blood, saliva and vaginal secretions
sexual intercourse, blood to blood, perinatal
needlesticks, non-intact skin and mucous
membrane contact
airborne and vector transmission

7. z

8. 2

P

8. which of the following is true about
pneumocystis pneumonia:

1. It causes AIDS.
2. It is a mild lung infection.
3. It cannot be prevented.
4. It is one of many AIDS-defining illnesses.
5. A common symptom is coughing up blood.

B. HULTIPLE#WLTIPLR  CEOICE:  Please write the NtMRER that indicates the best
answer.

9. Which of the following is TINE regarding 3
pregnancy and HIV  infection:

a.

b.

c.

d.

Women with HIV infection have mre
rapid progression of RIV disease if
they are pregnant.
It is recomended that RIV infected
women not breast feed.
C-Section delivery is recomended for
BIV infected women.
RIV infected women should avoid having
sex while pregnant.

1. a only
2. b only
3. a and b
4. a, b and c
5. at b, c and d



10. Cocaine:

a. can be snorted
b. can be smoked
c. can be injected
d. is a stLsulant
e. initially decreases interest in sex

1. a only
2. aandc
3. a, b and c
4. a, b, c and d
5, a, b, c, d and e

11. At the Maryland State Laboratory, an
overall BIV antibody test interpretation
of indeterminant can mean: ’

a. ELISA positive/Western Blot indeterminant
b. ELISA positive/Western Blot negative
c. inadequate serum to perform test

1. a only
2. b only
3. a or b
4. b or c
5. a, b or c

12. The handling of partner notification is:

%

. ,’

x.

a.

b.

C .

d.

a relevant patient concern which should be
handled without health department interference.

a relevant issue that the EIV Counselor should
address with the seropositive client.

an extremely  sensitive issue which should only
be discussed if the patient requests assistance.

a relevant issue that the EIV Counselor should
address in the pre-test counseling session.

12. /
ti

.

1. a only
2. b only
3. aandc
4. bandd
5. a, b, c, and d
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13. If a patient’s J&ISA test is positive and the Western
Blot is negative it means:

a. the patient may be in the process of
seroconverting

b. the patient should be encouraged to return
. in six weeks for a repeat blood test
c. the ELISA nay be false positive

1. a only
2. b only
3. a and b
4.  bandc
5, a, b. and c

14. Which of the following nethods  of taking drugs place
you directly at risk for BIV infection:

a. suoking
b. intravenous injection
c. skin popping
d. snorting

1. a only
2. b only
3 .  a a n d b
4. b and c
5. a, b, c and d

15. Which of the following is true about a health care
worker who gets a needlestick from fron a needle
which was used on an BIV infected patient:

a. A negative EIV antibody test 6 months
after the accident indicates that
transmission of EIV most likely has not
occurred.

b.

C.

The likelihood of becqing infected with HIV
is less than 1%.
The likelihood of becoming infected with EIV
is l-2%.

X’.

14.
J

1. a only
2. b only
3. c only
4 .  a a n d b
5 .  a a n d c



16. Reuropsychiatric symptoms seen in BIV infected
persons may be attributed to:

1. invasion of the central nervous system by HIV
2. infectious agents other than HIV

'3. tumors of the central nervous system
4, psychological reactions to being HIV infected
5. toxic/metabolic reactions such as medication side

effects or nutritional deficiencies

1. a only
2. b only
3. a, bc c
4. a, b, cc d
5. a, b, c, d, e l

17. In counseling about safer sex, the best approach with
resistant clients is to:

a. allow the client to explore their resistance
b. help the client to develop strategies to

reduce risk
C . strongly insist on the use of condoms
d. strongly promote abstinence, so that other

techniques appear more attractive by comparison
e. show pictures of seriously ill AIDS patients

to encourage awareness of the consequences
of unsafe sex

1. a only
2. b only
3. c only
4. a and b
5. a, b, cc d, e
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C, TRUE OR FALSE - ON ‘IRE ANSURR SRERT CIRCLE "1" FOR TRIJR OR "2" FOR FALSE

TRUR  FALSE

18. The main goal of pre-test counseling is to convince 18. 1
the client to be tested for RIV.antibodies

19. Since risk-reduction messages were included in 19. 1
I pre-test counseling, it is not necessary to repeat

them during a post-test counseling session. I

20. Asking a client directly
not encourage the person

21. A few cases of AIDS have
exchange in kissing,

22, Even if an addict is RIV

23.

24.

/?
25.

generally be treated as the primary disease. W

In the United States, all blood for transfusion has
been tested since May, 1983. $0

False positives with the ELISA could be due to the 24. ”
fact that a person has an illness that cross-reacts

i9

with the ELISA

If an ELISA test is positive, the client’s blood
sample must be retested with a Western Blot to
determine whether the client is truly HIV+.

about suicidal intent will
H

. 1
to commit suicide.

been traced to saliva
‘X Cj

.

infected, the addiction should 22.  /@)

G2 ‘

0
2

0
2

2

2

2 ’

2

2

3

l



HIV COUNSELOR TRAINING

1. 1 0
17 0

2.

3. 21 1

4. 8 4

5. 6 0

6. 7 1

7. 4 3

a. 0 1

9. 20 5

10. 12 0

11. 22 12

12. 3 3

Date: May 29 - June 1. 1990

PRB-TkST/POST-TEST  SUBMARY

Total numDer of Participants =tl

Pre-test Mean = 66%
Median = 68x
Range = 321. - 80X

Post-test Mean = 88%
Median = 88%
Range = 76;6 - 100%

Analysis of Individual Questions: .

Number of Incorrect Answers

Question # Pre-test Post-test Quest  ion # me-test Post-test _.i

13.

14.

15.

.16,

17.

18.

19.

20.

21.

22.

'23.

24.

25.

14

13

12

4

2

6

3

6

8

8

2

5

3

6

0

2

4

4

0

4

1

2 ‘-



AIDS ADMINISTRATION
DEPARTMENT OF HEALTH AND MENTAL  HYGIENE

201 WEST PRESTON STREET l BALTIMORE, MARYLAND 21201

Adele Wilzack, R.N., MS.
Secretary

. (301) 225-  1o52

Kathleen F. Edwards. Ph.D., R.N.
Director

TO: Sylvia Scherr
Beth Wells
Joan Garrity

Sarah Burt&

DATE: August 2, 1990

Enclosed is draft Initial Response Rating Scale and
copies of responses from before and after the Elkton  training.
Please rate both according to the scale and then return.

SB:vl

Attachments

TTY  for the Deaf:
Ealtimare Area 383-7555
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Detracts

) 0

0

0

0

0

l-1)

negates or denies feelings
makes assumptions
does not accurately reflect feelings or content
advice - giving
judgmental attitude expressed

Neutral (0)

0 non-harmful
0 allows interaction to continue
0 reflects content alone

Somewhat Facilitative (+l)

0 accurately reflects feelings

Draft 7/27/90

INITIAL RESPONSE RATING SCALE

,

Very Facilitative (+2)

0 accurately reflects feelings and content
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Q %. “I just want you to knov,
myself!*

if thir teat ir poaitik<~ IQ going to kill
.

Let’s discuss the alternatives. ._
Let’s discuss your personal life style ngacdifbg your  ae%udity  and
substance use. From this inforlwtion,  I can ovaluam your lewl of risk
that you have incurred in the put. ‘Ihi vi11  giva ua both  t h e
opportunity to look at your risk 1-1 anb what ttm outanne of the test
might be, and maybe  we can go fran there to look l t~‘bpfiaa and health
care.
I know your scared about taking the teat, but let’8 I& and ma utiat the
results show, then we CM deal with thb fmling. :.$
Thanks for letting me know how you’re feeling. It want us to talk about
this for a few minutes because thir i8 very bpoctant;’
“I know this is very frightening, hut then are 8a118 mdiciner,  that are
helping people. ”
“If that is the way you are feeling, perhap w, ~&to take a look at
whether you should have the test done at thi8  tiawm
Well, I hope you know that there are other option8 &?ailable to your I
hope you’ll at least talk to ma kfon you kill pra81f.a ,
You feel a positive test is the end - i8 that tight? .’
Tell me why you want to kill youmelf if thir te8t ir pOdtiVe.
“Let’s talk about what thet test narlt.8 maan,  and than you can decide
whether or not you want to be test&’
You’re concerned about having a. podtiva tmt. &ii me what you’re
thinking. :.

I want to be able to say I don’t h&i UD6 and be Lb prove it.
That’s one option, however,  you cm rtill Uvo 8 SuSfilling  lff8 f o r
several more years as you don% have 8ny of the ryrpLov pt.
That’s  fine - but just becaum the‘  teat ir, po&ivo~.~ Jet man  you
will definately develop AIDS. Let.8 talk abut thig. “;;‘+;
I can understand what you mearb  rim all the mu848 filled with the
fatality of the disease.
Let me explain what test results F m that you m&&and.
*Let’s talk about it!” .T$$>
It’s scary facing the unknown, lrt*r,‘&y to s &other.
You start talking about killing ymarulfr let’8 tUc -bout the teat and
what it means first. 1; “.
WW
This idea upsets you.
You sound very angry about this. .’
“That is an issue that we’ll need to di& kf’orr & takr tb8 test,
and this might not even be the 8@pcopciak.  tia, fbc you to t8ka the
test...” .:;;y:
Let’s talk about this.

%-,

You’d always have that optian.  ._You
and liviw_.$th  it a while before

R
. .

. .,.
. . .
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ELKTON, MARYLAND
APRIL‘20, 1990

INITIAL RESPONSE #2

. . .. .._A

1.

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

"You know, I'm sure there's nothing wrong with 6 but,- you
know, just to be on the safe aide...you knob, maybe I rhould
get this test." / ‘I ‘,I

YOU are concerned about your health and -if you .have been -
exposed to HIV.

You seem to be uncertain about being tested, Perhaps if we
take a few minutes to talk about what high risk behavior puts
a person at risk. Then you can decide whether you should be
tested at this time.

Let's talk about what the test is about and then you oin make
an informed choice about taking it or not taking it.

You sound undecided about the test. Let's talk ,about this.
After an explanation of the test, you can think about what
you'd like to do.

_/

Have you thought about how you might react if your test were
positive?

Sounds like you're sure about whether or-not to take the HIV
test. Maybe we need to look at together-the changes that
would occur with you if you decide to take the test. If after
that you're not ready, then maybe you shouldn't take the test..

You are probably right since only about 2% of the people tests
are infected. How did you come to rake that as:umption?

I think that's
your situation.

If you've that
test? Maybe we

Let's take some

a great reason to get tested, let's explore

sure, are you certain you want to take the
could talk about this a bit more*

time and talk
the positives and negatives.

I

That ilunds like a good id&a!
the test, then you can decide

, .

about it, so you'll understand

Let's talk a little more about
for 8ure.

That can be a very difficult decimioa'to rake.- coming in here
to get the HIV test. ';-J

Have you engage in any risky behaviors such as same sex, I.V*
use and feel you may have been infected.
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14, I think its good that you want to know about your health,
please let me tell you some things about the teat. _

15. It sounds like you're having some concernam**

16. It sounds like you may be having some doubts.

17. You sound like you are not sure if you want to have this test
done.

18. I sounds like you're not sure if you want to have. this test
done. Let's discus$ some of the implication8 of testing and
then you can decide whether or not to have this test.

19, You sound very confused aa 'to whether you should have this
test done.

20, I think it's really a good idea for you if you want to play
it safe.

I

21. It sounds like you want to be sure that you stay on the safe
side and do not get AIDS,

22. You sound a little hesitant‘ and unsure about really having
this test done.

23. Let us talk about what this HIV test is all about.

24. It sounds as if you are still undecided abod&taking  the test.
Let me explain to you exactly what is invo!y*d in the testing
procedure. Perhaps :this, will enable you to hocide what course
of action you would'like to take.

-fL':
:

l

25, You're worried about being temted?
_.

1 _.-

I
---



IN1 TI AL RESPONSE \%. M.-J

Below are three opening statements from three different ciients.
Write beneath each statement you very next verbal response. .
Write the actual vords you think you vould say, in quotation
form. Please write legibly.

1. (Pre-test counseling session)

“One thing is for sure - if I’ve qot this HIV, I’m qoinq to get

2. (Post-test counseling session - negative r e s u l t )

“Thank  you, thank you! This is  vonderful news! Well,  I’m out of

3. (Post-test counseling session - positive result)



B.S.@‘:.._-  _
c

INITIAL RESPONSE

Belov are three opening statements from three different clients,
Write beneath each statement you very next verbal response.
Write the actual vords you think you vould say, in quotation
form. Please  vrite legibly.

1. (Pre-test counseling session)

1

2. (Post-test counseling session - negative result)

“Thank you, thank you! This is vonderful nevs!
here ! ! It

Well, I’m out of

3. (Post-test counseling session - positive resu l t )

“NO- this can’t be true...Oh my God, I’m going to die!”
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Evaluation Conducted

Instruments Used to Evaluate MARC Home Bealth Care Training Courses
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SS# Date County of Employment

,FT
MARYLAND AIDS PROFESSIONAL EDUCATION CENTER

Course Evaluation

We are interested in your evaluation of this program, and will
programs. We thank you for your assistance.

Part One: Objectives

use this information to plan future education

Please evaluate the extent to which the stated objectives for this program have been achieved.

1.

2.

3.

identifying professional/personal values as barriers
to care of the HIV/AIDS patient in the home.

Describing the natural history, transmission, and
prevention of HIV.

Describing the neuropsychiatric manifestations of HIV
infection.

4.

5.

6.

7.

a.

Identifying communication interventions with the illness
response to HIV infection; i.e., depression, anger,
suicidality, the manipulative personality.

identifying psychosocial issues for both the HIV/AIDS
patient and the nurse.

Identifying a stress management technique.

Identifying legal issues related to HIV/AIDS.

Describing nursing case management of HIV/AIDS patients
in the home.

Part Two: Faculty

Please evaluate the presentations made by each faculty member.

1.

2.

3.

fl 4-
5.

6.

Joan Ganity N/A

Jean Trotter N/A

Debra Kosko N/A

Edith Creef N/A

John Budin N/A

Richard North N/A

not VW
at all much so

poor

1

1

1

1

1

1

4 5
+

4. 5

5

5

5

5

5

5

excellent

5

5

5

5

5

5



_

Part Three: Overall Evaluation

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

not
at all

Today’s program will be used by me in my daily work. 1

As a result of this program, I think I’ll feel more
comfortable with HIV patients. 1

There was enough time for us to ask questions. 1

In general, the presenters were knowledgeable, 1

There were some topics that we needed to cover, but
didn’t get to. 1

In general, the information I learned was useful. 1

For this type of program, was the time available adequate? 1

Was the meeting space comfortable? 1

Were the handouts and reference materials helpful? 1

How did you hear about today’s conference?. . . -brochure/flier

c

very
much so

4 5 4

4. 5

4 5

4 5

4 5

4 5

4 5

4 5’

4’ 5

from a friend-
through my work radio/televlsron- -other (Please specify)

What additional program would be of interest to you?

Part Four: Demographic Data (Check one for each category)

Total number of HIV/AIDS patients cared for in the last 3 months:

Total number of HIV/AIDS patients you have cared for ever:

Primary Sfte of Work

Please indicate your primary site of work: Hospice Home Health Care Agency/Department
Public Health Department Visiting Nurse Organization Other (Please specify):

Number of Years in Home Health Work: Both in this job and elsewhere, how many years have you worked
in home health care?

Less than one year _ l-2  years 3-4 years 6-7 years
Not apeble  (not in home health care)

5-6 years Over 7 years

Ethnic@

American Indian/Eskimo
B l a c k

Asian
Caucasian (white)

Job Title

Hispanic/Latin0
Other (Please specify)

Nurse Practitioner Dietitian Physician Assistant Counselor 4
RegisteredNurse Social Worker Nursing Assistant HomeHealthAide
Licensed Practical Nurse Other (Please specify)

gx: Female Male &: Less than 20 3140
-20-30

51-60
41-50 Over 60



SS# DATE: County, State of Einployment

THE NUESING CHALLENGE:

f- HOME CARE OF THE HIV/AIDS PATIEM:

This questionnaire is intended to allow us to better understand health concerns and
opinions about HIV/AIDS in order to enhance educational offerings. It is'not a test, nor

_ is it a means of assessing individuals so much as health care workers in general.- Some
of the questions are provocative. Please be candid and frank. Your responses are strictly

s confidential, and will be used in planning future courses.

THE ITEMS BELOW ARE STATEMENTS ABOUT HEALTH CONCERNS -- ESPECIALLY OPINIONS
AND CONCERNS ABOUT AIDS -- AND PERSONAL ATTITUDES AND TRAITS GE- TO
HEALTH CARE. PLEASE MARX THE EXTENT TO WHICH YOU PERSONALLY AGREE OR
DISAGREE WITH THEM, USING A SCALE OF 1 to 6:

Strongly Moderately Slightly Slightly
Disagree Disagree Disagree

Moderately
Agree

strongly
Agree

1 ___--- 2 -------- 3
Agree

___--- 4 ------- 5 -______ 6 __V____

P---

1 . 8 I feel professionally competent to care for persons with AIDS.

2.

3.

4.

5.

: 6.

7.

a .

9 .

10.

11.

12.

13.

14.

- 15. I am comfortable with the thought of my own death.

I would be Willing to eat in a restaurant where I knew the chef had
AIDS.

People with AIDS should absolutely abstain from sex.

I don't find it particularly difficult  to get along with‘demanding,
needy people.

I often have tender, concerned feelings for people with AIDS.

The rights of AIDS patients (e.g.,
have been overemphasized.

privacy and confidentiality)

Given a choice, I would prefer not to work with AIDS patients.

Blacks and Hispanics have been unjustly victimized by AIDS.

AIDS makes my job a high risk occupation.

I find the thought of homosexual acts disgusting.

It is pointless to give drug abusers medical advice: they ignore
it.

I am comfortable talking to a dying person about death.

I would rather work with a better class of people than AIDS
patients.

I sometimes think when people have
they deserve.

a misfortune they only get what



._.. . .
c

.

Strongly
Disagree
1 ____M_

16.

17.

18.

19.

20.

21.

Moderately
Disagree
2 _------_

If a child
him/her to get psychiatric

slightly Slightly
Disagree

Moderately
Agree

Strongly
Agree Agree

3 --_--- 4 -----_ 5 -_------ 6 ------ 4

of mine showed homosexual tendencies, I would want
treatment.

I would prefer to refer
colleagues.

persons with AIDS to my professional

Because of germs, I prefer not to use public restrooms.

AIDS patients have as much
else.

right to quality medical care as anyone

I am uncomfortable asking patients about the possibility and
details of their drug use.

Even were I to follow strict infection control measures, it is
likely that I would become infected with HIV if I were working with
AIDS patients over a long period of time.

22. It is wrong to blanketly condone the use of condoms.

THE.FOLLOWING  QUESTIONS WERE DEVELOPED FOR PEOPLE AT VARIOUS LEVELS
TRAINING AND PRACTICE. SOME OF THE ITEMS ARE QUITE DIFFICULT AND
ELEMENTARY. IF YOU DO NOT KNOW AN ANSWER, PLEASE SIMPLY INDICATE
THINK THE CORRECT ANSWER MIGHT BE.

23.Human immunodeficiency virus (HIV):

OF THEIR
SOME ARE
WHAT YOU

[l] Is a new mutation of the HTLV-III virus which was first
implicated in the etiology of AIDS;

[2] Causes lymphadenopathy but not AIDS;
(31 Is the internationally agreed upon name for the AIDS virus,

formerly known as HTLV-III, IAV, or ARV;
[4] Is widespread in Africa but has not yet been observed in

America;
[5] Is a cofactor in the transmission of the AIDS virus.

24.AIDS is caused by:
[l] A protozoan
123 A bacteria
(33 A fungus
[4] A retrovirus
[5] None of the above
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25. While recapping a needle, a health care worker sustains an

accidental needle-stick injury after drawing blood from a IX-year
old AIDS patient who is also Hepatitis B surface antigen positive.
The following is/are true:
[I] A negative HIV antibody test on the nurse's blood six months

after the accident virtually rules out transmission of HIV.
' [23 The nurse has a greater risk of acquiring HIV infection than

Hepatitis B infection.
[3] Like many such needle-stick injuries, this accident could have

been avoided if recapping had not occurred.
(43 1 t 3
[53 I, 2, & 3

26. The likelihood of the health care worker becoming infected with HIV
after the accidental needle stick _is:
[II 0
[2] Less than 1%
133 2-10%
[4] 20-50%
[5] 70-100%

27. HIV primarily infects:
[l] B cells
(23 Squamous epithelial cells
[3] T helper cells
[4] Killer T cells
(51 Polymorphonuclear leukocytes

P--

28. In the U.S. Today, the approximate
are heterosexual is:

i3j 7%
[4] 25%
[5] 33%

2g.The U.S. Public health service has estimated
1991, the approximate cumulative number of U.S.
Cl1 2,700

percentage of AIDS patients who

27,000
270,000

[43 2,700,OOO
[S] 22,270,OOO

that by the end of
AID8 cases will be:

30.In the U.S. today, most people infected with HIV are:
[l] Persons with AIDS.
[2] Persons with AIDS-related complex.
(31 Living in San Francisco or New York..
[43 Intravenous drug users.
[5] Persons who are asymptomatic and appear healthy.



31.Altered  mental status in people infected with HIV is usually due
to each of the following except: .I

[l] HIV encephalopathy; .-
[23 Anemia;
[33 CNS opportunistic infection or neoplasm:
[4] Illicit drug intoxication or withdrawal;
[53 Medications.

32,HIV  infects each of the following cells exceut:
[l] T-helper lymphocytes
[2] Monocytes and macrophages
133 Brain microglial cells
[4] Epstein-Barr virus infected B lymphocytes
[5] Hepatocytes

33. Human body fluids shown to be involved in the transmission of HIV
include:
[l] Blood and blood products
(23 Saliva and urine
[3] Semen
(43 1 & 3
[51 1, 2, & 3

34.The clinical manifestations of HIV which are newly discovered
disease entities include:
[l] Kaposi's Sarcoma;
[2] Hairy leukoplakia;
[3] Pneumocvstis carinii pneumonia:
[4] None of the above: all were previously known;
(53 2 & 3 :

. ..Y

35,According to the Centers for Disease Control, the approximate
percentage of persons with AIDS who have acquired HIV infection
via a still "undetermined" route is:
VI 0
VI 3%
[3] 10%
[4] 17%
[5] 33%

36,The average time from inoculation with HIV to seroconversion is:
Ill
(21
(31
(41
(51

24 Hours
3 Days
l-4 Weeks
6-12 Weeks
6 Months

37 .Your
rate
[II

[21

[31
141

r51

intent is to measure the blood pressure, pulse, respiratory
and temperature of an AIDS patient. You should:
Place a disposable mask over your nose and mouth before seeing
the patient.
Wear a gown while seeing the patient and dispose of Ed-
afterwards.
Wash your hands after seeing the patient.
Wash your hands with iodine (Betadine) after seeing the
patient.
AU of the above.
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38. With respect to infection control measures, the Centers for Disease
Control recommend that those patients to be considered potentially
infectious for HIV include:
[l] Any person who, in the last ten years, has had sex with a

homosexual or bisexual man: had a blood or blood-product
transfusion: and/or has shared needles used for intravenous
injections.

[21 Children of mothers with AIDS/HIV infection.
[33 All patients regardless of membership in a specific risk

group.
[41 l&2
c53 1, 2, b 3

t

PLEASE INDICATE THE DEGREE TO WHICH YOU HAVE AN INTEREST IN THE FOLLOWING
TOPICS, USING A SCALE OF 1 to S;

No .. Slight Moderate Strong Very Strong
Interest Interest Interest Interest Interest
1 m_-__-_-_ ~~~_____

2, * . 3 ___----_ 4 _W_______ 5

390

40.

41.

42.

43.

44.

45.

46.

47;

Natural History, transmission and prevention of HIV.

Nursing management of HIV/AIDS patients in the home.

AIDS prevention (including sex and drug counseling).

Psychosocial issues of AIDS

Ethical/legal issues of AIDS.

Identification of professional/personal values as barriers to care of
the HIV/AIDS patient.

Neuropsychiatric manifestations of HIV infection.
_.

Cmmunication interventions with

Stress management.

THANK YOU FOR COMI'LJZTING 'MS QUESTIONNAIRE.
PROFESSIONAL EDUCATION CENTER (301) 328-8639.

the illness response to HIV infection.

PLEASE RETURN IT 'IO SYLVIA SCHERR, MARYLAND AIDS

Questionnaire courtesy of Margaret Grade, Ph.D., UCSF.
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MIDWEST AIDS

I. OVKRVIEU

TRAINING AND EDUCATION CENTBR

EVALUATION REVIEW

The Midwest AIDS Training and Education Center (MATEC) comprises a six-
state region (Illinois, Indiana, Iowa, Minnesota, Missouri, Wisconsin) and
operates through seven regional sites to administer programs for health
professionals addressing knowledge and skills about AIDS and HIV infection.
The organizational goals are clearly delineated and include the establishment
of the MATEC at the University of Illinois at Chicago in collaboration with
seven other institutions, the development of seven area sites for an AIDS
education network, and the implementation of general AIDS-related programs as
well as programs to meet site specific needs.

The education and training activities include train-the-trainer programs
for selected health professionals, seminars and workshops for primary care
providers, one and two-day workshops targeted to specific health
professionals, training programs specifically geared to training
representatives of minorities and health providers to minorities, as well as
telecommunications programs, video tape programs, and the development of
curricula and teaching materials. Furthermore, activities include the
provision of updates of new and timely information and the provision of a
support system for area health professionals.

To date, evaluations of education and training programs have been
formative and process oriented, The various MATEC sites are collecting basic
information on participant assessment of the content and objectives of various
programs and trainings. Work groups, comprised of members from the various
sites, have been exploring the utilization of standardized evaluation formats
for some outcome measures. In the spring of 1990, the various sites agreed to
use a uniform instrument for a pre/post-training assessment of attitudes and
knowledge of participants in all programs over four hours in length.

II. THE ADHINISTRATION OF TEE EVALUATION PROCESS

A. The Evaluation Plan

MATEC initially focused attention on project monitoring and on formative
evaluations to improve and refine program offerings. Attention is now being
placed on outcome evaluation.

1. The Evaluation as Proposed

The overall evaluation goal is formative in nature and was focused on the
evaluation of program outcomes and the provision of a feedback loop to
introduce refinements. In order to do this, MATEC proposed activities that
would include both qualitative and quantitative measures of program
effectiveness.
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Needs Assessment: MATEC intended to collect data on the numbers and
locations of health care professionals and identify training needs and/or gaps
in existing training. The methods of data collection were not specified but
this assessment was to be carried out by each site at the start of each grant
year. Furthermore, MATEC planned to collect data on the status of HIV
infection within the region from all available sources to assist in,targeting
decisions and curriculum update.

Assessment of Education and Training Programs: MATEC proposed to utilize
questionnaires to test knowledge and attitudes of participants before and
after training. A brief annual follow-up survey was to be mailed to a sample
of participants to determine utilization of information/skills in practice.
The initial plan called for each site to adapt evaluation materials for their
program.

The training-the-educator program was to be evaluated by the trainers,
educators and health care professionals through the utilization of descriptive
reports. Participants were to be surveyed regarding their evaluation of the
training experience. A feedback loop was to facilitate program revisions.
In addition, a series of small studies was proposed to examine what factors
account for change or a lack of change in provider attitudes and/or practice.

Quality control was to be maintained through semi-annual review of
training materials.

Process Evaluation and Accountability: An information management system
was planned to evaluate the efficiency and effectiveness of the
education/training program based on the stated goals and objectives of site
programs. Quarterly reports were to include number and types of professionals
reached, geographic location, organizational affiliations, co-sponsoring
arrangements, type of training provided, number of hours of training, cost per
trainee, and a summary of participant evaluation and planned program
revisions.

The MATEC organization was to be assessed at 6 and 12 months through an
evaluation completed by each site. Questions included the ability of the
central and regional advisory councils to recruit a broad-based
interdisciplinary membership, ability to develop a recognizable center, and
effectiveness of support services.

Cost Effectiveness Evaluation: A cost effectiveness analysis was to be
based on the information obtained from the process evaluation as well as the
volume and activity reports.

2. The Implementation of the Evaluation Plan

The evaluation plan, which has evolved over time, incorporates regional
office as well as site specific activities. MATEC oversees the
evaluation and the various sites are responsible for program ev
The monitoring activities are well developed and allow for in-depth analysis
by regional headquarters. As is appropriate for early program activities, the
evaluation focus has been primarily process oriented; activities are detailed
in Sections III through VI, below, All sites report use of process
evaluations for program offerings. Plans for year 03 focus on outcome data
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constitutes a quality program?I1 with a view toward developing specific
standards across sites.

On-going discussions at the Coordinating Council meetings have led to the
development of a plan to assess short-term impact through the use of a
pre/post-test measure of attitudes. Sites have agreed to use a uniform
instrument for all programs over four hours in length.

3. Subcontractors

Each site is responsible for evaluation studies of site programs. Site
directors report that all programs (not including brief presentations and
lectures) are to be evaluated. Often, the evaluation forms are developed by
program co-sponsors, particularly when programs are offered for continuing
education .credi ts. In such cases, the co-sponsor sends the results to MATEC.
Generally the program evaluation focuses on process issues. Site specific
activities include the regular use of process evaluations designed to be
program specific and focused on participant assessment of program activities
and objectives.

c. Coordination of Evaluation Activities

Subcontracts stipulate the requirement of site participation in
evaluation activities. This information is collected and analyzed by the
regional headquarters which prepares a quarterly summary report. This
information is available in the Training Grant Continuation Application and
quarterly report for education and training activities.

D. Reporting of Findings

All sites submit program reports to the MATEC central office. These
include program outlines, evaluation instruments used, and evaluation results.
All summary progress reports submitted by regional headquarters include site
specific reports of activities under each objective. In addition, sites
prepare and submit evaluation reports, as appropriate, that have been prepared
for contracts with co-sponsors. For example, the Northern Illinois site
prepared an evaluation report for the Chicago Department of Health,
summarizing findings for a series of trainings conducted in year 01.

III. APPROACXES TO PROJECT EVALUATION

site
MATEC regional headquarters takes an active oversight role: conducting
visits, requiring regular reports in specified formats, as well as

procuring, analyzing , and summarizing pertinent data, and facilitating the
development of uniform measures. Each site is responsible for the regular
submission of a work plan which lists the various ETC goals and objectives,
the specific action steps to be taken to meet each objective, and the
delineation of progress to date. Sites submit information pertaining to each
educational offering which is then tracked and summarized by the regional
headquarters. Data is submitted in specified reporting formats to enable
regional headquarters to conduct a variety of analyses.
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MATEC regional headquarters maintains a strong facilitating and -
supportive role and is knowledgeable about the various site activities.
Timely analysis is conducted on materials and statistics sent into the
regional office. Furthermore, the central office reports that a trustful
atmosphere has been established to support a collaborative effort among the
various sites and institutions.

A. Monitoring

MATEC regional headquarters conducted site visits in year two and used a.
uniform but informal protocol. The protocol listed evaluation questions and
discussion items in each of the following areas:

l Quality assurance
l Linkages
l Space resources
l Fiscal operations
l Expertise of faculty
l Training programs (record review, targeting; program design)
l Marketing

A copy of the site visit protocol is included in Appendix I.

Following the site visit, feedback was provided via follow-up letters to
each site. The letters themselves indicate that discussion was thorough, that
strengths were highlighted, needed progress noted, suggestions made, and that
linkages were established with other programs. Some of the problems
identified related to minimal funding and therefore limited staff. Often,
this means that the project coordinator is responsible for all of the
training. Expanded and a more carefully monitored use of train-the-trainer
programs are under discussion among all of the sites. Other issues related
to the depth of program content.

After the follow-up letters were sent out, a conference call enabled the
central office to communicate findings across sites and offer a summary of the
diversity of programs. Regular phone and mail contacts continue throughout
the year. A repeat of these site visits are planned for year 03.

The Training Grant Continuation Application (4/89) contains a progress
report on MATEC Year 01 Objectives. MATEC reports on the meetings of the
Coordinating Council, the establishment of cooperative relationships with
various associations and institutions, the development of all sites with long
term plans and programs underway.

All summary progress reports submitted by the regional headquarters
include site specific reports of activities under each objective. This in-
depth overview is made possible by the regular meetings and up-dates and by
the requirement that all program facilitators complete a program data form and
submit it to the central office. The program data form includes general
program information, participant information and program design information,
as well as program strengths and weaknesses. Facilitators are also asked to
submit materials used. This information enables the central office to
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analyze the numbers of people served and the types of programs offered by site
and region and to develop a cost effectiveness analysis. -_

B. Output Evaluation

which
Data for output evaluation are collected via a ETC-wide Program Data Form
includes general information about the program and its design,and

summary information about the participants. A copy of this form is included
in Appendix II.

A spreadsheet of training activities detailing date, number of
participants, minority status of participants, program length, contact hours,
target audiences and professional groups reached for each training event is
maintained by the regional office. Program faculty at each site is
responsible for collecting this information and forwarding it to the central
off ice. As a result, regional headquarters is able to develop summary reports
for detailing region wide and site specific program topics and participant
counts, participant occupation listings, minority case-load reports. These
summary reports are included in Appendix III.
of program offerings,

Furthermore, for each category

title, program dates,
regional headquarters is able to print out program
total number of participants, minorities, program

length, contact hours, target audience categories, and occupation codes.
Printouts for Provider Programs and Train-the-Trainer Programs are also
included in Appendix III.

Output data includes information on program distribution, training
productivity by site, changes by site, and preliminary cost analysis. Samples
of these reports are included in Appendix III. MATEC regional headquarters
reports that sites have begun activities in long range planning, have met with
advisory groups on a regular basis , and have offered from 11 to 168 programs
per site. Over 700 hours of programming are reported with over 9,500 health
professionals reached in the first year of activity.
1990, MATEC, as a region,

From April 1989 to May
had conducted 40 training of trainers events.

Faculty development and medical student peer education programs are included
in this number. As is noted in the case study report, these 40 programs
reached 800 participants. In addition, there were 527 direct trainings
during the same time period, reaching 26,233 participants. Overall, as of mid
April, 1990 over 478 programs were offered throughout the region.

In addition, summary program statistics are prepared for each site. For
example, the Northern Illinois MATEC Summary Program Statistics report lists
events, participants, average participants per event, and contact hours for
each quarter, One can easily note, as a result, that in the first three
quarters of year two, the Northern Illinois site offered 129 events to a total
of 3,889 participants, averaging 30 participants per event, for a total of
12,986 contact hours. As a sample, the summary report for Northern Illinois
MATEC is included in Appendix III.

Northern Illinois, which represents the area with the largest percentage
of AIDS cases (47%) in the ETC area, had the largest number of trainees
(4,719); but Indiana, Wisconsin, and Southern Illinois each trained over 3,500
participants.
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c. Cost Efficiency and Cost Effectiveness

MATEC formulates an analysis of program outputs based on number of course
offerings, number of participants, and overall costs. Both cost per
participant and cost per contact hours were calculated by regional
headquarters. The findings indicate that in year 02, the average cost per
participant was $37.19 and the average cost per contact hour was $10.18.
Needless to say, this type of analysis does not make provision for the varying
depth of program offerings. An analysis of costs, by site for both direct
training and for train-the-trainer programs is included in Appendix IV.

IV. FORHATIVR EVALUATION OF PRODUCTS DEVELOPED

The Minnesota Site has developed two, well-received manuals: Living With
AIDS and Taking Care Manual. These materials have been used at the two annual
conferences of professionals and comments and reviews were solicited. The
Missouri site has developed curriculum and a video for nursing home staff. A
draft of the print document was planned for July/August 1990. Indiana has
collated a series of affective exercises found to be useful-in trainings
focused on psycho-social issues of HIV/AIDS.
developing a patient simulation guideline for
dental curriculum is near completion.

Thus far, there is no formal process for
products developed. MATEC plans to develop a
the latter part of 1990.

Regional Headquarters is-
HIV/AIDS related cases. A

review and evaluation of
standardized procedure during

V. APPROACRES TO EVALUATING EDUCATION AND TRAINING OFFERINGS

Initially, the individual sites held all responsibility for the
evaluation of education and training offerings. The independence of the
various sites and a recognition of the need for each site to determine and
tailor program offerings were important in the development of the ETC. Over
time, however, a collaborative environment enabled the ETC to move in the
direction of greater standardization for quality assurance and for evaluation.

A. Standardization of Evaluation RTC-Wide

Each site has used its own method of evaluating education and training
programs. Generally, these evaluations have been formative in nature and
process-oriented. These evaluations have enabled the various sites to
monitor participant response to program content, process, and faculty.
However, in the spring of 1990, an evaluation questionnaire was developed
(with the assistance of other ETC and NIMH evaluators) and will be utilized
across sites for all programs four hours or longer.

The evaluation consists of a pre-program questionnaire which asks
participants to offer a code number and provide general demographic
information including experience with HIV/AIDS related care. Participants are
asked to offer a rating (l=strongly agree, 5=strongly disagree) for a series
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of 25 items related to attitudes, knowledge, behavioral intention, and self
efficacy. A sampling of questions are:

. I have adequate knowledge to protect myself
from getting AIDS from patients;

. AIDS infection control procedures are sufficient
to protect health care providers;

. Given the choice, I would rather not work with
patients with AIDS;

. Homosexuals who contract AIDS are getting what
they deserve; and

. I am comfortable providing care to persons with
HIV infection.

The post-program questionnaire consists of 30 items. The additional five
items, previously utilized by JSI and ABT Associates for joint conference
e v a l u a t i o n s ,  i n c l u d e :  I

I leave this conference with additional
knowledge about HIV/AIDS;
My objectives for attending this conference were
met;
I leave this conference with changed views about
HIV/AIDS issues;
I leave this conference with stronger skills
related to my professional practice and
HIV/AIDS; and
I feel prepared to talk with clients who are
worried about their AIDS related risk status.

A copy of this standardized Program Evaluation form is included in Appendix V.

B. Approaches to the Formative Evaluation of Training Events

Each site engages in some level of formative process-oriented evaluation
for program offerings. When an event is co-sponsored or is offered for
continuing education credits, the standard evaluation forms used by the
sponsoring or accrediting agencies are used. Generally the process evaluation
queries participants regarding the program faculty, the program content, and
the site. In addition, the report includes a listing of participants’
comments which are quite useful for program planning and revision.

For an example of the type of forms in use, the AIDS/HIV Invitational
Clinical Nurse Educators Program offered at the University of Wisconsin-
Madison (November 1989) included an evaluation form that asked participants to
assess various program components by rating (on a one to nine scale) the items
such as: general organization of the program, length of the program,
information received, information presented, knowledge gained, location,
facility, appropriateness of presentations , relevancy of instructional
materials, contribution to participants ability to function in clinical
setting. In addition, participants were asked to assess faculty on nine
i terns, and add additional comments related to content, faculty, panelists, and
coordinators.
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Another example, from the Northern Illinois site, asks participants to
offer ratings on a variety of workshop components and additionally, to specify
what each instructor could do better next time and how the workshop could be
improved. In addition, the inclusion of questions such as “write down one
fact or idea from the workshop that you learned, and that seems important to
you” enables planner to compare objectives with participant gains. The
summary reports offer percentages for each response category as well as a
listing of answers to the open-ended questions.

Several sites report the existence of a feedback loop from participants
to program planners and can offer examples of program revision based on
participant feedback.

c. Approaches to Evaluating Training Outcomes

The measurement of program outcome has been under discussion since
project inception. This discussion process has proven fruitful, in that all
parties have come to agree that outcome evaluation is important and that a
uniform measurement procedure is acceptable. Regional headquarters notes that
this participatory process, involving members from all of the sites, was
necessary to develop trust in the evaluation process and to assure compliance
with a standardized form, once developed.

The evaluation questionnaire, described in Section V.A., to be utilized
across sites for all programs four hours or longer includes measures of
attitudes, self efficacy, and knowledge. Once these forms are in regular use,
across sites, the regional office evaluator (Mr. Chene) plans to subject the
instrument to appropriate parametric tests, solicit comments from the various
sites, and develop a shorter form. Once a standardized form is in regular
use, regional headquarters will be able to report on some training outcomes.

Several sites include a question on their evaluation forms that offers a
measure of behavioral intention. The Northern Illinois site, for example,
asks participants to indicate what they will do differently at work as a
result of this workshop.

D. Unique and Interesting Evaluation Techniques

Both the Northern and Southern Illinois sites are involved in developing
AIDS-related Standardized Patient Encounter for training medical students and
residents. The evaluation component involves video monitoring of the doctor
patient encounter for later viewing and analysis and a follow-up session
between doctor and patient where the patient offers a critique of the
encounter. A formal analysis of the video and/or of the patient response
could provide an in-depth evaluation of a training. No written material is as
yet available for this component.

VI. EVALUATIONS CONDUCTED

Site activities include train-the-trainer programs, training for staff of
a variety of institutions, peer educators training, AIDS overview programs,
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and continuing education programs; preliminary outlines for curricula; work
with professional schools to assess current course content; the development of
a newsletter, collection of publications, and the development of a resource
center. The evaluations used thus far consist of participant assessments of
program offerings (client satisfaction) with some measures of self-assessment.
The self assessments, when used, follow the adult education model of asking
participants to offer an indication of their ability to meet a program
objective. Samples of the evaluation instruments and evaluation
reports/summaries are included in Appendix V. Included are the following:

. Evaluation Report: AIDS/HIV Continuity-of-Care
Conference

. Evaluation Report: Mini-Residency

l Evaluation Summary: Chicago-Read Mental Health
Center

. Evaluation Summary: Central Iowa AIDS Symposium

. Evaluation Summary: Nursing’s Response to HIV’
Infection (Wisconsin)

. Evaluation Summary: HIV Infection (Southern
Illinois)

. Evaluation Summary: HIV Update (Missouri)

Some available examples of a program and evaluation are briefly described
under each of the following program categories.

A. Training-of-Trainers (TOT)

A variety of train-the-trainer (TOT) programs are reported for each site.
Wisconsin has focused on dentists and nurses; Northern Illinois focuses on
its established faculty, social workers from hospital settings; and staff at a
variety of state institutions; Indiana offers TOT programs to a variety of
health care professionals in home health, long term care, nursing schools, and
the state’s Department of Mental Health; Southern Illinois has worked with
existing AIDS trainers; Iowa has offered TOTS to infection control
specialists; Minnesota has trained medical students; and Missouri plans to
focus on nursing home staff.

MATEC does not offer one uniform TOT; each site designs and offers its
own. However, MATEC reports that the organization has recently reached
consensus about shared definitions and common activities for train-the-trainer
programs (quality guidelines). To date there is no shared means of evaluating
these programs.

An example of an evaluation of a train-the-trainer program is the
evaluation conducted for the “AIDS/HIV  Continuity of Care Conference” for
staff of the Community and Migrant Health Centers, offered by the US Public
Health Service Region V Office and co-sponsored by MATEC and ECAETC. This
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program offered attenders several in-depth presentations, some followed by
small group discussions and large group summaries. Topics included AIDS
Epidemiology, Sharing, AIDS Prevention, HIV Testing/Counselling, Case
Management, Community Resources and Train-the-Trainer.

The evaluation report notes that program participants included social
workers, nurses, health administrators, and health educators. Just over half
(24) of the 47 participants completed the evaluation form. The intent of the
evaluation was to determine if attenders’ needs were met.
asked to rate the various program components.

Participants were
The conference received an

overall rating of 4.0 on a 1 to 5 scale, with 5 indicating “very helpful”.
The program manual and handouts received a very high rating of 4.7. The
report is included in the appendix, as noted above.

B. Direct Education Programs for Practicing Health Professionals

1. “Nursing’s Response to HIV Infection”

The example’here is from the Wisconsin site. A continuing education
program Nursing’s Response to HIV Infection, sponsored by the MATEC in
collaboration with the University of Wisconsin-Madison School of Nursing and
the Wisconsin Division of Health in April 1990, serves as an example of an
evaluation for a direct education program for practitioners. This full day
program offered presentation of HIV updates, an overview of drugs and
therapies, prevention education, and nursing activities (including the support
of coping and self perception functions, of cognitive-perceptual functions and
of nutritional-metabolic functions) as well as a panel of persons affected by
HIV infection.

The evaluation report notes that one-hundred and forty-five participants
completed evaluation forms for this workshop. The evaluation form included
demographic data , experience with HIV/AIDS patients, participant assessments
of the degree to which specific objectives were achieved, and participant
ratings of faculty. Overall, ratings were in the range of 3.5 to 4.2 on a 1
to 5 scale with 5 representing the category vwell done”. The presenters
received ratings of 3.6 to 4.5 and the panelists ratings of 5.0 on a 1 to 5
scale wi th 5 representing lfexcellen  t f‘, In addition, participants were asked
to complete a pre and post questionnaire focused on attitudes and self
assessment items. Analysis (to date) consisted of a listing of the percentage
of participants within each rank. With further analysis and/or follow up it
will be possible to compare pre and post test mean scores for the attitude
items for any statistically significant change. The full report is included
in the appendix, as noted above.

2. Overview of 25 Offerings of the Northern Illinois MATEC

Another example is from the Northern Illinois site and consists of an
overview of twenty five AIDS educational training sessions for personnel of
the CDOH neighborhood clinics conducted from June through August 1989,
reaching 808 employees. A detailed evaluation report was prepared for the
Chicago Department of Health and includes a description of the activities, of
program participants, and program evaluation results. Of the 808 individuals,
586 returned the program evaluation forms for a 70% response rate.
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Questions l-7 focused on program content, timing, handouts, answers to
questions, instructors’ awareness of audience level and instructors’ -
knowledge. Overall all seven items were given high ratings with well over 70%
of participants agreeing .with positive statements. For the general evaluation
comments, most wrote that training was very informative and beneficial to
their practice. A behavioral intention question was included in the
evaluation and asked the participants to indicate what they would do
differently at work as a result of the workshop. A majority of respondents
listed the use of universal precautions as the change they will undertake in
their work environment and many indicated that while they had been aware of
the need for universal precautions, they now understood that use of
precautions would reduce their risk of exposure to HIV.

AIDS.
In addition, participants were given a quiz to assess their knowledge on

Of the 808 participants receiving the quiz, 376 returned them for a
response rate of 47%.
clinical sessions,

The average quiz score was 66%. For participants in
the average score was 68% and for non-clinical sessions,

the average score was 57%. Mixed session participants had an average score of
78%. The quiz consisted of nine questions. The questions and the percentage
with correct responses are offered below:

Knowledge Quiz Item Percentage Correct

1,
2,

3.

4.

5.

6.

7.

8.
9.

Identify 3 methods of transmission
Identify 3 methods of reducing risk
of exposure from sexual contact

Identify 2 methods of reducing risk
of exposure from IV-drug users

Identify 2 possible interpretations of
a negative HIV antibody test

Explain the iceberg theory as it applies
to the clinical spectrum of HIV

Identify 3 psychosocial concerns of
people with HIV

Identify 3 fears healthcare workers
have about HIV infection

Define universal precautions
Identify approximate percentages of
Chicago AIDS cases by race

71%

67%

86%

83%

84%

67%

26%
67%

74%

The evaluation report, prepared by MATEC, included a program
assessment with specific recommendations for further training. This type of
report is not unusual. A similar report was prepared for the Office of AIDS
Prevention of the Chicago Department of Health in April 1990 after a series of
10 inservice training sessions were offered to 125 participants. Both reports
are included in the appendix, as noted above.

C. Hini-Residencies

The example here is from the Northern Illinois site. A mini-residency
program, a joint effort of the US Public Health Service, Region V, MATEC, the
Cook County Hospital AIDS Prevention Service, was piloted at The University of
Illinois at Chicago on November 10 and December 6 and 7 1989. The first two
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program days consisted of several presentations, a focused Standardized
Patient Encounter followed by case conference and a panel discussion. The
third day consisted of Team Conferences, Case Management presentations and
discussions, a clinical observation and an evaluation. The Standardized

I Patient Encounter has its own evaluation component with patients offering
specific feedback to the clinicians and with opportunities for video review
and analysis.

The evaluation report, included in the appendix, notes that four health
care professionals attended the program and three attenders completed the
evaluation form. The evaluation queried participants regarding their
assessment of various program components. The program received a rating of
3.9 on a scale of 1 to 5 with 5 indicating “very helpful”. Most (60%) of the
individual program components received ratings of 4.0 or greater. There is no
written report analyzing the video review or patient analysis.

VII. SUIU4ARY  OF ISSUES AND CHALLENGES FOR TEE FUTURE

MATEC needs to examine its overall reporting processes because of a
tendency to under-report its activities. For example, the site visits
conducted by central office staff, although noted in quarterly reports, were
not highlighted as an evaluation activity. The protocol developed for the
visits, the focus and depth of the discussions held, and the nature of the
suggestions made indicate that this activity serves as a valuable formative
evaluation procedure for the overall project development.

A real strength of MATEC is the strong role taken in requiring site
specific information and then processing and summarizing site specific and
regional data. Regional headquarters can thus offer detailed and timely
analysis of project activities.

“Modeling” is a key strategy in education and could serve the evaluation
efforts. If activities coordinated by the regional office always contained an
evaluation component, the regional office could be viewed as “modeling” the
importance of evaluation activities. For example, training programs presented
at Coordinating Council Meetings could always incorporate an outcome
evaluation component. In this way, the evaluation effort is highlighted and a
variety of program evaluation methods could be used and discussed. In
addition, an emphasis on outcome evaluation efforts would be considerably
strengthened if an evaluation consultant were available to all sites. This
centrally located person could be available to assist in the development of
site or program specific evaluation design and in follow-up queries.

The outcome evaluation efforts can be further supported if the existing
data reporting forms asked for additional information from each program. For
example, the forms could include requests for summary information pertaining
to participant self-assessments or reports of behavioral intent. Many
programs already ask this information on their own evaluation forms and
summarize them in their reports. Regionwide summary information regarding
behavioral intent can offer insight into project effects.

The development of an attitude pre/post-test instrument to be used
uniformly across sites for all programs exceeding four hours duration, will
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certainly contribute to a stronger outcome evaluation focus. MATEC reports
that the consensus to utilize a uniform instrument was the result of trust
building and collaboration. As the ETC gains in strength, there is a
potential to make stronger demands on project sites so that uniform processes
and evaluations can be used for all train-the-trainer programs and other in-
depth workshops.

In addition, a follow-up phone or mail study of reported behavioral
change among a sampling of participants in each state who attended full day
workshops could be conducted from the central office to further support more
in-depth evaluation. For some sites, findings could be compared with the
post session behavioral intention item included on many of the evaluation
forms.

The use of the Standardized Patient Encounter can offer an opportunity
for in-depth evaluation of training. As part of the Standardized Patient
Encounter, the clinician and patient are video taped and, after the clinician
has an opportunity to write a report, the patient offers specific feedback.
Presently, evaluations consist of participant assessments. However, an
evaluation checklist could be used for the video review and the patient
analysis, thereby offering a summary assessment of practitioner skills.

Expertise in Organizational Development is a real strength of MATEC. The
methods used in monitoring overall MATEC activities have been informed by
organizational development concepts. In addition, MATEC sites routinely
perform organizational development assessments when they are planning
training programs. There are several examples of activities and trainings
that could be written as in-depth case studies with implications for
application elsewhere. MATEC woulti  be well-served by having an appropriate
staff write up an analytic case study for a variety of organizational
development activities. This type of qualitative evaluation report can be
most helpful to others.
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Site Visit Protocol

Item/Questions Evaluation Method/Discussion Items

1, Quality Assurance

IS there any system to assure that
programs are of high quality?
Are there articulated standards for
what is considered "quality"?
Try to ascertain if there is an
ideal in mind and if programs are
reviewed in some formal or informal
way.

If formal system, review record8 or
note8 on review of program, If
informal, interview Site Director
and Coordinator and talk with actual
presenters about what if any
"standards" were requested of them.

Suggest articulation of standards,
at least very basic ones, and then
review of programs against these.

.n
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II. Linkages

What linkages exist (bring along
whatever has been written up till
now; 1st year 6 month report, year-
end report, etc.)

What is the focus for maintaining
and developing new linkages? How
does it benefit the MATEC program?

Interview Site Director and
Coordinator and Adv. Committee if
possible. Review records if they‘;-'
exist.

Discuss the possible benefits of
linkages, including actual
assistance in developing programs as
well as political and psr. value, .

What evidence of linkages exists?
(May be necessary for renewal
application)

.
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III. Space Resources Observe space assignments.

Are they adequate? What are the Discuss the impact of space politics
politics of space at the on institutionalizing the project.
institution?



IV, Fiscal Operations Interview fiscal person (who is
responsible in reality, not on

Who is responsible? Does the Site paper). Look over records if .__:
staff get information on where the appropriate; particularly income
MATEC funds are going and how they beyond MATEC.
are being used? Problems with
reporting 8s we have requested? How
is income accounted for?
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V. Expertise of Faculty

How is "faculty" defined? HOW are
faculty expertise and training slots
matched? Is there any quality
assurance? (see I above) Are
trainers reviewed prior to
presenting? after presenting the
first time? ever? Is the system
formal or informal? Who is
responsible for the evaluation?

Review any written records of
faculty evaluation, request for
trainers with match of faculty, etc.

If nothing in writing, interview
Site Director and Coordinator about
how they choose trainers.

Discuss possible systems for more
matching of trainers with
trainings.
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VI. Training Programs

Records - What information is kept Review records and interview staff‘;-'

on each event? Planning documents?
Indication of consultation with
target audience?

P~ggd’m;  E;;fiWing - How are programs Review training plan if it exists.

c?toc ors'
Use s enarias- if

group needs progrim, but
Review any evidence that

you have no budget for it, what do
participants have been assessed by

you do? etc. What groups do you
target group.

target? By profession and
discipline. Do you review who you

Interview staff re:decision making

have trained to see who you haven't
about where to put scarce ‘4
resources.

trained? What is done with the
information?
help decide?

Does Advisory Council
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VI, Training Programs (continued)

/? Program Design - DOW is 8 program Again, look 8t written materials
designed? Is the design formalized that exist. Interview staff about
by a written plan? Are there decisions.
"stock" programs that are tailored
to requests? Are these in writing? Discuss the value of developing
How is the decision made 8s to stock programs.
length, teaching methodology, and
content? Who makes the decisions?
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VII. Marketing Look at image as a marketing

Does any formalized marketing plan
concept; materials, etc.

exist? If not, what are the Review plan if formal or intervieb
thoughts on marketing - directions staff if not.
that are planned?

Discuss the value of image'
development and targeting in
marketing of program, and discuss
the different "audiences"; MATEC
Central, HRSA, as well as more
traditional ones like the trainees
themselves.
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Program ID (leave blank)*

Midwest AIDS Training and Education Center
Program Data Form

Please complete this form in its entirety. Information requested must fit in the space provided,

(NOTE: If program is part of a larger event, provide information on MATEC program only.)

PART I*pN

Name of Trainer/Coordinator:

I ” ” ’ ” ” ” ’ ” “1 ’ 1” ” ’ “““““I

Title of Program:

1”““”  “““““““““““““J

Is this a Train-the-Trainer Program.7 yes +:,:;
gj J

Nos#;

Is this a Second Generation Training., yes ;p::‘:::.::::
& Non

If part of larger event, title of that event:
I’ ” ” ” ” ” ” ” ” ” ” ” ” ” ” 1

Date(s) of Program: u/II”‘/- T o :  I / - / -

Name of facility where program was held:
I’ I’ ” ” ” ” ” ” ” J ” ” ” ” ” ’ I

City: I ’ ’ ’ ’ ’ ’ ’ ’ ’ ’ ’ ’ ’ ’ ’ ’ ’ ’ ’ J

MATEC Site: (circle one) MN IA MO NI SI IN WI CM

Sponsorship by MATEC: (circle one) Sole = 1 Co-sponsor = 2

If CO-SPONSOR, contributi6n of MATEC: (check all that apply)

a 1. Planning Assistance a 4. Provided Speakers
$J 2. Financial Assistance u 5. Provided resource materials
3 3. Evaluation Assistance H 6. Provided meeting site
g 7. Other (please list) , , , , , , , , , I 1 1 1 1 1 1

What target group was the program designed for? (list disciplines and/or settings)

I ” ” ” ” ” ” ” ” ” ” “““““‘I

J”“““““J

Length of program: (round to the nearest full hour)

Fee charged to participants: $ c I I I . I , J

4/90

- hours

Year III data form



PART n: PARTICIPANT INFORMATION c

(IN THIS SECTION, MARE ESTIMATES IF UNIVERSAL DATA ARE NOT AVAILABLE.
TOTAL NUMBERS OF PARTICIPANTS, HOWEVER, MUST BE AN ACTUAL NUMBER.
TOTALS IN EACH CATEGORY MUST EQUAL TOTAL NUMBER OF PARTICIPANTS)

Total Number of Participants:
Total Number of Minority Participants by Category

‘-.J

1. African American/Black 5.  White/Caucasian

-2

- 3

Latino/Hispanic

Asian

O t h e r6.

7. unknown

4. Native American/Indian

Total Participants by Setting (where direct services are provided)

- 1.

- 2.

- 3.

4.

- 5.

- 6.

7.

Hospital 8. Commnun.ity Mental Health Center

Freestanding Community Health
Clinic (CHC’s,  etc.)
Home Health Care Agency

Long Term Care Facility/ 11. SchooyUniv.  Student Health
Nursing Home Facility
Private Office 1 2 .  u n k n o w n

University-based Training Program 13. N/A - Does not provide services

Chemical Dependency Treatment
Facility

9. Public Health Dept./Office

10. Corrections Facility

‘-J

14. Other (please list)

Total participants whose patient loads fall into the following categories:

1. 0 - 10% minority patients 4. More than 50% minority patients

2. 11 - 25% minority patients 5 .  u n k n o w n

3. 26 - 50% minority patients 6. N/A - Does not provide services

4/90 Year III data form



.pJ?gl
c

Total number of participants in each of the following disciplines, by practicing (P) or student
(S) status:

Number of Number of
PI s P I S

I.Registered  N u r s e! 10.Physical/Occup.A&pResp.  T h e r a p i s t!

2.Physician/M.D./D.O.! 1 1  .Housekeeping/Maint.  W o r k e r!

! S.Dentist 12.Med.  L a b .  W o r k e r!

4.Social  W o r k e r! ! 13.DieticianMutritionist

S.Dental  A u x i l i a r y! 14.EMZFi.rst R e s p o n d e r!

b.LPN/Nurse  AidesKNA! ! lS.Pharmacist

7.Chemical  Dependency  Counse lo r! 16.Nurse Pract./Phys.Asst.  ’!

&Health  E d u c a t o r! 17.Psychologist/Ment.Hhh.Worker!

9. Admin is t ra to r /Manager! 18.Unla1own!

19.0therIlist!

! 2O.Other/list

21.Other/list!

! 22.OtherKst

4/90 Year m data form



PART lTI: PROGRAM DESIGN INFORMATION

AIDS content included in the program: (check all that apply)

4.

5.

6.

Epidemiology

I m m u n o l o g y

Virology

Transmission

HIV Disease
Spectrum
Symptoms/Diseases

Other (please list)

_..J““v 7. Treatment/Issues. .

8. Testing/Counseling

rEIi;:’  13. Tertiary/Long  Term
_I.,. .‘.

Care

3
3:;;. 14. Psychosocial Issues ‘-..y.:::.  :- . . .

..:.:.;.:  : ,...
_1
$$$;; 9. Prevention

_I
:jl”ifr  10, I&&on Con~ol: .: ,.,., z.:j-:

. ...:..::..

_-I
.;:‘iiiijy 11. Case Management.,. .:\.,  ,._. ::

12. Primary Care

1~~~11~~11  lllllllllllllJ

1111  l IllI 1 l l I l l  lllllllllJ

Method of Instruction: (check all that apply)

1;:r.:;  :.. 1. Lecture _i: 6. Videotape

::jli:ji:~l~  12. Computer-Assisted Instruction ::.ii’.:::/  7. Question & Answer Session

!$$j] 3. Panel Discussion .y j:: ‘i: 8. Demonstration..I
_::_:.:?I  9. O&r

7-l‘!$-- 5. Group Discussion

Media used: (check all that apply)

;$;:i;. 1. Slides
.:.,. i... . . . .A. I

3 $$::::i  . . . . .: j 2. Transparencies

-I
j$#$:  3. Audiotape. . . . :..  . . :.:.

4. Videotape/fTlm

_1~~:I:‘?:::  6. Printed Material (Other than books)

i:r:;Il7.  Computer

4190 Year III data form



PART l-V: ADDITIONAL INFORMATION FOR REPORTING  TO FUN]DmG  SOURCES

THE FOLLOWING IN-FORMATION HAS BEEN REQUESTED BY HRSA AND SHOULD
BE SUBMITTED IF IT IS AVAILABLE. IF NO QUANTITATIVE INFORMATION IS
AVAILABLE, NARRATIVE DESCRIPTION IS STILL VALUABLE. PLEASE ATTACH A
BRIEF NARRATIVE IF THERE IS NOT SUFFICIENT ROOM HERE.

1. Minority participants by discipline, e.g., how many African American physicians attended the
program? Latin0 dentists?

2. Discipline by setting, e.g., how many nurses from hospitals attended the program, physical
therapists from outpatient clinics?

PLEASE ATTACH SIX (6) SETS OF PROGRAM MATERIALS, E.G., BROCHURES,
FLYERS, OUTLINES, ORIGINAL PRODUCTS DEVELOPED FOR THIS PROGRAM,
ADVERTISEMENTS, ETC.
[Lf materials are excessive!y  bulky or expensive to duplicate, please attach two (2) complete
sets and four (4) Tables of Content or other summariziig material]

imPART V-

What were this particular program’s strengths?

What were its weaknesses?

General comments that may be of help to others planning a similar program:

4/90 Year III  data form
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APPENDIX III

Output Analysis -- Reports

1. MATEC Listing of Programs
2. MATEC Participant Occupation Report
3. Provider Program Listing

;:
Train-The-Trainer Program Listing
Program Distribution

6. Northern Illinois MATEC Summary Program
Statistics
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Midwest AIDS Arraining and Education Center
Listing  af Programs

ilA1'EC  Program Program Topic Particioant :
site Dates: Count

AlDS/HIV  CUNTSNUIIY  OF CURE
CONF.
E-,-C’S (_$S  ;‘(ES(‘,URCE  J”,-J  S(-Jc’J-AL

WORKERS
FUNDING SOURCES FCl13 WIDS/HICV
SERVIC;
ALDS/HlV  SERVICE COMMUNXTY
BUSED
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tYidwest ALDS rraining  and Education Center
Listing of F'rograms

iVIA‘TEC  Program Program T0Plf.z Partici!3ant
Site Dates: Count

BEFOKE  I T  H I T S  H O M E  i!XiAMAr.
PROD. )
AIDS: I-ODAY ‘S C H A L L E N G E

(:;ME  HOI/J  1‘0 DO 1-j’ CUNFCRENCE

AIDS SYMPOS TUM FC)K H E A L  TH
PROF.
A I D 5  i9:XN i”ERGlISCIPLlNAKY
CONFERENC;
CULrURALLY  S P E C I F I C  AIDS
EDUCATlON
AIDS I N  ‘THE UFF1CE  iNVlHONMENr

13TH &NNUAL  IA _tNi-EC. CCINTROL
SEMlN
ATDS: T-HE  CHRISI’LUN  C H A L L E N G E
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I N

IN

I N
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/- IN
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I N
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I N
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IN
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I N
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D a t e s :

IQHAL  MUNIFEST  i)F HIV+ &
MAb!AGEMEN”l
T’REATMEI\I  T/MANAGEMENT OI::
HlV+PATXEN”I
AIDS PATiEN‘l-S J;N M Y  C A R E

URAL MANIFESTATTUNS/DENTAL
MGMT HIV
OVER.VIEW OF HIV FUR WELFARE
WORKERS
GRAND ROUNDS IN MEDICINE

AIDS  P A T I E N T S  1N MY C A R E

AIDS  ‘I H I V  I N F E C T I O N  & CHEM
UEPENDEN
T E A C H I N G  GASICS H TV & PNF.
CONTROL
T E A C H I N G  B A S I C S  H I V  & IN@.
CONTROL
AIDS Tii,AINER {JPUATE

AIDS TRAIbIING  U P D A T E

AFFECTIIVE  ‘r’Ei.;H  . I N  H I V
EDUCATION
HIV PREV  .EDUC.  UPDA’I E i=OR
SCHOOL RN
PREVENTION AND CARE

PRE/POST TEST COUNS&LTNG  FUR
H I V
HIV UPDATE: INFECTION C13Nl"ROl

AXDS,HIV I;NFEC  & CHEM DEPEN
ISSUES
HIV ANTIBODY TESTING &
COUNSELING
TEACHING THE BASICS ABOUT
AIDS,‘Hl.V
FREAETING  ‘ T H E  HIV+ DENT’AL
PATIENl
AIDS HIV INFECTTUN  A N D  C H E M
DEPEND
MANAGEMENT OF EARLY HIV
DlSEASE
PSYCHOSQCIAL  O V E R V I E W  OF’  HIV
INFECT
HIV AND OCCUPATIONAL SAFE’i”Y
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IYN

IMN
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cl N

MN

MN

MN

MN
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MN
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M i d w e s t  &IDS T r a i n i n g  a n d  E d u c a t i o n  C e n t e r
L i s t i n g  o f  F’rograms

P r o g r a m  Tob2i.c Participah t
Count,

A  ;us EDUCA  rIOl\l SC H E A L  THCARE
WURKERS
&LL>S ED” ‘y0 HEA,_‘TH  <ARE S’TUD”  &

WORK
AlDS  iN rHE NURSING HOME

AIDS IN GENERAL

A I D S  A N D  r’ou

AiDS izc HEALbH CARE WORKERS

A I D S  EDUCAl-ION

&IDS & T H E  HEALT‘H C A R E  Ih)ORKER

&LOS AND HUMOSEXUALlTY

AIDS E D U C A T I O N  & RISKS

AlDS  & HEALTH CARE WORKERS

P U B L I C  H E A L T H  EDUC.  AND A1DS

GENERAL AIDS PRESEN TA‘TION

AIDS INFO. FOR HEAC’fH  C A R E
WORKERS
AIDS AND THE HEULTH CARE
WORKER
AIDS AND THE HEALTH CARE PROF.

A IDS

AIDS

A IDS SC THE HEALTH CARE WORKER

AIDS SEMINAR

fi IDS SEM,“N&R

AKDSN A N D  T H E  HEULI”H  CARE
PROF I
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IMN

rnN
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IMN
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YX Subtotal **



Page No. 9
OS/OS/SO

:-.,

r”lATEC  P r o g r a m
site D a t e s :

XC MfirEC’ s;“I-E MQ
M O

MO

tM 0

MO

MO

MU

MO

MO

MO

/?.
MO

MO

MO

MO

MO

MU

MO

MO

MO

MO

MO

MO

,n MO

MO

MO

04/“12/8C3-
1’ /

04/ 13/89--
04/‘14/89
04/1.4/89-
/ i

04/213/89-
i /

O,/& ;*9-
/ /

i)s,‘(sL/89_

05/OL/89
~35/0’2/89-
/ /

()5/(‘j2,‘89-

05iO2/89
OS,‘O4/89-
OS/OS/89
(js/ 13/8’j-

i /
OS/ l-8/89--

i i
05/ S8/89-
i;)5/1.8/89
05/19/99-
/ /

OS/19/89-
/ /

O’j/22/89-
05/X/89
05/23/89-
/ /

0 6 / 0 5 / 8 9 -
/ I-

06/14/89-
/ /

(X/14/89-
i /

06/22/89-
/

O&23/89-
ociaa/s9
0 6 ./’ 3 I> / 8 9 -
c&/30/89
07!‘14/89-

/ /
07/25/89-
/ /

M i d w e s t  A I D S  T r a i n i n g  a n d  E d u c a t i o n  C e n t e r
L i s t i n g  o f  P r o g r a m s

P r o g r a m  T o p i c P a r t i c i p a n t
C o u n t

AIDS  UPDATE

HIV PsYcHosoc
ASSESSMENT / INT ERVENT  i
PREPARING TO CAE. FOR A1D8
PAT 1 ENTS
AIDS UPDATE

A I D S  & NURSING Hi_)ME
ADMINISTRATION
AIDS AND NURSING HOME
ADM~NISlKATIO
AIDS AND NURSING HOME ADMN.

AIDS AND NURSING HOME
ADMINISTHATIO
CASE MGMT. FOR THE HIV
INFECTED
H I V  lJPDATE

AIDS AND NURSING HOME ADMN.

AIDS AND NURSING HOME
ADMINISTHATIO
AIDS AND NURSING HOME ADMN.

AIDS AND NURSING HOME ADMN.

DEALING WITH THE AIDS PATIENT

HOME HEALTH NURSING

AIDS UPDATE

AIDS UPDATE

AIDS UPDATE

AIDS AND SURGERY

HIV ASSESSMENT i(c INTERVENTION

AIDS AND NURSING
ADMINISTRATIO
AIDS INFORMATION

HOME

AIDS UPDATE
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l-1 0

!‘10

110

MO

MU

MO

MO

MO

MO

MO

MU

MO

MO

MO

MO

MO

MO

MO

MO

MO

MO

MO

M i d w e s t  AIDS Tr-..iining a n d  E d u c a t i o n  Center-

P r o g r a m  HOD 1. 1::;

A I D S : A PREVENTIVE  P E R S P E C T I V E

BASKC  I N F E C T I O N  CONTKUL  I N
CLINIC
W H E R E  W E  A R E .  WHERE  W E ’ R E

GOING
AIDS AND NURSllNG  H O M E
ADM1NPSTRATIO
SEMlNAR  ON ASDS

BODY S U B S T A N C E  P R E C A U T I O N S

CME NETWORK T-RAINING

A I D S  U P D A T E

H I V  U P D A T E

U N I V E R S A L  PRECAUTZONS

INFECTION CONT ’ROL  NURSE ’S
UPDATE
UlDS U P D A T E

A I D S  U P D A T E

A I D S  101

H I V  U P D A T E

E D U C A T I N G  Y O U R  S T A F F  A B O U T
A I D S
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MATEC P r o g r a m P r o g r a m  roDic PartlciDant
ijl te D a t e s : C;Clllnt

PNFAN T-S Al- RISK TELECONFERENCE

I-II.‘/ TEST COUNSEi_JlNG  I.N T-HE
HOSPITAL

M E D I C A L  EDWCAT’IQN  IN I-HE Y E A R
2000
ALDS A N D  THE DEN.l-AL PRACTIcE

APOS IN ‘THE W O R K P L A C E

AIDS 1% THE  D E N T A L  P R A C T I C E

~OBTAINING A SEXUAL HISTORY

NE~JROPSYC%ATRIC  ASPECl”S O F
AIDS
NEUROPSYCHIATRIC  ASPECTS OF
AlDS
BURN-OUT PREVENTiON  FOR
C&REGlVERS

EMERtiING ISSUE S FOR MENrAL

HEAL PRU
A I D S IN THE WORKPLACE

AIDS TN THrr:  W O R K P L A C E

APPL. OF POLYMERASE  C H A I N
REACTIONS
A I D S  P R E V E N T I O N  I N  HI R ISK
TEENS
M E D . A S P E C T S  UF AIDS  IN

CH I LDREN
MD RESPONSIBIL ITIES UNDER AIDS
LAW
AIDS AND MENTAL HEALTH
CONFERENCE
UPDUT-E  ON AIDS I S S U E S

CDOH AIDS TRAINING 16

C D O H  AlDS  TRAINLPIG

AIDzi HESEAHCH UP[jAl”E:
NEUROPSY. FEDS
CDOH AIDS TRAININti

J

2 6

L4

85
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N L

N I

N I

NI

NS

N I

N I

NL

r\ NL

NI

NI

N ‘I

NI

NZ:

N I

NI

N I

NL:

N I

N I

NT

,Y-- NI

N I

N1

{.J 6 ,  1 4 , 8 i:j _^

/’ /’
06/ 14/8’a-

if /
06/ 16:‘?39-

/ i
1)6/ Ldj89-
i i

06/20/219-
i i

06j 20/w+
i /

06’20/89-

/ ./
O6/ 23/w+
/ /

C & / 2 3 / 8 9 -
/ /

06/‘26/89-
i /

06/‘29i89-
/ /

06/29/89-
/ /

Ots! 30/89-
i /

06/30/89-
/ /

Oej/30/89-
1 /

07/‘10/‘89-
07/14,‘89
07/10/89-
/ /”

07,‘12/89-
/ /

07/ 12,‘89-
/ /

Q7/ 12/89-
i /

07/l3/89-
i /

07/14/89-
/ /

07/ 14/n9-
/ :

07/1h39-
/ /

07/L4/89-
/ /

M i d w e s t  A I D S  T r a i n i n g  a n d  E d u c a t i o n  C e n t e r
L i s t i n g  af P r o g r a m s

P r o g r a m  Topic P a r t i c i p a n t
C o u n t

CDOH  A I D S  T R A I N I N G 8

CDOH AIDS TRAINING 10

CDOH  A I D S  TR,A_llNING 4 3

CDOH AIDS TRAINING 25

UNIVERSAL PRECAUTIONS - 23
HIV,‘HBV
CDOH AllUS TRAINING 30

CDOH AIDS TRAINING 55

C D O H  AllUS TRAI.NING 36

CDOH AIDS TRAINING 2 7

IJNIVERSAL  PRECAUTIONS-HLVjHBV j_ ‘2

C D O H  AlDS  T R A I N I N G 7.7

CDQH AIDS T-RAING s;1

C D O H  AIDS rRA1NING Al.

CDOH  A I D S  T R A I N I N G

UNIVERSAL PRECAUTIONS

UNIVERSAL PRECAUTIONS

UNIVERSAL PRECAUTIONS

CDQH AIDS ‘TRAINING

CDOH AIDS TRAINING

CDOH AIDS TRAINING

UNIVERSAL PRECAUTIONS

CDOH ASDS TRAINING

CDOH AIDS TRAINING

CDOH AIDS TRAINING

x.52

‘5

69

15

3 4

13

4 1

12

7 5

33

20

UNIVERSAL PHECAUTIONS 4% 6



P a g e  N o . 1 4
05,'08/90

r~l,IHiwEC  P r o g r a m
51 te D a t e s :

c

M i d w e s t  A I D S  Trainina a n d  E d u c a t i o n  C e n t e r
Lisr;ing ot P r o g r a m s

P r o g r a m  fopic P a r t i c i p a n t
C o u n t

GIN IVERSAL  PRECA1.J  I lClNS

UNZVERSAL  PHECAUT ICONS

UN LVERSAL PHECAU’I’ION~;

LJNIVERSAL  P R E C A U T I O N S

C D O H  A I D S  TRAINING

A I D S  A N D  l”HE M E N T A L  H E A L T H
PR(-_)FESS  _

(JNIVERSAL  PREZAUl-IONS

U N I V E R S A L  PKECAUTlONS

U N I V E R S A L  PRECAUT  IONS

U N I V E R S A L  PHECAUI’TONS

UNIS’ERSAL  PRECAUl-IONS

64

t

5

1 (j

UNTVERStiL  PRECAUl’IONS

CDUH  A I D S  ‘I‘HAINING

I M P A C T  O F  A I D S  UN A G I N G
ScjCI  ETY
U N I V E R S A L  PRECAUPIGNS

U N I V E R S A L  P R E C A U T I O N S

C D O H  A I D S  T R A I N I N G

C D O H  A I D S  T R A I N I N G

U N I V E R S A L  P R E C A U T I O N S

U N I V E R S A L  P R E C A U T I O N S

P S Y C H O S O C I A L  I S S U E S  RE L A T ED ro
A I D
AIDS 6 L O N G  T E R M  C A R E

U N I V E R S A L  P R E C A U T I O N S

C O U N S E L I N G  H I V +  INMArES
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NI:
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N I

NI
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D a t e s :

1s E3 /. 5 1 / F3 9 -
08/31/89
(j$z/  5 L/89._

i /
o3/o;/8’+

i /
09/ 08/89-
/ i

09/‘;1/139-
i’ /

Obil.li89-
09/:11/w>
()9/ !.2/8?--
09/ 12/B?
(‘j9/  ~‘&‘89-

/ /
69/ 14/w-
09/14/89
09/l4/89-
/ /’

09/16/89-
/ /

09/19/i39-
/ /

09/~0/@+
09/20/89
09/2Oi89-

; i
&/2L/89-
/ /

09/23/89-
/ /

09/25k89-
09/25j89
09/26$8=3-
/ 1

0 9 / Z & / 8 9 -
/ /

09/27/‘89-
i /

0 9 / 2 7 / a ? ? -
/ i

09/27/89-
/ /

U9/28/'39-
i /

09/29/89-
/ /

09/30/87-
/ /

M i d w e s t  AIDS Training  a n d  E d u c a t i o n  C e n t e r
L i s t i n g  o f  P r o g r a m s

Proqram  l”oDic

UNlVERSAL  PRECAUTTONS

UNIVERSAL PRECAUTIONS

H1V COUNSELLNG  A N D  t-EST’TNG

HIV COUNSELING AND f ES”l”ING

*oLE OF COLLEGES  &

UNT.VERSL‘T  ZES
UNIVERSAL PKECAUT 1ONS

IJNIVERSAL  PKECAU’l”IQNS

UNIVERSAL PRECAUT:LONS

UNIVEKSAL  PRECAUTXONS

AIDS IN ‘THE WORKPLACE

AlDS  & EAKLY C H I L D  C A R E
SERVTCESX
HIV COUNSELING AND TESl”ING

UNIVERSAL PRECAU TIONS

AIDS LN THE WORKPLACE

UNIVERSAL PRECAUTLONS

AIDS IN THE WORKPLACE

UNIVERSAL PRECA’JTION

UNIVERSAL PRECAUTIONS

CASE MGMT/HIV  INFECTED DRUG
ABUSER
UNIVERAL PRECAUTIONS

CASE MGMT/HIV  INFECTED DRUG
ABUSER
UNIVERSAL PRECAUTIONS

UNIVERSAL PRECAUTIONS

HIV COUNSELING AND TESTING

CASE MGMT/‘HIV+ CLIENTS

P a r t i c i p a n t
C o u n t
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M i d w e s t  HIOS ‘ T r a i n i n g  a n d  EducatiorY’Cer ‘r
L i s t i n g  o f  P r o g r a m s

P r o g r a m  rupic

LINIVERSAL PREcAWTTONS

A I D S A N D  E A R L Y  ChlLD CfiRE
SERVICES

UNIVERSAL PRk,CAUT~ONS

20

‘30

AIDS AND I-HE AGING NETWORK

AIDS & T H E  kGlNG  NETWI?RK

A I D S  & THE P R I M A R Y  CARE M D

BEHIND THE SCENES: PLIINNlNG
AIDS ED
NAT-‘L LATINO/HIk.3Pf-Q4LC  AIDS
TELECONF
W O R K  GRP ON HIV ED/TRAIN  SOC
WOK CU
O&K PARK FHMILY  S E R
PRESENTATION
FOSTER PAR CON: Ct%RTNG/HlV
INFEC  CH
UNIVERSAL PRECUUTIONS

78

,d

30

25

2 4

iQ0

7 ‘. ’

,z
AL

AIDS AND ADOLESCENTS 70

CARE FOR THE CAREGIVER , ) ,-.

L /

WORLD AIDS DAY SEMINAR 6 i_)

WOMEN s( AIDS: UNSEEN EPIDEMIC

WOMEN SC AIDS: UNSEEN EPIDEMIC

HIV TEST COUNSELING

s7

4 6

HIV ‘TEST COUNSELING t3

ISSUES SURROUNDING
HOMOSEXUALITY
TECHNIQUES FOR AIDS EDUCATION

U N I V E R S A L  PRECAUT’IONS ‘TRNG.
PROG.
SOCIAL WKRS. TRAINING OTHERS

120

12

MA‘TEC  Proqram
S i t e Da t;es  :

NI

NT

NX

NI

NI

N 1

N I

Nl

N I

N I

NI

NI

NP

N I

NT

NI

N I

N I

N I
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N I

NI:

N I
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MAT EC P r o g r a m
Site D a t e s :

NI

NI

NI

NI

NT

N I

N I

NT

NI:

fl NI

NT

NI

N1

N I

N I

N I

N I

NT;

N I

N I

N I

NI

.n
NP

N I

NZ

06/ 19/89-
06,“20/8?
09/20/~9-

i /
L1/17/89-
1 j_ / j_ yr / 8 1. )

I. 1/2Cj/8’3-
11/20/84
11/30,‘89-
12/O-~/89
Ol/OS/90-

/’ i
Ol/; L2/90-
i /

Ol/‘zbiW-
/ f.

iJ’z/O7/9(J-
: I

0~,0”7/90-
;I f

02/0;/90_

!I /
02i LZj’JO-
i /

iyj2/13/C}O-

/ /
02/14/90-
i i

02/19/90-
/ /

w / 1 9 / 9 0 -
/ /

02/2Q/90-
/ /-:

02/20/-90-
/ /

02/21/90-
/ /

02/22/90-
02/23/90
02/23;/90_

i i
02/28i’m-

I /
&/02/‘30-

i I/
0 3 / o - 7 / 9 0 -

/ /
oJ/o7/90~-

/ /

M i d w e s t  A I D S  T r a i n i n g  a n d  E d u c a t i o n  C e n t e r
L i s t i n g  o f  P r o g r a m s

P r o g r a m  T o p i c Particibant

UNIVERSAL PRECAUTIONS. HIV/HBV

AIDS BASICS FOR PEER EDUCATORS

FACULl”Y  DEVELOPMENT WORKSHOP

A I D S  EDIJCATION S T U D  TRASCN
PROGRAl’i
M IN I -RESIDENCY

UNIVERSAL PRECAUTTQNS

AIDS PREVENTION AND EDUCATION

CHC  Pt3onm-  P L A N N I N G  M E E T I NG

GAY AND LESBIAN RELATIONSHIPS

CHICAGO READ MHC AIDS TRAINING

AIDS LN ‘THE WORKPLACE

SOMERSET HOUSE AIDS INSERVICE
TRA‘SN
SOMERSET HOUSE AIDS PNSERVSCE
TRAIN
CHICAGO READ MHC AIDS TRAINING

SOMERSETHOUSE AIDS INSERVICE
TRAIN
SOMERSET HOUSE AIDS XNSERVICE
TRAIN
SOMERSET HOUSE AIDS INSEHVXCE
TRAIN
SOMERSET HOUSE AIDS INSERVICE
TRAIN
CHICAGO REAR MHC AIDS TRAINING

E N D I N G  I S O L A T I O N :  AIDSHIV IN
FAMILY
BILL OF RIGHTS FOR HIV-AFFEC
FAMZLI
CHICAGO READ MHC AIDS TRATNIN(;

FACULTY DEVELOPMENT WORKSHOP

AiDS iN ‘THE WORKPLACE

KOMED AIDS ‘TRAININ’..  -CHC



t

Page No.
05/08/90

M i d w e s t  A I D S  ‘ T r a i n i n g  a n d  E d u c a t i o n  C e n t e r
misting  o f  P r o g r a m s

P r o g r a m  Fapic

CDtiH M H C  t-+IDS TRHININti

F A C U L T Y  DEVELOPMEN  r IWURKSHiJP

CDOH  MHC TRAINING

SAY/LESBIAN/BI SUtiSTANCE
ABUSERS
L E G A L  ASPEC‘TS UF A I D S

MANAGEMEN T-HIV AS’fMPTOMA’i-IC
PATIENT
S O C I A L  WORK  CURRiCULUM
PLANNING MI’G
ORGANIZING AGENCY RESOURCES
FOR AID
CDOH MHC AIDS TRAXNlNG

CDOH MHC TRAINING

OPENING MINDS&DOORS: STRATEGY
DEVEL
CDOH MMC AIDS TRAINTN(2

FACULTY DEVELOPMENT WORKSHIP

KOMED AIDS TRAINING

IL  MIGRANT COUNCIL TRHLNTNG

P a r t i c i p a n t
i;ount

I. 2

1 ‘?

5.5

20

l.2

489 i
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/1 M i d w e s t  A I D S  l”raining a n d  E d u c a t i o n  C e n t e r
L i s t i n g  af P r o g r a m s

mwx P r o g r a m P r o g r a m  T o p i c P a r t i c i p a n t
S i t e D a t e s : Count

:

A IDS

TALKING WITH THE DYING & AIDS

AIDS & N U R S I N G

AIDS & THE FACTS

AIDS TASK F-ORCE U P D A T E

AIDS AWARENESS WEEK

AIDS UPDATE

MULTIDISCIPLINARY APPROACH &
A IDS
AIDS isc N U R S I N G

METRO AREA AIDS RESOURCES

SURVIVING LOSS

04/05/89-
04/05/89
04/OS/89-
04/05/89
O4/ I .I i 89-
04//l l/89
04/ 13/89-

/ /
04/ 14/89-

/ /
04/l  7/83-
04/21/‘89
OJ/ LF3/89-
04/18/89
04/19/89-
04/19/89
04/‘20/89-
04/20/89
04/20/59-
04/20/89
iJd+ /*22/89-
04/22/84
05/‘LO/89-
05/20/89
05/30/89-
OS/30/89
06/01/89-
06/01/89
06/OL/89-
06,‘Qlj89
# 6 / & S / 8 9 -
0 4 / 0 6 / 8 9
06/20/89-
06 / 20/89
07/06&89-
/ P

O’7f 13/89-
/ /

07/13/89-
/ /

&14/89-
i /’

07/ 14/89-
/ /

07i 18/89-
/ /

07/ 13/89-
/ /

PHYSIC IANS RESPONSIB IL IT IES  TN
IL
CLINICAL MANIFESTATIONS IN
AIDS PTS
AIDS PATIENTS IN THE DENTAL
OFFICE
AIDS IN THE COMMUNITY

AIDS UPDATE

INFECTION CONTROL IN DENTAL
C L I N I C
HIV  IMPL ICAT IONS IN  PTS
W/TUBERCULCI
THE HIV AND ‘t”B CONNECTION

CRYPTOMENINGITIN  I N  I V  D R U G
USERS
PNEUMOCYSTIS CARINII PNEUMONIA

S I AIDS OVERVIEW

SI

S I

PRIMARY HIV INFECTION

AZT USE/HLTH  C A R E
WRKR.EXPOSURE

4 3

42

10

2orj

9

300

_ 6 0

114

14

i3

9‘7

10

4‘7

40

107

19

4 8

‘30

18

2.0

l.5

55

1s

8
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M i d w e s t  A I D S  T r a i n i n g  a n d  E d u c a t i o n  C e n t e r
L i s t i n g  o f  Prcjgrams

MATEC P r o g r a m P r o g r a m  T o p i c
site

si

s I

SI

SI.

:3 I

SI

ST

SI

ST

SI

S I

SI

SI

SIC

S I

S I

SI

S I

SI

S I

SI

S I

S I

SI

Sp:

D a t e s :

07/25: H5’-- ALDS A N D  P N E U M O N I A  E I-lOLOGY
/ /

c) 8 / ‘2 ‘2 i 8 9 - A I D S REVIEW/~NFEC.CONTROL/LT
/ / CARE

O9/ lS/89- L,‘,NG I-ERM CARE IISSUES & AlDS

/ i
Q9/ 19/39- “AID?
/ /

09/13/83- D A S A  - T E S T I N G  & CUUNSELLNG
i /

0’2/‘26/89-  A I D ” ;  & l-HE Ci)KNf  IELD
/

~,&/89- DASA - C A S E  MANAGEMEN/

/ /
C9/‘28/89-  A I D S  101
/ !

09/2:3,89- UNIVERSAL PRECAUTIONS
/ i

10/03/89-  AIDS OVERVIEW
lQiO3i89
10/1’7/89- H I V  & TB CONNECTlON
10/17/89
10/31,‘89- A I D S  I N  SU~JTHERN  IlLLlNOTS
10/31/89

AIDS RESOURCE DAY

Ii/ OSi89-
11/08/89
11/‘08/89-
11/08/89
11/10/‘89-
11/10/89
11/14/89-
11/14/89
12/04/89-
12/05/89
12/05/89-
/ /

12/06/89-
12/07/89
12/14/89-

C & 2 : , 8 9 -
/ i

10/06/87--
/ /

lO/ 18/89-
10/18/89
10/19/89-
10,‘19/89
10/20/89-
10/20/89

AIDS:LSSU 1N MATERNAL/CHXL  H E L
SET-l
AIDS-i% LN M A T E R N A L  CHIL H E L
SETT -
HISTOPLASMOSIS:EMEG  PROM H I V

H I V  TESTING&COUNSELING-IHA
PROGRAM
DISSEMINATED HISTOPLASMOSIS IN
A I D S
HIV TESTING & C O U N S E L I N G  IHA
PROGRA
H I V  I N F E C T I O N  CARING  F’OR
I N D I V I D U A L
A I D S : A PRAC‘l-ICAL  APPROACH

AIDS  IMPL ICAT IONS FOR  L U N G
TERM CAR
A I D S - T E A M  TEACHING:IVDU

A I D S : A P R A C T I C A L  At’PKOACH

A I D S  T E A M  T E A C H I N G ,  I I I 6

P a r t i c i p a n t
Counr;

12

103

‘34

2’3

18

43

13

45

i 0 6

30

41

27

16

4.3

20’3

41

12

4’3

120

72

26

7

81
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MATEC P r o g r a m
S i t e D a t e s :

S I

SI

5 I

‘;’CJ I

SI

SI

S ‘L

S I

S I

,/-L sI

S I

S I

S I

S I

ST

S I

S I

S I

S I

S I

SI

S I

:-,. SI

S I

SI

1(J/2,J/$y+_

3-O/23/89
11/09/89-
11/09/89
11/16/89-
11/16/89
01/16/9#-
i /

01/24/90-
i /

02/01/90-
/ i

02/06/90-
/ /

02/0’7/9#-
/ i

(32/(Jyj4()-

/ /
c>2/20/90-

/ 1
02/27/“30-

i /
&/21:90-
/ /

OJ/ 15/9O-
/ i

0.3;/13/90-
/ !

05/2O/90-
/ /

03/21/90-
/ /

04/10/9Q-
, q.__

yj3;3&

03/22pe
/ /

04/05/90-
/ /

04/05/90-
i /

04/12/90-
/ /

04/J_4/90-
/ /

04/03/90-
i !

04/04/90-
i /

M i d w e s t  A I D S  T r a i n i n g  a n d  E d u c a t i o n  Centet-
L i s t i n g  o f  P r o g r a m s

P r o g r a m  T o p i c ParticiDant
C b u n t

:

. .

ASDS/TEA  TEAC-DIAS  TREA’TMENT 6
III
HIV UPDATE 2 s

HIV,‘AIDS:A PRACTICAL APPROACH 6 5

AIDS UPDATE 3 7

AIDS UPDATE 6 4

U N I V E R S A L  PRECAUTIONS  & HIV

A I D S / H I V  & I T S  CORRELA’i”ION
W/HTLV-- 1
M D  UPDATE:MATERNAL  CHILD HIV
ISSUES
U P D A T E  O N  H E P A T I T I S  I3 & HIV

CLSNCIAL SPECTRUM I)F HIV
PATIENTS
EVAL _ OF INDETERMINATE WESTERN
BLOT
STD-HIV UPDATE

AIDS UPDATE

HIV WITH STAPAUREUS SINUSITUS

AIDS AND CRYPTOMENI’NtiITIS

R E N A L  F A I L U R E  I N  A I D S  PATIENl”S

DIAGNOSIS/THERAPY INFECTION
HIV PAT
AIDS EDUCATION

NURSING AND THE AIDS EPIDEMIC

AIDS OVERVIEW

AIDS UPDATE

A I D S  I N  1990

AIDS EPIDEMIC

AIDS OVERVIEW

CRYPTOCOCCAL  M E N I N G I T I S  I N
AIDS PA7

6 5

2 0

‘2 7

21

98

8

5 9

8 ‘2

12

12

5 5

2 4

‘2 6

177

51

25

.34O

46

I) rkJz?

L ‘7
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MATEC P r o g r a m
Sil;e D a t e s :

** MAT-EC SITE WI
W I

WI

Wi

WI

WI

WI

WI

WI

04/05/89-
04/05/89
04/13/89-

: i

&2k/S9-
04/24/8’-?
OS/ii/89-

i
o & 2 4 / 8 9 -
0 5 / 2 4 / 8 9
06/ 18/89_

i /
06/‘20/89-
06/28/89
07/13/89-
/ /;

03’/20/89-
/ /

08/ 10/89-
i /

OV/O 1/‘89-
/ i

OS/O9/89-
/ /

09/lS/89-
! /

OS/lS/89-
i /

11/18/89-
i /

11/22/89-
/ /

11/28f89-
/ f

12/06/89-
/ /

12/06/89-
/ /

12/13/89-
/ /

12/13/89-
/ i

0 4 / 0 7 / 8 9 -
0 4 / 0 8 / 8 9
09/10/89-
09/10/89
10/06/89-
10/07/89

WI
.m,

WI

WI

WI

WI

WI

WI

WI

WI

WI

WI

WI

WI

,f-Y WI

Wi

WI

M i d w e s t  A I D S T r a i n i n g  a n d  E d u c a t i o n  C e n t e r
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P r o g r a m  ToDlc P a r - t i c i p a n t  r:.

NURSING’S RESPONSE TU AIDS 150

AIDS UPDATE LSO

AIDS POL ICY  LJPDATE

AIGS INSERVICE

AIDS UPDATE 23

AIDS LEGISLATION LN W I S C O N S I N

A I D S  INSERVICE

AIDS 101 FOR DIETARY STAFF

‘i?OOO

9 5

1s

AIDS ISSUES FOR  NURSING HOMES

A I D S IN T’HE INPATIEN l- P S Y C H
SETTING
A I D S  POLICIES/PROC. F O R  NURS.
HOMES
L E G A L  I S S U E S / A I D S  & H I V
INFECTION
CLINICAL. ASPECTS OF AIDS

3 5

3 0

2 5

,.‘3 1

4 5

AIDS IN WISCONSIN 146

CHEM DEPENDENT POPULATION AIDS
R I S K
HIV ANTIBODY COUNSELING
TRAINING
HIV ANTIBODY COUNSELING
TRAINING
OVERVIEW OF HIV INFECTION

3 6

6

8

AIDS EDUCATION RESOURCES IN
WISC
UNIVERSAL PRECAUTIONS

d

4 5

6 9

AIDS OVERVIEW

l-RANSMISSIBLE  DISEASE EDUC.
PROJECT
A I D S / H I V  C L I N I C A L  N U R S E  t;D
PROG
TRANSMISSIBLE DISEASE ED
PROJECT

3

7

SO

10

Count
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MATEC
Site

WI

w1

WI

inl1

WI

WI

W1

WI

WI

WI

wr

W1

WI

WI

WI

WI

WI

WI

WL

** S u b t o t a l  **

K*:X Total X*:*

Listir- 0

P r o g r a m  T o p i c  ‘-

UN LVERSAL PR.ECAU  1’IUt’IS
FULLOlsl-UP
UNLVERSAL PRECAUTIONS
FOLLOW-UP
UNIVERSAL PRECAUTIONS
FOLLOW-UP
A I D S  1OL

iNFORM6GTIUN  DISSEMINATION
HI\/
CARING’  KE AIDS-PROFKSS rG- -_j
APPROAC
A I D S / H I V :  T H E  _;PECl-RUM  L)F  C

&IDS/HIV THE SPECTRUM Ok
INFECTIONS
SPECTRUM OF C&?E FOR I-PV
INFECTION
EVERYTHING YOU WAN I- KNOW ABk
H I V
EVERYTHING ‘T’OU lnlANl.  KNOW cSBc1:
HIV
A I D S  101 FOR NURSING H O M E S

AIDS 101 FOR NURSTNG  H O M E S

HIV SPECTRUM/UNIVERSAL
PRECAUiLEGAL



Midwest AIDS Training and Education Center
Participant Occupation Report

As of : 05/08/90

Occupation fvpes

Registered Nurse
Phys~.cian
Uentist
Social Worker/Counselor
Uental  Hyqienist/‘lechnlcian
LPN/Nurse Ai.des
Clergy
Educatoi-
Health Adminxstrator

10. Fhysicall0ccup.  Therapist
II. Iiousekeepinqjr~ai~lt.  Work
12. Med. Lab. Worker
13. OietlcianiNutritionist
14. Fzmerg.  Med. ‘Tech.
15. Pharmacist
16. Nurse Pract.lPhys.ksst.
17. All Others

MATEC  Site: CM
Pi-oat-am count:
“lotal Participants:
‘TotaL Participants For Whom bxupation  is Known

rn Total Unknown:
Percentaqe  Unknown:

4
162

162
0

0.00 8

Fercentaqes  Lzsted  below are of those for whom an occupation is known
IJrac~tioners Students

I
0

32
0
0
1
1
0
0

0

1.3 58 % ;
l4_,ZO  % I
1.23 % I

19.14 8 !
c1.00  8 ;
4.32 8 t
0.62 % /
0.00 % I
19.75 % f
0.00 8 I
0.00 % I
0.62 % ;
0.62 % ;
0.00 D I
0.00 % I
0.6% % I
0.00 % I

0

0
4
0
0
0
0
0
0
0
0
0
il
0
0

36

0.00 8
0*62 %
0.00 8
2.47 ‘4

0.00 %
0.00 8

0.00 %
u.uo 8
u.00 ‘a
0.01) %
0.00 8
0.00 8
o.ou %
o.ou 0
0.00 25
o.uo ‘&

22.22  u,



MATEC  Site: IA
P roclram count:
lotai  ParticiDants:
Fota i Pa I-tic  iDants For Whom Occurtat  .I.(.,n  Ls Kr!, ,wn  :
I cjr3.l  clnlinowrl:
~Jer~enr.a~e  IJilknown:

3.

I.0 .
1 1. *
1.2  1

13.
14.
1:.
!.6
.L7.

MArEI: Site:

lotaL Partlcioanxs:
rotal ParticxDants  501 Whom OccuDation  is Known:
Total Unknown:
Percentaae  Unknown:

Percentaaes  ilsted below are of those for whom an occuoation  is known
Practioners Students

1.
‘2 .
y
4.

4 .
-J _

6 .

8.
0, I

LO.
1.1  ”

L2.
15.
14.
15.
16.
17.

438
319
188
393
34
._
i 5

1216
2 6

18~
0

22
88
29
1
0

11
69

11.24 8 t
8.19 % 1
4.83 8 I
10.09 % I
0.87 ii; :
1.93 % I

31.21 % !
0.67 % t
4.77 % /
0.23 % I
O”56 % )
2.26 % !
0.74 % 1
0.03 % I
0.00 SC, ;
0.28 % I
.I_ . 7 7 % ]

‘7 6

330
0

0
0
0
0
0

28
0
0
0
0
0
0

357

1.45  25
a.47 %
0.00 x
O.L)S  8
0.00 ?j
i).1)0  %
0.00 %
ti.130  %
O.OQ %
0.72 %
0.00 %
i).L)o  x
0.00 %
O-i30  g
0.00 8
0.00 8
9.16 B

. .

k_l

.._’



,TEC Site: MN
Pi-oclram  count:
loxal.  Particioants:
Total Participants For Whom OccuPation  is Known:
lotai  Unknown:
Wrcentaae  Unknown:

Percentages listeci  below are of those for whom an occupation  15 known
Practioners Students

3 0.02 8
16 1.11 %

0 u.ou %
0 0.00 %
0 0.00 I”,

9s b-58 ‘7s
0 o.ou b
0 0.00 %

35 2.43 xi
37 2.56 %
4 0.28 %

II 0.76 x
0 0.00 ?l
0 0.00 8
0 O.OU %
0 0.00 8

258 17 -88 %

MAlEC  sJ”te: w
Pxx~r;ifl~ count : 49
Iotai Partic~Dants: 2934
lotal Particbants  For Whom Occupation is Known: 2951
‘iota1  Unknown: 3

Pet-CeiItaQe  Unknown: o._Lo D

Percentases  listed  below are of those for whom an occupation is known
Practioners Students



MATEC  Site: i-41
Prouram  csount:
iota1 ParLiciPants:
iota1 Particiaants  For lJhom  OccuDatxon  is Known:
‘!ci,dl WnKnown:
Per cxri‘taue Unknown:

Percentaues  listed beLow are of those f-or whom an occuuation  15 known
Practioners ljtuderits

MA TEi= site :
76

Total Participants: 4104
.rot.al ParticiDants  For Whom 0ccuoation  is Known: 4079
l'otai Unknown: 5
Percentaae  UnKnown: 0.12 8

Percentages listed below are of those for whom an occupation is known
Practioners Students

2.
3.
4. ‘
5.
6,
7.
8.
4 .

10.
11.
12.
13.
14 1
15.
lb.
17.

1138 27.76 % : 292 7.12 %
743 18.13 & I 385 3.39 %

56 1.37 % f 57 1.39 8
217 5.29 & ! 151 3.68 8

45 1.10 It, ; 32 0.78 %
21? 5.29 & I 14 0.34 %
15 0.37 8 ) 0 0.00 %

I_26 3.07 % I 86 2.10 8
813 1.95 % I 20 0.49 %
17 0.41 % j 30 0.:3 8
11 0.27 8 ! 0 0.00 %
61 1.49 % I 33 0.81 B
12 0.29 % : 20 0.49 %
13 0.32 % ) 20 0.49 %
32 0.78 % ; 2 0.05 8

7 0.1’7 % : 0 0.00 %
80 1.95 $ 1 87 2.12 S



mEC Site: WI
Program count:
Total ParticiDant.5:
‘rota1 Particioants  For Whom Occupation is Known:
lotai  Unknown:
Percentaqe  Unknown:

43
3834

1.834
2aclcl

52.16 %

Percentage; Listed below are of those for whom an occuwation  is known
Practioners Students

2.51 %
0.00 %
0.00 8
2.73 8
o.00 b
0.00 %
0.00 %
0.00 %
0.55 u
1.09 %
0.00 %
0.00 ‘%
0.55 %
o.uo %
1)“clO  P
0.00 %
5.67 %



Midwest AIDS rrainina  and Education Center
Minority Case-Load KeDort

_ _ . ,_._____  ________________________-  ____LI_  ___-----------w--o_  .__.-------  -.-II- -_ ;______.__I_____^_-_^_^___^__x_^xI_^_^____________~~-~~~~~~_-_----~~_-~~~~~~~~~~~_~~~~~~~~~~~~~~~~~~~~
ivlinoritv  rvt3t2s

MArEC Site: CM
1Proqram  count per site: 3-

African hative
American Latin0 Asian American White 0Lhe r tinx~I~.>wn

40 17 0 4 101 0 U

# of Participants w/ rjatient. loads in the followina  tsatecrories:

o- 10% minoriti/: u
11 - 25% minority: 32
26 - SO% minority: 22

more than SO % minority: 64
unknown I 44

MAT'EC Site: XA
Prcqr-am  count per site: II

Hfrican Native
American Latin0 Asian Hmerlcan

13 6

in the followinq  categories

222 41

# of Particbants  w/ patient loads

0 - 10% minority:
.I_1 - 25% minority:
2 6  - 50% initIOrity:

more than 50 % minority:
unknown I.

White Other ?InKnowrl

1004 11 0



MATEC Site: IN
Program  count per site: 93

African
American Latino Asian American White Other

185 15 8 I 2222 8

# of Particinants w/ Datient  loads  in the following  categories:

0 -
II -
26 -

more than

MATEC Site: MN

10% minority: 240
25% minority: 219
50% minoritv: 162
SO % minority: 83
unknown 3345

Prcqram  count ner site: 38

African Native
American Latin0 Asian American White Other

54 2 17 ‘7 825 ’ 4 541

# ot Particinants  w/' patient loads in the following cateqories:

O- 10% minority: 273
/? 11. - 25% minority: 24

26 - 50% minority: 32
more than 50 % minority: 0

unknown 1121

HATEC Site: MO
Program count ner site: 49

African Native
American Latin0 Asian American White Other

449 21 45 28 2380 II 0

# of ParticiPants  w/ patient loads in the following cateqories:

Unknown

Unknown

o- $O% *minority:
11 - ',+25%  minority:
26 - 50% minority:

more than 50 % minority:
unknown

242
415

65
‘15

2111



MATEC Site: NT
Proqram count oer site: 1'7 1

African
American Latin0 Asian

1049 281

# of ParticiDants  wi ix.tient  ioads

242

in the fol.low

u . 10% minority: 324

IL - .258 minority: 18Y
26 - 50% minorltv: 263

Imore  thail  50 ‘$ minot-itv: liU4
unknown 3011

MATEC Site: si
Grout-am count 1ser site: 7 b

Hfrican
American

45’9

Latin0

44

Asian

35

Har;lve ._z'
American White rjther Unknown

;
:u 24Y8 7 6 6 Y 3

incl cateqories:

. .

Natxve
American White Uther Unknown

0 3060 59 442

# of ParticiDants  w/ Datient  loads in the foilowinq  categories:

c) - 10% min0rit.v: 1596
11 - 25% minoritv: 178
26 - SO% minority: 291

more than 50 8 minoritv: 174
unknown 1263

._ _:

MATEC Site: Wi
Proqram  count 13er site: 43

Gfrican Native
American Latin0 Asian American White other Unknown

SO 32 73 9 3444 67 159

a of Participants  w/ patient loads in the foilowing  categories:

O-
11 -
26 -

more than

10% minority: 3470
25% minority: 37
50% minority: 17
50 % minority: 14
unknown . '296



~~_- ~__._. .__ _._-  -___~ --

t

Number  of Programs (All Sites): 485
all ~roqrams: Total. 8 (of knownj

African American: 2508
Latino: 4 5 &?
Asian: 433
Native Arnef7~;ar-i: 20s
White; 15534
other: '236

____------I-

lJnknown 3447 /

# of Partsclpants  wi Patient Loads in the Foliowiny

0 - If.35 minorztv: 0509
I1 - 25% minority: 1736
26 - 50% minoi-itv: 9 5 2

more than 50 8 minoritv: 1044
unknown : 11880 /



_______________.___.______.._.._.-...._.--. ____.___.________.___.___.___.._..__..._..-_.._..._..  . . . .._........._..._........ . . -..__.._______._______...~~.~.....-..~....-................ __________.____^__.__._...__..______._.___.______.._____...__..____  _. __. . . . . . ..~I--..: ::11~~‘I’:~‘::::..:.:: . . .._.............. -..

HAlfL PRWRAN  ‘IIS IOiRt  klW- LENCIH: COWlALl IRHW RU1’:ilLi PRPilLIYkllvr:  IIXUI’RI!~~T ttfbi,

SIK EfGlll  - fN0 OhItS PMI. ilIES Illfs.l:  H O U R S I : 3 1 : t i 8 P !U
_._.....-mm..--

rros/nrv  coIlllwllllV  Of CAtIf  c o n t .
@b/26/89  - 06/2?/89
tlC’S  I S  RESWRCf  10 SOClRl  Y0RKfP.S
lOllllB9 - 1o/1r,o
fUWBlD  SllUBCfS  fan  ~IOSIIIIV  SfRVlC

12/14/B9  - I I
hlOS/WIV  SfRVlCl  COHWUNllV  EASE0
12115189 - I I
BfFORf  II HIIS HOilf  IDRMM.  P R O D .  1
OmB/B9 - 94109189
110s: IMi~V’S  CHILlEnGf
Wl9lB9 - 04/2o/a9
4101: IESUfS MO  CHMLfWGES
011121B9  - 01112l89
CL HW 10 c¶  II Co!lffRENCE
0112s199  - i I
LIDS SvllPosIUn  FOR  IIELLIH PROF.
B6/OZ/E9 - I I
AIDS B9:IWIEROISClPLlil~RV  COllFERfNC
09/08/89 - I I
cUllURlllV SPfCIFIC  AIOS  fOUCAlIOK
IO/u/BP  - lolll/89
LIOS IN IHf  OFFlCE  fnVlROHWfWl
12/Ol/B9  - I /
LIDS: lllf  CNRISIII  CN~Lltli6t
OZ/lll90  ; I I
PRfVfWIII6  rlios
OClOUO9  - I i
SIAIE  LE6ISlLlIOI  IGAROING 410s
04/13/o  - I I
COHNOK  PRO6lEllS  IN W. 1161.  O f  H I V
04/2b/B9  - 1 i
PROFESSIW W C .  IN AlOSlHlV  C A R E
01/28/B9  - I /
KIOS  PMfl
04/29h9  - I /
IWF. COWOL  k UNIV.  PRfClUllONS
05101189  - 05102189
lNlROOUCllON  10 H I V  IliffCliON
05lOZI69  - I I
H I V  IES1ltl6  b CLlEtll  COeWSftlNG
05/04/a9 - 05/05189
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MATEC
YEAR II TRAINING PRODUCTIVITY

SITE PARTIC. PANTS

IOWA 1,195 102
MISSOURI 2,934 0
INDIANA 3,764 285
WISCONSIN 3,702 132
s. ILL. 3,404 700
MINNESOTA 1,432 18
N. ILL. 4,719 140

PRIMARY T.O.T. TOTAL
CARE PARTICI- PARTICI-

PANTS

1,297
2,934
4,049
3,834
4,104
1,450
4,859

22,527TOTAL 21,150 1,377

SITE

IOWA
MISSOURI
INDIANA
WISCONSIN
s. ILL.
MINNESOTA
N. ILL.

X OF X OF YEAR II
BUDGETTOTAL TOTAL

PART. CONT.HRS.(DIRECT)

5.76% 1.49% 95,784
13.02% 10.06% 122,115
17.97% 12.82% 130,626
17.02% 13.79% 128.875
18.22% 17.80% 120.215
6.44% 7.93% 98,232

21.57% 36.12% 141,915

\__:

T.O.T. DIRECT TOTAL HRS. PER HRS. PER TOTAL
CONTACT TRAINING CONTACT PART. PART. .- HRS. PER

HRS. CGNT.HRS.  HRS. T.O.T. DIR.TREG;  PART.

550 676 1,226.O 5.4 1.0 0.95
0 8.281 8,281 N/A 2.8 2.82

4125 13,182 10,547 14.5 2.8 2.60
1375 6,422 11,346 10.4 3.1 2.96
4675 9,971 14,646 6.7 4.3 3.57

275 6,253 6,528 15.3 4.6 4.50
3,025 26,702 29,727 21.6 6.3 6.12

14,025 71,487 829301.0 10.2 3.9 3.89

X OF COST COST
TOTAL PER PER

BUDGET PART. CGNT.HR.

11.4% $73.85 $78.13 174 2.42%
14.6% $41.62 $14.75 1400 19.43%
15.6% $32.26 $12.39 771 10.70% L-..
15.4% $33.61 $11.36 461 6.40%
14.3% $29.29 $8.21 338 4.69%
11.7% 567.75 $15.05 670 9.30%
16.9% 329.21 84.77 3390 47.06%

AIDS
CASES

X OF
AIDS
CASES

TOTAL 100.00% 100.00% 837,762 100.0% 537.19 510:18 7,204 100%



.

INCREASES (DECREASES) - YR I TO YR 11

/1 CHANGE IN:

PRIMARY T.O.T. TOTAL
CARE PARTICI- PARTICI-

SITE PARTIC. PANTS PANTS

IOWA 464 63.53 (17) -14.3% 447
MISSOURI 2,637 887.9% 0 N / A 2,637
INDIANA 2,602 223.9% 273 2275.0% 2,875
WISCONSIN 2,699 269.1% 123 1366.7% 2,822
S.ILL. 190 5.9% 670 2233.3% 860
MINNESOTA (497) -25.8% (22) -55.0% (519)
N.ILL. 247 5.5% 56 66.7% 303

TOTAL 8,342 65.1% 1,083 368.4%' 9,425

T.O.T.
CONTACT
HRS.

52.6% (887)
887.9% 0
244.9% 4,029
278.9% 1,233
26.5% 4,450

-26.4% (365)
6.7% 2,443

71.9% 10,903

-61.7%
N/A

4196.9%
868.3%
1977.8%
-57.0%
419.8%

349.2%

X INCR.tDECR.1 IN: CHANGE IN:

DIRECT TOTAL HRS. PER HRS. PER TOTAL
TRAINING CONTACT PART. PART. HRS, PER

SITE CONT,HRS. HRS. T.O.T. DIR.TRNG, PART. '

IOWA (3,591.5) -84.2% (4,479) -78.5% -55.3% -86.9% -85.9%
MISSOURI 3,351 68.0% 3,351 68.0% N/A -83.0% -83.0%

,+NDIANA 10,920 482.8% 14,949 634.0% 80.9% 38.1% 29.7%
'ISCONSIN 2,222 52.9% 3,455 79.6% -34.0% -29.2% -31.0%
S.ILL. (5,644) -36.1% (1,194) -7.5% -11.0% -12.7% -26.9%
MINNESOTA (5,999) -49.0% (6,364) -49.4% -4.5% -31.8% -31.2%
N.ILL. 9,239 52.9% 11,682 64.7% 211.9% 56.1% 54.5%

TOTAL 10,498 17.2% 21,400.5 33.4% -4.1% -22.3% -22.3%

CHANGE IN:

YEAR I COST COST
BUDGET PER PER

SITE (DIRECT) PART. CONT.HR. *

IOWA 23,231 ($11.51) -13.5% $65.41 514.3%
MISSOURI 59,826 'mi*;;; -80.2% 62.11 16.7%
INDIANA 29,731 -62.5% ($30.40) -71.1%
WISCONSIN 33,628 ($60:50) -64.3% ($10.58) -48.2%
S.ILL. 30,332 $1.58 5.7% $2.53 44.6%
MINNESOTA 26,982 $31.56 87.2% $9.52 172.3%
N.ILL. 65,915 $12.53 75.1% $0.56 13.3%

TOTAL 269,645 ($6.17) -14.2% $1.32 14.9%

X OF x OF
TOTAL TOTAL
PART. CXINT.HRS.

-0.7% -7.4%
10.8% 2.4%
9.0% 9.1%
9.3% 7.0%

-6.5% -6.9%
-8.6% -12.2%

-13.2% 8.0%



MATEC
YEAR I iRAINING PRODUCTIVITY
NOTE: ALL NUMBERS FOR TOT SESSIONS ARE MULTIPLIED BY 2 (WEIGHTED)

PRIMARY T.O.T. TOTAL CONTACT HRS. PER X OF X OF YEAR I
4 CARE P A R T I C I -  P A R T I C I - HRS. PART. TOTAL TOTAL BUDGET

S I T E  PARTIC. PANTS PANTS (WTD. ) (UTD. ) PART. CONT.HRS.(DIRECT)

IOWA 731 119 8 5 0 4,467,s 5 . 2 6 6.49% 6 . 9 2 % 7 2 , 5 5 3
MISSOURI 297 0 297 4,930 16.60 2.27% 7.64% 62,289
INDIANA 1,162 12 1,174 2,454 2.09 8.96% 3.80% 100,895
WISCONSIN 1,003 9 1,012 4,488 4.43 7.72% 6.95% 95,247
s. ILL. 3,214 30 3,244 16,065 4.95 24.76% 24.88% 89,883
MINNESOTA 1 , 9 2 9 4 0 1 , 9 6 9 1 3 , 5 3 2 6 . 8 7 15.03% 2 0 . 9 6 % 7 1 , 2 5 0
N. ILL. 4 , 4 7 2 8 4 4 , 5 5 6 1 8 , 6 2 7 4 . 0 9 34.77% 2 8 . 8 5 % 7 6 , 0 0 0

TOTAL 1 2 , 8 0 8 2 9 4 1 3 , 1 0 2  64.563.5 5 . 0 4 1 0 0 . 0 0 %  1 0 0 . 0 0 %  5 6 8 , 1 1 7

COST COST
PER PER

PART. CONT. HR.

$ 8 5 . 3 6 $ 1 6 . 2 4
$ 2 0 9 . 7 3 $ 1 2 . 6 3

$ 8 5 . 9 4 $ 4 1 . 1 1
$ 9 4 . 1 2 $ 2 1 . 2 2
$ 2 7 . 7 1 $ 5 . 5 9
$ 3 6 . 1 9 $ 5 . 2 7
$ 1 6 . 6 8 $ 4 . 0 8

$ 4 3 . 3 6 $ 8 . 8 0

S I T E

IOWA
MISSOURI
INDIANA
WISCONSIN
s. ILL.
WINNESOTA
N. ILL.

RN/LPN/PHARM-DENT.HYG. MD/ SW/COUNS. LAB/ME0  SCHOOL
STUD. ACIST /ASST. DENTIST STUD. STUD. ADMIN. T E C H HEALTH

2 4 4 101 5 6 28 77 71 3 4 3 3 17

31: i x ; 157 29 47 18 0 0 45 0 8
311 9 0 6 428 49 4 4 32 7

1 , 4 9 5 5 2 20 106 8 9 8 8 6 147 7 104
4 3 6 0 7 0 0 0 0 4 4 107 52
6 0 5 2 5 8 6 5 9 5 4 136 542 119 2 1 4 112

3 , 4 8 7 187 1 , 0 1 1 1 , 0 9 6 1 , 7 2 5 813 388 4 3 8 292

OTHER/
UNKNOWN TOTAL

70 731
174 297
591 1 , 1 6 2
117 1 , 0 0 3
299 3 , 2 1 4

1 , 2 2 0 1 , 9 2 9
9 0 0 4 , 4 7 2

3 , 3 7 1 1 2 , 8 0 8



NORTHERN ILLINOIS MATEC
SUMMARY PROGRAM STAllSllCS

Year I Total Total Ave. Partlclpants Contact
Events Participants per Event Hours

Quarter 1 55 721 13 1,647

Quarter 2 18 714 39 1,475

Quarter 3 30 1826 64 11,103

Quarter 4 29 1195 41 3,820

Grand Total 132 l 4656 l 34 18,046

* Includes 60 AIDS Fear Reduction lnservlces to 683 UIH employees.

Year II

Quarter 1

Total
Events

43

Total Ave. Participants Contact
Participants per Event Hours

1434 33 5,130

Quarter 2 62 1421 23 3,764

Quarter 3 24 1034 43 4,082

Quarter 4

Grand Total 129 l * 3889 ‘* 30 12,886

+t Includes 45 Universal Precautions  insewlces to 810 UIH employees.



c

NORTHERN ILLINOIS
SUMMARY OF PROGRAM

MATEC . .
LOCATlONS *\._/

Number of Events
(including all UIH inservices)

Location Year I Year II l Total

Chicago

Outside
Chicago

113 (84%) loo(n%) 213 (81%)

21 (18%) 29 (23%) 60 (19%)

Number of Events
(including all UIH lnswvices)

Location

Chicago

Year I

64 (72%)

Year II l

68 (67%)

Total

112 (69%)

Outside
Chicago 21 (28%) 29 (33%) so (31%)

l Includes all programs through 12-31-89 only.



APPRNDIX IV

Project Evaluation-- Preliminary Cost Analysis



** PRELIMINARY COST ANALYSIS
t

f?. MATEC
YEAR I TRAINING PRODUCTIVITY
NOTE: ALL NUMBERS FOR TOT SESSIONS ARE MULTIPLIED BY 2 (WEIGHTED)

CONTACT HRS, PER X OF X OF YEAR I COST COST
PARTICI- HRS. PART. TOTAL TOTAL BUDGET PER PER

SITE PANTS (WTD.) (WTD.) PART. CONT.HRS.(DIRECT) PART. CONT.HR.

IOWA 901 4,241.5 4.71 9.14% 8.483 72,553 $80.52 $17.11
MISSOURI 100 990.0 9.90 1.01% 1.98% 62,289 $622.89 $62.92
INDIANA 822 914.0 1.11 8.34% 1.83% 100,895 $122.74 $110.39
WISCONSIN 855 4,138.0 4.84 8.67% 8.27% 95,247 $111.40 $23.02
S.ILL. 2,607 14,378.0 5.52 26.44% 28.74% 89,883 $34.48 $6.25
MINNESOTA 1,157 10,636.O 9.19 11.74% 21.26% 71,250 $61.58 $6.70
N. ILL. 3,417 14,724.0 4.31 34.66% 29.44% 76,000 $22.24 $5.16

TOTAL 9,859 50,021.5 5.07 100.00% 100.00% 566,117 $57.62 $11.36



APPENDIX v

Standardized Evaluation Instrueaents -- Program Evaluation Instrument



MIDWEST AIDS TRAINING AND EDUCATION CENTER
PROGRAM EVALUATION

Because of the decentralized organizational arrangement of MATEC
many of the evaluation efforts are site-specific. Site-specific
evaluation activities include formative evaluation of curricular
components and training materials, followup  of participants in
Training-of-Training seminars, and the collection of basic
demographic data and participant satisfaction surveys.

Central MATEC is involved in evaluation in three major ways,
currently. First, annual site visits are conducted by the Central
MATEC administration. At these site visits, Central MATEC staff '
are provided with updates of current site-specific evaluation
activities and discuss with each site their plans for evaluation
in the upcoming year.

There are two centralized evaluation activities. One is a Program
Data Form that has been designed to collect basic information on
all programs sponsored or co-sponsored by all MATEC sites. This,
serves as a tool for process evaluation to document the number of' .
people served by MATEC programs by type of programs and with some;
general demographic information on the participants. The:
information from the program data form has been completely
computerized and routine listings of data are generated to monitor
program activities.

The other centralized evaluation component is a short-term impact
assessment focusing on attitude change. This is designed as a pre-
and post-test measure based on an attitude change scale developed
at New York University by Dr. Robert Malgady and associates.
Additional items cover global self-assessments of comfort with
various aspects of providing care and counseling, a self-assessment
of the sufficiency of participants' skills to address the needs of
HIV positive clients, and global self-assessments of increases in
knowledge and skills, changes in attitudes, and whether personal
objectives for the seminar were met. The pre and post-test
measures are being used with all sessions 4 or more hours in
length.

The current questionnaire is too lengthy and will be shortened,
using data from both NYU and our own administration of the current
versions of these scales. We will review reliability and factor
analyses of the NYU data as soon as the information is sent to us
from NYU. We will also do our own analysis of the current
instrument when we have collected data from enough programs to do
relatively robust factor analyses.

We are discussing what further centralized evaluation should be
done, including how and whether to make centralized assessments of
behavior change, long-term followup  approaches, and whether
knowledge change assessments are worthwhile.



MIDWEST AIDS TRAINING AND EDUCATION CENTER

PROGRAM EVALU.4TION  COVER SHEET

SITE:

PROGRAM:

DATE(S):

TIME:

PROGRAM LENGTH (HOURS):



MIDWEST AIDS TRAINING AND EDUCATION CENTER
PRE-PROGRAM QUESTIONNAIRE

Date: / /- - -

To help us evaluate the effectiveness of our program, please complete the following information.

The information  provided below wilI remain anonymo~  To help us cmnpare  cbauges  over time, we would like the following
information to use as a code.

‘Ibe lint two letters of your mother’s maiden name: _

The last four numbers of your social security numk

INFORMATION ABOUT YOURSELF

1. AGE: 2. GENDERZ_ 1. PemaIe 2. Male_ _

3.Iam: 1. Black/African American 4. Native AmeriaxJberican  Indian -_ _

_ 2. Hispanic/Latin0 _s.white

f- _ 3. Asian _ 6. Other

4. My occupation is:

5. How may years have you spent in your prcseat ocqdion?

6. My primary worksite  is:

_ 1. Hospital _ 4. Long-term mre f&&y

_ 2. Outpatient clinic _ 5. Private office

_ 3. HOBW  health care agency _dOtherz

7. size of comnuanity  ill which you wofkz r

_ 1. Large city/Urban -3. subarban

_ 2. Medium city -4. snnntownJnusl

8. To the best  of your knowledge have you ever provided  care to a penon  with either HXV infection or AIDS as a part of
your job?

Ye8 ( P l e a s e  amver

(PIease p r o c e e d  toti

,m~ 9. How many peopla  or AIDS have ye&

year d i d  y o u  !%st lkst  hmwn infc+ion/AlDS?



YOUROPINIONS

For items 1 to 25 choose one of the following responses and write the number next to the comsponding  item number.
1
2
3
4
5

-1.

2 .

3.

4.-

5 .

6.-

7.

a.

9 .

-10.

11.-

-12.

13.

14.-

-15.

-16.

17.

-la.

-19.

2 0 .

2 1 .

2 2 .

2 3 .

2 4 .

25.

Strongly agree
Agree

,

Don’t know or No opinion
Disagree
Strongly Disagree

I am concerned about m&acting  AIDS f&m patients when I am at work.

My family is concerned about the possiiility of my worldng with AIDS patients.

My knowledge of AIDS, whea compared to that of my co-workers, is greater than most of theirs.

The current scientific knowledge on AIDS is sufficient to protect health care providers.

I am concerned about contracting AIDS from my personal lifestyle.

I feel or would feel uncomfortable working with AIDS patients.

AIDS infection control procedures are sufficient to protect health care providera.

To control the spread of AIDS, persons with AIDS should be segregated from other people.

I have developed some negative feelings towards homosexuals because of AIDS. :

I believe that health care workers should have a choice about whether or not they want to work with persons with
AIDS.
To control the spread of AIDS, AIDS information should be incorporated into every health care visit.

-_J’

I have adequate knowledge to protect myself from getting AIDS from patieats.

To prevent the spread of AIDS, AIDS  education should be incorporated into every curriculum of health programs.

I have adequate knowledge to protect myself from getting AIDS through my private life.

Given the choice, I would rather not work with patients with AIDS.

Drug addicts who contract AIDS through sha& needles are getting what they deserve.

If confronted with a significant number of &a& with AIDS, I would look for a job that had minima(contact  with
persona with AIDS.
Health care facilities should have special areas used only by patieats  with AIDS.

I have developed negative falings  toward drug addicts with AIDS.

Homosexuals who contract AIDS are getting what they deserve.

I am comfortable providing care for a person with HIV infection.

I f-1 comfortable counseliig  my curreat patieats  about AIDS/HIV prevcation.

My current skills are sufficient to address the needs of those who are HIV antibody positive.

I am comfortable providing care to pmons who are gay or biixual.

I am comfortable providing care to intrav~ous  drug users.



Ibe options to choose from:

Stnxlgly agree
A@=
Don’t know or no opinion
Disagree
Strongly disagree

_ 14.

_ 15.

_ 16.

_ 17.

I have adequate knowledge to protect myself from getting AIDS through my private life.

Given the choice, I would rather not work with patients with AIDS.

Drug addicts who contract AIDS through shared needles are getting what they deserve.

Xf confronted with a significant number of clients with AIDS, I would Iook for a job that had minimal contact with
persons with AIDS.

_ 18. Health care facilities should have special areas used  ooIy by patients with AIDS.

_ 19. I have developed negative feelings toward drug pddicta  with AIDS.

_ 20. Homosexuals who contract AIDS are getting what they deserve.

y-Y-
21.

_ 22.

-23.

_ 24.

-2%

_ 26.

-27.

_ 28.

_ 29.

30.-

I am comfortable providing care for a person with HIV infection.

I feel comfortable counseling my current patients ahout  AIDS/HIV prevention.

My current skills are sufficient to address the needs  of those who are HIV antibody positive.

I am comfortable providing care to persons who are gay or bisexual.

I am comfortable providing care to intravenous drug users.

I leave this conference with additional knowledge about HIV/AIDS

My objectives for attendiig  this conference weft met.

I leave this conference with changed views about HIV/AIDS issues.

I leave this conference with stronger skills related to my professional practice and HIVIAIDS.

I feel prepared to talk with clients who are worried about their AIDS-related risk status.



MIDWEST AIDS TWINING AND EDUCATION CENTER
POST-PROGRAM QUES‘IIONNAIRE

Date: I’ I- - -

To help us evaluate the effectiveness of our program, please complete the following information.

The information provided below will remain anonymous. To help us compare changes over time, we would like the following
information to use as a code.

The first two letters of your mother’s maiden name: _

The  last four numbers of your social security number:

YOUR OPINIONS

For items 1 to 30 choose one of the following responses and write the number next to the corresponding item number.

1 Strongly agree
2 Agne
3 Don’t latow or No opinion
4 Disagree
5 Strongly disagree

_ 1.

2.-

_ 3.

_ 4.

_ 5.

6.

_ 7.

_ 8.

- 9.

I am concerned about contracting AIDS from patients when I am at work.

My family is concerned about the possibility of my working with AIDS patients.

My knowledge of AIDS, when compared to that of my cuworkers, is greater than most of theirs.

The current scientific knowledge on AIDS is sufficient to protect health cam providers.

I am concerned about contracting AIDS lkun my personal lifestyle.

I feel or would feel uncomfortable working with AIDS patients.

AIDS infection control procedures are sufficient to protect health are providers.

To control the spread of AIDS, persons with AIDS should be segregated from other people.

I have developed some negative feelings towards homosexuals ~~XIW of AIDS.

I
‘_I

_ 10. I believe that health care workers should have a choice about whether or not they want to work with persons with
AIDS.

_ 11. To control the spread of AIDS, AIDS information should be incorporated into every health care visit.

_ 12. I have adequate knowledge to protect myself from getting AIDS from patients.

_ 13. To prevent the spread of AIDS, AIDS education should be incorporated into every curriculum of health programs.

.._..

-_*



Evaluations Conducted

1.

2.

3.

4.
5.
6.

;:

9. Summary of Data for HIV Update
10. Summary of Data for Working with HIV Infection

Evaluation of Training Sessions by Northern Illinois MATEC for
Chicago Department of Heath
Summary of Data for AIDS Training for Bureau of Mental Health
Staff
Evaluation Report to US Public Health Service Region V Office
AIDS/HIV Continuity of Care Conference
Evaluation: MATEC Mini-Residency
Summary of Data for Chicago Read Mental Health Center
Summary of Data for Central Iowa AIDS Symposium
Summary of Data for Nursing's Response to HIV Infection
Summary of Data for HIV Infection: Understanding and Caring for
the Individual



EVALUATION OF TRAINING SESSIONS DY

NORTIIERN ILLINOIS MIDWEST AIDS TRAINING AND EDUCATION CENTER

for

ClIICAAo  DEPARTMENT OF IIEALTII  Cody



INTRODUCTION

The Northern Illinois site of the Midwest AIDS Training and

Education Center (MATE) in cooperation with the Chicago

Department of Realth (CDOIII presented twenty five AIDS educational

training sessions for personnel of the CDOII neighborhood clinics.

The purpose for these training sessions was to educate staff on

the following:

Disease
transmission
risk reduction
testing
risk assessment

Concerns/fears of Ilealth Care workers
Occupational Risk Status
Fatient Psychosocial Concerns
CD011 Policies and Legal lssues

Sessions were conducted from June 2, 1989 through August 18, 1989

(see Appendix 1). X total of 25 sessions were conducted over this

period reaching 808 CD011 employees.

The Midwest AIDS Training and Education Center is one of

thirteen regional centers funded by the Realth Resources and

Services Administration (IIRSAI and dedicated to AIDS training and

education for health professionals. MATE is a consortium of

academic, profe8sional. and public organization in six states.

The primary charge is to help providers deliver competent and

effective care to the increasing number of people with IIIV

infection or AIDS.



Each training session was conducted in the followlnw format:

Introductions
Speakers
Purpose
Ob,iectives  a

Audience Check - prior AIDS emcation,  contact with IlXV
infected patients , role in community as XlLJS
educator.

I)rainstorm L response - concerns on general population c
concerns of health care workers.

Slides on AIDS
IIIV infected patient panel - discussion of personal

experience with family, friends and health
professionals.

Conclusion & Evaluation

The above format was used for the clinical and mised training

sessions. For the non-clinical sessions guided fantasy was used

in place of the IIIV infected patient panel. The guided fantasy

f?, consisted oP an exercise of progressive loss, similar to the

experience of a person with IIIV.

The following report is an evaluation of the training

conducted by MATE for the CDOll. The report is meant to provide

both MATEC and CD011 information  for future planning on AIM

education/training.



II. Program Participants

Bight  hundred  and eight individuals received training in

either the clinical, non-clinical 'or mixed training sessions,

(table 11.1).

S%sSIoNTYPB

Clinic81

Non-Clinical

nixed

T0TALsEss1oNs

Clinical participants

individuals trained.

TAI)LE II.1

#oFs%ssIoNs PARTICIPAm NUMBER

10 430

12 293

3 85

25 TOTAL PARTICIPANTS 808

accounted for over half 153%) of

x

53%

36%

11%

100%

the total

Non-clinical staff represented 36% and staff

trained in the mixed sessions accounted for 11%. Data on number

of participants trained was taken from registration sign in

sheets. Where sign in sheets were not available, the number of

completed evaluation forms was used, Of the 808 participants,

only 568 (70%) returned program evaluation forms (Appendix 2).

which provided statistics for this evaluation. It is likely that

there were more than 8Og participants at the 25 sessions, as from

'and registration completion was irregular (table 11.2).

3



Mxx CMmnY joP?ilunCIP~
e/t lbwelinicd 16
b/2 C2kiul
6tl4 Ibe-clinical ii6
6/M  ko-cliniul
6/U Cliaical :
6/U Bbo-cliniul 23
6/U Clkriul . 43
b/20 lba-clinical
6/20 Cllaiul i:
b/D ha-cllniul 27
s/a Clillic81
6/29 cJaPcliaful if
bt 29 Clinical 77
6t 30 Moe-tliniul
6/30 Cliaiul ::
7t I2 ma-cliidul
7t 12 Ika-clinic81 ii
7t12 Cliaicrl 34
7114 xoa-cliniul
7114 iJmwliniu1 ii
7t 14 Cliniul
7128 Cliaiul ii
8/U nixed
t::: n,E ::

Aa

808

.12 (73X)
8 (31X)

‘: I:!$
17 (20X)

ii I%
21 m9X)

;: w
27 (73X)
31 moX)
66 (86X)
18 (34X)

2; I;%’
19 (49X)
31 (91X)
13 (68X) .

ii I%
11 (44X)
17 (94X)
27 (93X)

3p (76Xx)

368 (70X) 376 (47X)

Participant Race

Table II.3 outlines participants race, Overall, there were

30% African American, 3% Native American. 5X Latino, 11% White, 9%

Asian, and 12% unknown participants. The survey lost a

significant amount of data on race due to participants omission.

TADLB 11.3

g&g

Bl8Ck

N&iv8 American

L8tino

whit8

Asiur

unkxmm

TOTAL PBBCBHT

239 30%

27 3%

41 5%

86 11%

70 9%

34s 42%
-

808 100%
4



Practice Settin#

The majority  (57%) of participants responded that they

practiced in an outpatient clinic. Thirty nine percent did not

answer the question. It can be assumed that the majority of

participants practice in an out-patient clinic, since the training

was directed to neighborhood clinic staff.

Participant Occupation

Table II.4 provides data on participant occupation.

Occupation categories were taken from the program evaluation form.

This listing does not reflect categories of occupations at the

Chicago Department of Health. When other categories were listed

they were incorporated into our current list. .4s indicated’ in the

table a significant number of nurses (23%) and physicians (9%)

received training. CD011 clerks (16%) were the next largest

occupation represented. A representation of unknown occupations

accounted for'31X of the total participant occupation. This

percentage is based on the total number of participants trained.



TADLB II.4

PARTICIPAmoCCuPMIoN

Total Percent

Resistered Nurse
Physicianr
Dentirt
Social Worker
Dental Hyeenirt
Licensed Practical Nurse
Clergy
Educator
Health Administrator
physical Therapist
Housekeeping
Medical Labs
Dietitian/Nutritionist
Enrergency  Medical Technician
Pharmacist
Nurse Practitioner
X-Ray Technician
Clerks
Speech Therapist
UlbOWll

CDCI

TOTAL

130
69

zt

st
0

:
2
'0
46
40

18
4
4

133
1

249
10

Minority  Patient Caseload

According to evaluation forms, forty percent of participants

have minority patient loads of fifty percent or more t table 1X.5).

Fifty six percent either didn’t know their minority  patient load

or left the question blank. In general, CDOll clinics

predominantly scrvb communities of people of color.

TADLE II.5

Participant Patient Load Categories:

O- 10% Minority

11 - 25% Minority

26 - 50% Minority

-50% plus

bkllOUXl

TOTAL 6

19

3

0

322

456

808



Participant Occupation bv Race

Table II.6 describes participants occupation according to

race. Since race was answered by only 57% of participants,

correlations with occupation were based on an even smaller seqment

of the population receiving education.

TADLE II.6 ,

PARTICIPANT OCCUPATION BY RACE

African American

Physician 9 (1%)
Beqietered Nurse 61 (8%)
Licensed Practical Nurse 25 (3%)
Pharmacist 3 (04%)
Clerk 42 (5%)
CDCI 4 (05%)
Medical Lab Worker 11 (1%)
Nurse Practitioner 3 (04%)
Dietitian 14 (2%)
Social Worker 10 (1%)
Dentist 0 (0%)
Speech Therapist 1 (01%)
Pharmacy Technician 0 (0%)
Physician Therapist 0 (0%)
llealth  Administrator 2 (02%)
X-Day Technician 3 (04%)
Educator 2 (02%)

Native American Asian

0 (0%)
3 (03%)
11 (1%)
0 (0%)
4 (05%)
1 (01%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
1 (01%)
0 (0%)
1 (01%)
0 (0%)
0 (0%)
1 (01%)
0 (0%)

30(4X) 2(02X)
8(09X, 1(01X)
1(01X) 3(04X)
1(01X) 1(01X)
8(09X) 18(2X)
2(02X1 1(01X)
1(01X) 0(0X)
0(0X) 1IOlXI
5(06X) 2(02X1
0(0X) 3(04X)
acosx, OfOX
0(0X) 0(0x)
O(O%I OIO%I
1(01X) O(O%I
1(01X) 0(0X)
0(0X) O(O%I
0(0x) 2(02x)

Lat iap Total

41(5X)73(9%) /. .

40(5X)
5(06X)
72(9X)
lO( 1%)
12(1X)
4(05X)
2113%)
13(2X)
5(06X)
1(01X)
1(01X)
1(01X)
3(04X)
4(05X)
4(05X,



III Program Bvalu8tion

As previously stated 808 individuals received training over

the twenty five training sessions. Of these 808 individuals, 386

returned the program evaluation form, for a 70% response rate. As

noted prtviouslv in table 11.2, there was a higher evaluation

return rate for clinical sessions (52%) than for non-clinical

sessions (34%). For the mixed sessions there was a 13% return

rate.

The evaluation form was divided into three sections: A.

Program response - questions 1-7; D. Program Learning - questions

8,9,11 d12: C. Instructor Evaluations - question 10.

Participants response is described below, A. summars of instructor

evaluations will be provided to the 15 training facilitators; it

is not included in this report.

A . Program Response

Questions one through seven gather data from program

participants on the program content, timing. handouts, answers to

questions, in8tructors' awareness oi audience level and

instructors knowledge. Overall, participants supported the AIDS

education prograa. This is demonstrated by the high ratings of

questions l-7 (table 111.1). Note: All participants did not

return the evaluation fora(30X). of those returned, some completed

8



.

only one Or two items in Question l-7,

tuull
TABLE 111.1

1.

t.

3.

4.

5.

5.

For

that the

1WS) 53 WU 8UlQ)  MOtIBX)  114c22W

4I.ow 5 (lx) wn,  298~5911  16w2z~

S(.osxJ  4(.06x) 19(U)  5a9(55f) 199~392)

41.05x)  5 ml lota%) ao1(402)  259(5(11)

all %iX

program

the sample found there was insufficient time to cover the

prograa evaluation measurements, over 90% agreed

met cducatlonai objectives. Thirteen percent of

materials; this is the only question witb at least 10% or lore

citing any criticisms.

Que8tion 7 - "Please rake any general evaluative comments".

Under this general comment question, most wrote that the training

was very informative and beneficial to their practice. Re8ponses

ranged from very informative to useful.



I). ProBraS Learning

An outline of each Question and the most common response is

attached (Appendix 3) to provide an understanding of the responses

made by participants.

Question 8: "Please writs down one fact or idea from the

workshop that you learned and that seems important to you".

Responses to this questions mostly fell into categories of

new information (i.e. nosquitos do not transmit 1IIV virus, you

cannot get IIIV from saliva, tears, etc). It is hoped that
7-Y

participants' misinformation was corrected due to the number of

participants listing new, accurate information.

Question 9: "What will you do differently at work as a

result of this workshop?"

An overwhelming number of respondents listed the use of

universal precautions as the number one chanqe they will undertake

in their work environment. Respondents also reported that they

were aware of the need for universal precautions but now

understood' that universal precautiona would reduce their

exporure to IIIV.

risk of

Question 11: Wow could this workshop be improved?"

10



Most respondents answered that there was not enough time to

adequately present materials. The second most frequent suggestion

was to increase the number and variety of educational sessions.

Participants felt that there was too much information and too

many areas of interest (i.e. AIDS in the work place, counseling,

grief , etc.) to cover in one session. Many participants would

like to see education/training sessions on specific topics  and

updates on the latest research findings.

Other specific improvements were suggested by a couple  of

respondents: slide show was too fast and unclear, need for updated

ma’terials, answer questions more clearly.

Question 12: “What are your future AIDS training needs?”

Participants generally incorporated comments t’rom question 11

in to question 12. A large number of participants  telt they

needed future training sessions on updated information. This

question elicited more responses as to what kind of update was

’ needed. Many felt they needed more resources i.e. pamphlets,

handouts, etc. Some felt that a system should be set up to

provide future updates as the information on AIDS changes.

11



IV Quir Evaluation

Participants were given a quiz (Appendix 4) to assess their

knowledge on AIDS. Of 808 participants receiving AIDS education,

376 returned quizzes for a response rate of 47%. This low

response rate was in part due to an instructor error in providing

the quiz.

Table IV identifies each question and provides a breakdown of

those participants who correctly answered the ,question.

Significant differences noted between session categories are

noted with a “*“a

f----~
The average quiz score was 66%. For participants in clinical

sessions the average score was 68%. For non-clinical sessions 57%

and for mixed sessions 78%.

12



TADLE IV

Question 1:

Question 2 :

Question .3:

Question 4 :

Question 5:

Question 6:

Question 7 :

Question 8:

Question 9 :

aIdentify 3 methods of transmission"

261 Correct (71%)

"Identify 3 methods of reducing risk of exposure
from sexual' contact"

242 Correct (66.4%)

"Identify 2 methods of reducing risk of exposure
from intravenous drug users"

314 Correct (86%)

"Identify 2 possible interpretations of s negative
DIV antibody test"

272 Correct (83%)

"Explain the iceberg theory as it applies to the
ciinical spectrum-of UIV'

246 Correct (84%)

-_

"Identify 3 psychosocial concerns of

179 Correct (67%)

i __.
people with IIIV"

"Identify 3 fears healthcare workers have about NIV
Infection"

81 Correct (26%)

"Define Universal precautions"

224 Correct (67%)

"Identify approximate percentages
cases by race"

225 Correct (74%)

o f Chicago AIDS



f--+X PROGRAM ASSESSMENT

The MATEC training of CDOH Neighborhood Clinic personnel was the first
organized AIDS educational program for most of the attendees. Staff
from the STD clinics had prior information about AIDS, TH clinic staff
also indicated some prior training.

Generally, staff informat,ion  about HIV was at a basic level. There
were consistently some attendees who believed that casual contact was
a mode of transmission,ie., mosquitos. There were occasional comments
about the immorality of homosexuality with religious references to
sin. Staff was also inconsistent in supporting confidentiality,
thinking that clinic personnel should be informed if a patient was HIV
infected or at risk. There were questions about the use of vinyl
versus latex gloves for examinations and handling specimens.
Universal precautions may not be uniformly practiced or understood.
Staff did not seem comfortable with information about risk reduction;
they would be unprepared to fully inform and discuss with patients the
use of condoms and other sexual practices.

These observations are not so dissimilar to clinical and non-clinical
staff from other health care institutions. What is noteworthy
however, is the timing. Most health care providers have already
instituted this basic level of AIDS education and have progressed in
staff development to specific goals and objectives. Most of the CDOH
staff are at an introductory level of comfort with and knowledge of
HIV. CDOH staff are in need of more specific training and education
to enhance skill development. A valuable city resource is not fully
capable of being utilized in the fight against the EIIV epidemic.

CDOH Neighborhood Clinic staff are an important group of health
providers for:

*early identification of people with HIV infection (case
finding)
*risk assessment and risk reduction counseling
*reinforcement of risk reduction, behavior change
strategies
*motivated HIV test referrals

We recomend that the AIDS Prevention Office and the Director of
Neighborhood Clinics commit to ongoing HIV related training and
education for clinical personnel:

*calendar on an annual basis AIDS updates
-improvements in testing procedures
-new treatments
-epidemiologic updates

*schedule skill building workshops by site, or staffing
level

-how to conduct risk assessment interviews
-diagnosis or identification of HIV symptoms
-substan&e abuse and HIV counseling
-supporting behavior change among women, youth
-dental assessment for oral manifestations of HIV
-developing a professional role



-coping with terminal illness

Northern Illinois MATEC is available to assist you in planning and ~2
implementing any of the above programs.

.
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Question 8

Detter understandina of r\IDS/lIIV
The increase in AIDS over the past five vears
Cannot get disease through saliva
The tip of the iceberg theory
Percentage of IIIV infected people in Chicago
Mosquitos do not transmit virus
Distinction between AIDS and IIIV

Question 9

More receptive to AIDS patients
De more compassionate to those with the disease
Practice universal precautions
Ensure confidentiality ‘.

Provide AIDS education to patients/staff
Treat every gatient.as it' they had AIDS
Discuss risk with patients

fl
Question 11

More sessions
Smaller groups
More time
More literature
Updated statistics

Questions 12

Updates
Follow up workshops
More reading materials and facts
Current,research  statistics
Dow to reach the population at risk
Treatment of patient in hose
Counselinq  issues

.
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April 16, 1990

Wflliam Martin,
Interim Director
Office of AIDS Prevention
Chicago Department of Health
50 W. Washington
Chicago, IL. 60602

MATEC
Midwest  fms Training

& Education Center

NORTHERN ILLINOIS SITE
lb2  University of Illhi*  aI  chlc~c
SC4  s. wood  soccl  (MIC 779’
Chicago. Illinois 60612
012) 9964373

CENTER HEADQUARTERS
lk  Univcntfy  of Illinois  at Chicago
Clxl~.  I\kKAs

REGIONAL SlTES
Indiana University
schwl  of Medicine
Indiaiuplis. Indiana

Misswri  Depumwnt  of Heal&
University of Missed
Ieffe~ll  Cify/Columbir.  Misscuti’

soulbcln  llliil  llnirm1ly
Alron.  Edwardhi*.  ud Spingfkld.
Illinois

The State  Medical Society of Wisconsin
Madison. Wisconsin

The Univmity  of Illinois at Chicago
Cheap.  llliwrs

University  of Iowa
collcgc  of Medrcmc
Iowa  Ciiy.  Iowl

UniVrnlly  of Mi
School of Public Health
r4inmpd.  MM

Reference Y 3315A/11/89
Contract # CO10697

Dear Hr. Martin,

Enclosed is a summary of the data on the AIDS Training
for Bureau of Mental Health staff from March 8th through
March 30, 1990 as per the Contracted Delegate Agency
quarterly report.

We suggest that a debriefing session be scheduled at the
conclusion of the project for the Mental Realth Bureau
Chief, Acting Comissioner of Health and yourself, with
the faculty who conducted the training programs and the
CDOH AIDS Prevention staff. The purpose of the meeting
would be to give a candid view of the ability of mental
health staff to meet the needs of people with or at risk of
HIV infection. The end of May or beginning of June
would be a good time for a one hour meeting. I believe
Tonia  Schaffer  is looking into the arrangements.

Sincerely, A

c&d%. .
Site Coordinator



CDOH REPORT
AIDS EDUCATION AND TRAINING
BL!U OF MENTAL BEALTR

I. Personnel Breakdown

A. Contract is payable on a per session basis and not by staff person.

II. Progress Report

A. Objectives

1. develop specific program format and identify speakers
2. provide no less than 23 inservice training sessions
3. submit outline and hand-outs 2 weeks in advance
4. tabulate evaluation of survey data and share with CDOH

B. Status of Objectives

1. see schedule of training sessions, and program format in
Appendix 111 and 112 respectively

2. between March 8 and March 30, 10 sessions were held; another
14 sessions are scheduled between April 1 and May 15, 1990

3. outline and hand-outs were submitted for participants,
as evidenced in distribution of hand-outs, see Appendix 113

4. data sunnnary  in Appendix 114, contained in section III to follow

III. Statistics to Date

A. Statistics to date

1. number of clients reached
125 participants

2. number of sessions
10 sessions;
*6 two day programs (3 hours each, total 6 hours) for
clinical s;arf _

318 and 319 25 participants
3112 and 3113 19
3119 and 3123 22
3/26 and 3127

*2 one day programs (3 kzurs each) for non-clinical staff
3128 23
3130 22

3. number of hours
30 hours of training

4. number of contact hours
3750 hours (# hours of training x /I people)



-  _I ..___A ,____- ._ .__-._-...= i:.r_:

0
Y. Demographic data on population served

1. race
75% Black/African American
6% Latino/Hispanic
14% White/Caucasian
2% Asian
3% Other

2. ase
data not collected

3. population
2% Registered Nurse
54% Social Work/Counselor
1% Clergy
1% Physical/Occupational Therapis
1% Nurse Pratt.
7% Comunity  Health Worker
4% Psychologist
32% Clerical Support

IV. AIDS Prevention Office

A. Need to schedule debriefing sessions with trainers, MATEC and
appropriate CWH staff

B. CDOH KAB study results should be tabulated and shared with
MATEC before or during course of training program; we have no results
with which to inform training program delivery.

“-/
C. one TV and VCR for the entire training series in the hands of CDOH
staff person assigned to the project (Deloris Heard) or funds available
to MATBC for special rental would enable program to run more smoothly



APPRNDIX

1/l.  TRAIN ING SCREDUU

112. PROGRAM FORMAT

113. RAND-OUTS

14. DATA SUMMARY

.
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MATEC
r‘\

p...

Midwest  AIDS Tminiq
& Education Center

NORTHERN ILLINOIS SITE
The  Univcnity  of Illinois at Clhgc
808 s. wood SIreel  &UC 779)
Chiiao.  Illinois  60612

CDOH  Mental Health Centers

AIRS Training &lice

Day
1. Introductious  15 ainutes

a.
b.

speakers
participants experience with AIDS
1) training

OlZ,-WI373

C .

CENTERHEADQUARTERS
The University of lllinoa  at Chiugo
Chicago. Illimii

REGIONALSITES
Indiana  Uniwnity
School of Medicine
Indiawapolii.  lndiuu

Misowi  fkputmmt  of &d&V
Univcnity  of Misoui
left- City/Columbk.  Mirraui

Southern Illinois Univmity
Alto&  Edwudsvilk.  snd  Spnngfkld.
Illinou

The State  Medical Society of Wisconsin
Mdism. Wisconsin

The Univenity  of Illinois  at Chicago
Chicago. Illimis

Univenity  of low
College of Mediiinc
low City. Iowa

University of Minnesota
School of Public  He&b
Mimqdis.  Mimuaa

d.

2) people with HIV
3) community interactions

goals of the training
1) increase information
2) decrease fear
3) increase understanding of psychosocial

issues
4) use information to reduce their personal

risk, change their behaviors, talk with
family and friends

5) begin to develop skills for counseling
evaluation forms and registration sheet
completion

2. Concerns about AIDS/HIV 20 minutes
a. brainstorm reasons why people are afraid of

the disease
b. list on flipchart
C . respond to the content’ raised

1) knowledge or lack of information
2) attitude or feeling level
3) lack of skills

d. clarify how training program will answer some
of these issues, and those it will not, need
for on-going comitsmnt to topic and learnfng

8. respond to issues of belief aud disbelief in
the information presented

3. Slide Program 1.5 hour with break in middle
a. AIRS 101
b. 15 minute break during slides
C . demonstrate use of condom during section on

safer sex

4. HIV Panel 45 minutes
a. 2 persons, male and female to recount their

experience with HIV infection
b. set it up to be personal, not a soap box,

interactive with participmts
C . remind people of next program

-.



Day II

M A T E C

Midwest AIDS Training
& Education Center

1. arm-up 15 minutes
ask for response to last session

b. questions, clarify

2. Video- Buffer Zone 30 minutes
a. overview of psychosocial issues
b. staff issues re; stress and fear

NORTHERN ILLINOIS SITE 3' Patient Simulation 60 min. total, break in middle

The Univmily  of Illinois  at Chicago introduce simulation/role play: could only choose
808 s. woodsvD%Wc 779) one patient scenario in the tims available, since
ClGcago.  Illinois 6LX12
012)  9964373

there are so many different circumstances and
people impacted by the HIV epidemic, see this as
only a beginning, to get familiar, comfortable
with the counseling issues. Our desire is to

CENTERHEADQUARTERS
return and continue to offer more in-depth

The University of Illinois u Chcago
training that includes working with the families

Chicago. Uliwir and significant others. Look over other case
scenarios in the hand-outs for self-learning.

A-f’

REGIONALSITES
lndii  Uruvcniy
Schwl  of Mcdkine
Indianapolis. hdiuu

Missouri  Depamnenc  of Heakh~
Univmity  of Missouri
Jeffmon  City/Columbia. Missouri

Southern lhois  Univenlty
Alton.  Edwdwlk.  and Spnngfreld.
Illinois

The State Medial  Society  of Wkcoesia
Madii.  Wiscoarin

The Univeniry  of Illimir  at Chicago
cllkago.  lllinoir

a. patient profile with needs and interventions
developed longitudinally

b. trainer demonstrates counselling skills with
same patient at various interludes

C. after each interlude/role modeling,
participants asked to discuss what they saw
in small groups, with feedback then to large
groupI

d. alternate with small groups practicing
counselling in role plays using same patient
profile

e. brainstorm counselor skills during this, as a
break from patient simulation

f. point out these are same skills used in
general practice

univmuy of low1
Colkge of Medicine
Iowl City. low

Univmity of Minnacm
School  of Public Hedtb
.Winnupolis.  Minnesua

SEE SBPARAl'Z  OUTLINB  OF SIHUI.&TION/ROLE  PLAYS

4. Special Needs/Considerations 30 minutes
\___.'

have group brainstorm differences in issues and
interventions of case used in simulation/role play
if identified patient fit some of these other
characteristics, have characteristics pre-written
on flipchart

a) hispanic
b) African American
c) gay/bisexual
d) women
e) adolescents
f) substance abusers

5. psychopharmacology 15 minutes

-.



MATEC
1)

2)

interaction of drugs for mental health on
EIV disease

impact of HIV disease  on mental health
symptoma

Midwest AIDS  Training
& Education Center

6. Wrap-up 10 minutes
a. evaluation8
b. resources for future needs

NORTHERN ILLINOIS SITE
The UNvmily  of lllii u chK1p
808 s. wood 3Eea  (WC  779)
Chicago. Illinois 60612
(312i  996.1373

CENTER HEAWUARTERS
Tk Univmq  of lllino~s  at Chicrgo
Chicago. Illinois

REGIONAL SITES
Indiana  Univmay
.schd  of Mediiule
Indianapolir.  IndLru

Miuwri Depttmenc  of H&W
Univmity of Mi
Jeffetwn  Ciry/Columbii.  Missoui

Southem  llliiis  Univmity
Alto%  Edwudsvdk.  and Sprin@ld.
Illinois

llw State MedkaJ Socky of Wisconsia
Madison.  Wisconsm

Tbc  Univas~ty  of llliis * Chicago
Chicago. IUiir

Univenicy  of low
ColkSe  of t&dicim
low8  Ciry.  Iowa

Universiiy  of Minneuu
Schwl  of hblii  Hdb
Mimmplii.  Mi



1.

2

3.

4.

5.

0.

7.

8.

9.

IO.

11.

12

me oontent  was  lmful  and pradkal

L!lenwasenwghttm9tocovcwthemateftal
% B

lO(9) IO&T 60(57)  26(X)

lhehadoubJandotlwte~aldswenhe~
iwdadequate

l(l) 7(7) 66(61)  34(31)

You  reoehmd  Mtlsfaotoly answetl to your questbn8

llwifumctorcreelnedpwareofyourpartlcularsW1
levrl,8ndtaugMaCComlgty

TheilItmctorreemedtohaveadequato~
andskUttoteachthirwofkshop

Pteasemakeanygenrralevalu~ecomfltrhen:

2(2) 6(6) 55(51)  44(41)

2(2) 1100) 53(49)  4309)

l(l) 44I40)  65(59)

Pbasaevahlateyour-.  HowoanthelMtNobrdo~betterJobnetitlmo?

lnrrlrudot  I1 Name: . cemmefk
LA,-

Imorn Nun.: connne*

hIsmlcw13  Nanw c0mn.e
.

lnsbWor#4  Name: commenl:

WblUOpWfUblfUAlDStfWngr#~?

(CoNmUED  ON REVERSE stoq->



1.

2.

3.

4.

6.

8.

7.

8.

&@. 4s’
The content was useful and pmctbal 1 2 a 4 6

lM~Wtl8SflOtJ#ltiMtOCOVOtthOflUltOrW 1 2 3 4 S

Thoho,andolhefteachlng~wmh~ 1 2 3 4 5

You received rathhctoy answera  to q~estbnayour 1 2 3 4 5

The instmtor 8eemd ware of  parlicular akillyour 1 2 3 4 5
levsr,andwJhtacaNdin@y

The ifmuctot teemdto  have adequate klwwwQ9 1 2 ' 3 4 5
and skill  to teach this workshop

Please make any general evaluathro  wtment8  here:

.

h



NORTNERN ILUNOtS  8lTEz MDWEST  AIDS l’fWNINQ  AND EDUCATION m
PARTICJPANT  WFORMATION  AND EVMUATlON  FORY

wohhopm -mRm C AIDS Trafnino  Workshoos March a 6 9. 1990

I-w fill Rocker, Eric Noel, Guvn Bemen C@6SM0 Chicano.  11
/

F&e enewer  al queatkm  thoughUuRy.  Your careful attentkn  to the89  Wsstbna  \jl heQ pur trainer  do a b&&ii.
Pb~dOflt8JQ?IpUffWD.

ckcb one numhr  for each m: wsun

1.

2.

3.

4.

5.

8.

7.

8.

11.

12.

The  contefn was  useful and pmc+kd 0(40) 12(60)

Thenwasenoughtimetocwerthematefl8l l(5) 9(45) 8(40)

Theheeandoiher~e~ngairlswereheQh81
ll(Si) 9(45)

You receked  satktactoly anwef8  to your questbrls l(5) 9(45) lO(50)

TheirlmJuofeeemedawafeolyulrpertkulafakm
level,mdteughtaccoldlngly ll(55) 9(45)

Thelnmc4orseemedtohave~ate~
andskitltoteachthkwofkahop 5 (25) 15(X)

Ptease  make any gmeral  ewhmttvs conmmtr  here: 20 of 25 participants completed evaluations,

see attached Daues for ccaments.

PleasemYedawnwf~or~afrwnvlswo~tMpub~,Mdthsl~mportanttoyou:

Plea8eevahmteyouflrsmcw.  HowcantheMNdOIdoa~erJobnexitime?

kmJc!orul  Namez comment:

I-#2 Name common:

tnstNdoru Nalm

.‘. :

I-w Name commnt:

Inyourophbn,hovvowktthbwohhopbelqnwed?

-.
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Q. 7 Qenerel l valuetivo commenta.

- Good.
- Lesmed  much.
- Wonderful presentation.
- The workshop .was excellent.
- The  materials were excellent.
- Well done, but a little long.
- Excellent teaching and techniques.
- Very educational & informative. (51
- More informative than previous presentations.
- Speakers were direct and informative about topic of discussion.
- The  workshop was very well done, and presenters were well prepared.
- He was very attentive and I was able to relate to the information and assimilate it.
- I was given new and informative materials.

Q. 8 Write down one fact or idea from the workshop that seems important to you.

- The true and false things about AIDS.
- Understand transmission and prevention.
- The statistics, high and low risk factors.
- The four different stages of AIDS/HIV  disease. (3)
- The statistics regarding AIDS. especially in New York.
- Learned many new concepts that I was not aware of.
- The knowledge of education and facts of AIDS myths.
- Myths and misconceptions regarding infection with HIV.
- Ways of transmitting AIDS were fewer than I thought.
- AIDS can not be contacted via biting, kissing, and mosquito bites.
- AIDS can not be transmitted via general contact with an AIDS victim.
- Information about the HIV virus and how it works and how you get it?
. I am more aware of how the HIV is transmitted not only through needles or sex.
- Mouth condom, to put in mouth to stop semen from going down your throat.
- Overcoming a reluctance to have myself tested.

0. 8 Whet will you da differently  at work as a result of this workshop?

- Nothing. (2)
- Be mom  professional.
- I will have less fears about AIDS. (2)
- Learn more and will follow through.
- Try to educate more people  about AIDS.
- My approach to the subject will change.
- Feel more adequate about discussing the subject.
- 8e more understanding and knowledgeable.
- I feel more adequate regarding AIDS and working with AIDS clients.
. I am not quite sure except to perhaps be much more sensitive 6 understanding.
. My consciousness  will be more aware and I will be less ignorant and fearful of AIDS.

COOH  Mental Health Center AID8 Training Workshop 318-8180
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0. 10 Please  oveiuate  your Instructor. How can the insWctor  do a better job next time?

Inrtructor:  Erfc Noel

- Good
- Very Good (5)
- Excellent (4)
- Informative
- Well prepared
- Interesting (21
- Knowledgeable (2)

‘:._..

- Excellent introduction and slide presentation.
- Very knowledgeable and receptive to questions.
- Extremely knowledgeable and able to keep the audience attention.

Instructor: Bill Hacker

- Okay
- G o o d  (2)
- Very good
- Excellent (31
- Well prepared
- Added so much.
- Good clinical skills.
- Very knowledgeable and invited audience participation.
- Extremely knowledgeable and able to keep the audience attention.
- Good technique to involve group in discussion by eliciting concerns.

0. 11 In your opinion, how could this workshop b improved?

- Spend more time.
- I can see no way.
- Very good already.
- Have more refreshments.
- Have a microphone available for the speaker.
- The current format is quite acceptable.

0.12 What are your future AlDS tninlng needa?

- Do not know I Not sure. (2)
- More information on the subject.
- to attend additional workshops/seminars. (2)
- Keeping up with knowledge as it becomes available.
- Counseling skills focusing on AIDS with resources.
- Therapy concerning victims and families what are the dynamics.
- Clinical treatment issues of victims/families affected by AIDS.
- To keep myself updated and aware of the changes and techniques of AIDS.

‘.,_,/’

CDOH Mental Health Center AIDS Trainfn9  Workshop 3/S-9/90

-.



NORTHERN ILLlNOlS SITEi MDWEST  AIDS TRAJNINO  AND EDUCATION DENTER
PARTICIPANT INFDRWTIDN  AND EVMUAllON  FORM

%ihi$%&anta.  Youcanhe~bycmqbtIngthbbtm  ThuJcyoul
hkmratbnknqueftrdbyourtundingcou~andwiD~~urUbrourpmgrom,to~cprdllCn~

Nm CfXX EIWC AIDS Training Workshop Date March 12 c 13, 1990

Im8) Sandra Brainc, Eric Noel, Cewn Bennan cay a state Chicago, I1

PIeam anwer al wsUom thoughtfully. Your careful  attmtbn  to the questbm  wilt he@  your trainer do a Mtr Job.
ftea8e  don1  rQn your name.

clrc& one number for each  qImtbn: 5bmatY NotSun

1.

2

3.

4.

5.

5.

7.

5.

9.

10.

11.

12

Dba~rii  Okagree

The  fmtenl  woo  useful and practical lO(53) 8(42)

Therewa8enoughtimetocoverthem8teftJ 3(16) 4(21) 8(42) 3(16)

2 ze and other teaching aids were helpful 16) 3(16) ll(58) 4(21)

You r%elved  ratbfacwy  answer8 to your question) l(5) 9(47) 8(42)

Ths -or seemed  aware of your partkular  6ldU l(5) 306) 8(42) 7(37)
lew,andtfUJghtaamdingly

The imbwtor seemed  to have adequate knowledge
and akill  b teach thi8 workshop

7(37) ’ 12(63)

Please  make any general evaluative comments  here: 19 of 19 participants canpleted evaluations,

see attached pages for cements.

~~wftedownornfadorickafrom~wo~thatyouIs~ud~~~toyou:

whatwelyoudodMifWlttyatworkasrfemludthi8wo~?

PbaseevdudeyourifWuaor.  H0wcanthehatnctordoakttstpbnextttme?

Wuctor#l  NM: COnWW:

InabuUor52  Name: cofrunenl:

I-~ Nun: comnW& .

lnsbudorc4  Name: CommeR:

Inyourophbn,howcuuktthbworkshopbehvmved?

whatareywrMureAtDstratntnoneeW

(CONTtNuED  ON REVERSE SIDE)-->
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a. 7 General evaluative comments.

- very good. (21
- Excellent presentation, and presenters. (3)
- The workshop was very informative and useful. (21
- It’s very important that the therapist is not judgmental.

‘..__/

- The  quality far exceeded typical City of Chicago workshops/training sessions.
- There should be a continuation of AIDS training so that providers can work effectively

with this population
- There was a lack of continuity from the 1st day to the 2nd day.
- More time needed to go over various topics.
- The information was very elementary.

0. 8 Write down one fact or idea from the workshop that seems Important to you.

- The progress of the virus.
- No one has all of the answers to this problem.
- Most HIV people develop AIDS within 10 years.
- The mental health professional’s role working with these clients.
- This is an overwhelming job that will take a great deal .of work.
- This is not different from dealing with any other terminally ill disease.
- People are moving towards finding out how to talk with an AIDS victim.
- Treat clients as in any situation. Be sure clients know you are there for them.
- I need to expand my clinical knowledge of human sexuality and grief counseling.
- To work through your own feelings and attitudes about seeing AIDS patients.
- When counseling AIDS clients, techniques can be creative, also explore therapist’s

feelings about a particular issue as well as the client’%
- Do not label individuals. You can go from the infection stage, bypass ARC

and have full blown AIDS.

Q. 9 What will you do differently at work as a result  of this workshop?

- Nothing. (21
- Need more medical input.
- Include psychiatrist and psychologists. “-’
- Be careful not to label, example - are you an IV drug user?
- Talk more about psychosocial issues and how to deal with them.
- place  more emphasis on unconditional positive regard towards client.
- Se more receptive to the concepts involved in AIDS as a disease process.
- Explore more in depth clients behavior that could make him/her at risk for HIV.
- I will make an extra effort to include screening information at point of intake.

CDOH Mental Health Center AIDS Training Workshop 3112.13190
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0. 10 Plaau evaluate  yaw htruotor. How oan tha kwtructor  do a better job next time?

Inmuctor:  ErkNoel

- Good
- Excellent (2)
- Mr. Noel was extremely knowledgeable. He did an excellent presentation.
- Devote more time to initial presentation and less to question at the beginning.
- Fine job although some information presented was too basic.

Instructor: Sandra Srrine

- Good
- Excellent
- Satisfactory
- She refused to speak up although she had been told several times we couldn’t hear her.

Instructor: HIV Panelists

- Good (21
- Very good
- Excellent (2)
- Panelists were interesting, knowledgeable.
- Enjoyed Novelle’s  portion, she really brought things home.

Instructor: Calyn  Berman

- Okay
- Good (31
- Fine job
- Excellent (2)
- Outstanding presentation.
- Great presentation, very helpful.
- Was able to tie in feedback from the group.
- Knowledgeable, well organized, provided helpful information.
- More time.

COOH Mental Health Center AIDS Training Workshop 3/12-13190

-.



6. 11 In your opinion, how could this workshop be improved?

- Provide more ‘what to do’ information.
- Workshop could offer more referral resources.
- Introduce some information about current research.
- Spread out the information, could not be absorbed. ‘L_/
- Either condense into e whole day, or space the 112 day sessions about 1 week apart.
- Spend less time on questions (some people don’t know when to shut up).
- Don’t bring new people in on 2nd day of training and then discuss reactions to 1 st day.
- Include staff from both centers in both sessions.
- Have two level workshop, basic and advanced.

0. 12 What are your future AIDS training needs?

- Psychosocial issues
- Focus on death and dying issues.
- More of this same kind of education/information. (3)
- Ongoing education regarding treatment approaches. (3)
- Updates on latest developments in treatment/prognosis.
- To attend other workshops, and need the benefit of having to see a patient.
- I need to expand my clinical knowledge of human sexuality and grief counseling.
- Need information on what decisions are being made about confidentiality, disclosure etc.
- Possibly more personal in that I would like to feel more comfortable about counseling

HIV clients. I still feel that I cannot be knowledgeable enough.
- Depends on what new knowledge is developed about the illness.

CDOH Mental Health  Center AIDS  Training Workshop 3112-13190



NORTHERN  tLLtNOl8  8iTEz  MIDWESt  AIDS  TRAlNtNQ AND EDUCAM  CENTER
PARTtCtPANT  INFORMATION AND EVALUATION FORM

wo&hljplltb c  H!4l?CAIW Da. March 19 C 23

I-W John Benitez. Eric Noel, caryn Berman Clly&St&  Chicago, I1

mu0  answer  all qusstbnr  thm@tfuIy.  Your careful attentton to these  queatim wil he@ your  tratmr  do a tmtter
Pba8e don’t cl9fl your name.

Clrob one number for each qumtlom

1.

2.

3.

4.

8.

9.

7.

8.

9,

10.

11.

12.

lBecontentwaauaefulancipmcucai lO(59) 7(41)

There wa enough tbne to cover the  mater&l 2 (12) 12(70) 3(18)

l$ =a: and other teaching  akl6 we10  helpfui 2(12) lO(59) 5 (29.1

You recehvd  mtbfactoy  answers to your questbn8 l(6) l(6) St471 6(S)

The lnmctor  seemed aware  of your putlcular  sidll
level, and taught aamdbqty 3(18) 7(41) 7(41)

Theinetfuotorreetnedtoh3veadequate~
and eklll to teach this  wofbhop

l(6) 9(53) 7(41)

Please make any general evaluattve cmment6 here:17,
see attached Daues for comments.

WhatwlllyoudodlHererdlyatwotkuareaultofthbworkahop?

PbaaesvahJateyourinsmcbr.  H0wcantheImtnmtordoabetterjobnaxtUmo?

lmtnstor  I1

lnetfuotor 92

kstNuorK)

l-94

Name:. ColIuneti

Nun: comment:

Name: ColTunea

Name: cormlent:

Inyouropln&n,howowldthbwoMhopktmpfoved7

WhatamyourMunAlDStfainiqneeds?

(CONIINUED ON REVERSE StDE)--+



0. 11 In your opinion, how could this workshop be improved?

- More time.
- More education.
- It waa good as it was presented.
- Quality workshop - presented very well.
- This workshop was okay, however others are needed.
- H e a r i n g  a b o u t  A I D S  f r o m  a  m i n i s t e r ’ s  v i e w p o i n t .
-
- Update AIDS information via workshops, seminars, etc.
- Call in faith healers and people that can offer the HIV victims hope.
- Provide it to Hispanic communities, schools, churches, different organizations.
- Video is boring.

Q. 12 Whet ere your future AIDS trelnlng  needs?

- None.
- Who knows?
- Updated information.
- More clinical knowledge.
- Actual counseling demonstration.
- interaction between families.
- More about family and community concerns.
- Everything, this is the second session I have attended.

CDOH Mentel Hedth Center AIDS Tralnlng  Workshop 3119-23190



Q. 7 General evaluative  commente.

- Presentation was good.
- Information was helpful and useful.
- The training session waa informative.
- The two days were beneficial end good.
- I liked the role-playing part of presentation.
- It was educational and informative materials.
- Mr. Noel knew AIDS materia, was very knowledgeable.
- The seminar was quite informative. I have learned more.
- Workshop was informative and issues were addressed directly, professionally.

0. 8 Write down one fact or idea from the workahop that seems important to you.

- Everyone can get it.
- Establish trust in the client.
- HIV is found in ceils, not body fluids.
- The need to understand the HIV victims.
- About HIV treatment and the coat of the teat.
- The difference between communicable and contagious.’
- I learned in general a more clinical perspective to AIDS.
- That saliva does not have enough ceils to cause a virus infection.

’- The widespread need for factual information by all segments of our society.
. Perinatai transmission of AIDS virus and also oral condoms that are now used.
; Becoming aware that AIDS clients should not be treated much different from any other.

0. 8 What will you do differently at work as a result of this workshop?

- Nothing. (2)
- More group participation.
- Try to be open to HIV clients.
- Non-judgmental approach to AIDS.
- Pray more and being more of a sensitive worker.
- Nothing new, just more resources to help clients.
- Hopefully, I will be more empathic to death or dying.
- Read more information and implement in future for AIDS clients.
- 8e more aware that AIDS issues be asked during social history taking, such as IV use.

sexuality, etc.

CDOH Mentaf  Health Center AID8  Training  Workshop 3118.23180



0. 10 Please  evaluata  your htructor. How can the instructor do a better job next time?

Inrtruotor: Erk Noel

- Good (4)
- Very  good (2)
- Interesting and informative.
- Very informative and educational.
- Excellent presentation of information.
- Did a good job in answering and discussing issues.
- No change.

Instructor: John Benitez

- Good (2)
- Boring

Instructor: HIV Panelists

- Good (3)
- Very good
- Excellent
- Extremely good, panelists were open and honest.
- It takes a lot of courage to speak out, self-disclose.
- Commendable for being panelist, adjusting to having AIDS and having spiritually.
- I found panelists inspiring.
- No change.

Instructor: Caryn Berman

- Okay
- Good (3)
- Very good (2)
- Knowledgeable, sensitive.
- Good job in over all presentation and stimulating groups.
- Extremely knowledgeable, good speaker, message was received clearly.
- No change.

CDOH Mental Health Center AIDS Training Workshop 3/19-23/90



fJORl?lERN  ILLINOIS sm: MIDWEST AIDS  TRAININQ AND WUCMION  CENTEN
PARTICIPANT lNFORMAllON  AND EVALUAllON  FORM

Mm CCCN MHC AZDS Training Workshop D8te March 28, 1990

1-4 Eric Noel, pablo  Bernandez c2y&S&  Chicano,  11

plea8e answer a1 questions thoughthdy.  Your camh~l  attentbn to these qdoy bill he@ your  trslner  do a bstter  j&
Plsase don?  sign  your nafIu.

Clfcle ons number for each auestbnz Nolslln

1.

2.

3.

4.

5.

6.

7.

3.

9.

10.

11.

12.

The oontent  WM ueeful pradksl

mere was enough ums to oover ths msterial

Dlaagii  olsaglw

13(68) 6(32)

l(5) 13(68) 5(26)

The handouts  and  other teaching aids wers helpful
snd adsquate 12(63) 7(37)

You recslved satlsfabxy  answers to your questions 2 (11) 12(63) St261

Theinmctofseemedawared  yourpRicularsklI
lsvel, and taugtw  sccodlnQly

.1(S) 3(16) 8(42) 7(37)

llw bmbuclor  seemed  to have  adequste knowledos lO(53) 9(47)
and &Ill b teach thl8 workshop

Pbsse maks any general evaluative  comments here: 19 of 23 participants completed evaluations,

see attached pages for comments.

PleacrewrlLetkwnonrfa4or~afromVnwonuhopthstyou~~,udUut~mrlmportamtoyou:

WlmtwilIyoudodHferenttyatwwkrrare8uRolthl8wollohop?

Plsasesvaluateynirkttudor.  Howcantheinsbctordoabettorjobnsxtttfm?

lnsttuctor#l  Nams: commenl:  .

Instnztor#2  Name: coInme*

IMuctor13  Name: CQmmsnt:

lrWuctor14  Name: cotnmsl:

Inyourapinbn,howcouldthtsvMshopbe~

What~jWtUtU~AlDStralftlltQfWds?

(coNTlNuEo  M REVERSE SIDQ-



Q. 7

0. 8

0. 9

a. 10

Oeneral  rvaluadvr  comments.

- Good  workshop.
- Very interesting, informative on the main body fluids causing AIDS.
- Appreciated the hand-outs and Mr. Noel answering question with authority.
- Could have gotten information from literature only.

._
.-_--

Write down one fact or idea from the workshop that  seems important to you.

- Protection.
- Betty’s comments.
- Understand the AIDS.
- Places to go for help.
- M-enforced my knowledge.
- The whole part of the workshop.
- Transmission and treatment of AIDS.
- A greater awareness of disease brought into focus.
- The clarification of how the virus is carried in the body.
- Knew most of facts from own reading and research.

What will you do differently at work as a result of this workshop7

- Nothing I No changes. (3)
- Wear rubber gloves.
- Looking for sign of AIDS.
- Treat a person as a person.
- Inform other staff about AIDS.
- Be able to talk to people about AIDS.
- Try and be more helpful as much as I can.
- Communicate on a knowledgeable basis, use referral sources.

Please evaluate your instructor. How can the instructor do a better job next time7

Instructor: Elic Nod

- Very good (3)
- Excellent (2)
- Well informed.
- Knowledgeable (2)

.._’

- Very knowledgeable and answered questions.
- This instructor was very knowledgeable, polite and personable.
- Well done workshop, very commendable.
- He was good, when answering questions.
- Speak louder. (2)

CDOH Mental Health Center AIDS Training Workshop 3/28/80



IMtNCtOr:  Pablo HarMnd02

- Good
- Excellent (2)
- Informative.
- Wall informed.
- He answered elf questions.
- Needs help, not sure of material.
- Hesitant.
- Excellent

Instructor: HIV Panelists

- Super.
- Excellent (2)
- Vary informative.
- Both vary articulate.
- Honest and straight forward.

0. 11 In your opinion, how could this workshop be improved?

- Could be faster-paced, shorter hours.
- Have more people speak like Betty and John.
- Update slides and materials as soon as information is available.
- Talk with words people can understand on the slides that were showed.

CL 12 What are your future AIDS training needs?

- Workshop for patients.
- Six-month follow up review.
- Medication and treatment.
- Ongoing as new information is available.
- Keep up with development and research reports.
- Would like more information and more detailed information.

CDOH Mental Health Canter AIDS Training Workshop 3128190



NOFrmERM  UINOIS sm:  YDWEST  AIDS  TMJNtM  AND EDUCATION  CENTER
PAATlClPANT  WORMATION  MD  EVALUATION  FORM

W&&lopm  ClXH EMc AIDS Training Workshops Oat. March 30, 1990

Instrudor(N Eric Noel, Pablo Hernandet CRy6-e Chicaqo,  11

Please answer aU qurstbns  thoughtbUy.  Your careful attentbn to these qtmtbns  win heb ~)(lr trainer do a bet&d
Please  dontslgnyour  n a m e .  -

clfcb  one number  for each  weabll:

. -

Notsun

1.

2.

3.

4.

5.

6.

7.

8.

g.

10.

11.

12.

Dkagrh  Dkagm

The conlent  was useful and practtl%f

There was enough time to cover  the materfal

2 ze and other teaching akh were heplul

You  recehred  satisfactofy answers to your questbna

The insbuclor  seemed aware  of your pa&&r  sfdl
level,  and taught acuxdhgty

The htfuctor  seemed to have *ate kmwkdge
and skill to tea& this wolkshop

4(18) 3(14)

2(9)

2(9)

l(5)

lO(45) ll(50)

ll(fO) 3(14)

14(64). 4(18)

13(59) 7(32)

12(54) 8(36)

9(41) 13(59)

Please m&r any general evaluativs  ccmnents  here: 22 of 22 participants completed evaluations,

see attached Dates for comments.

Ple~m#edownorw,f~orideafromMewo~thafyou~amed,andthat~m,impoRaMtoyou:

W?latwluyoudodtffef8ntfyatworkasrresuaaftfli6workhop7

Ptea8e8valuateyourlmtmtor.  HowcantfmhsttWordoabetterjobneattime?

ktstmcWIr(  Name: comma

hWuctorw  Name: commntz

klmctor13 NamD: mnmm

Imtmtof#4 Name: CommentI

Inyouroplfdon,howaWfhtd~behymved?

WhatamyourfutureAfDStralnfngneacW

(CON’rtNUED  ON REVERSE SIDE)--,

- . .

--



0. 7 Grneraf  rvduativo  comments.

- Good seminar.
- Very enjoyable.
- I learned a lot today.
- Thanks for this presentation.
- It was very helpful in -knowing about AIDS.
- I learned so much about AIDS that I did not know.
- The seminar was very informative and it relieved some certain fears.

Q. 8 Write down one fact or idea from the workshop that seems important to you.

- Treat as human beings.
- How to treat a parson with AIDS.
- How AIDS can be transmitted. (2)
- That AIDS is not easily contracted.
- How to practice safe sex, since I am not giving it up.
- That coughing, sneezing in your face cannot cause AIDS.
- How AIDS is transmitted: blood, semen, vaginal secretions, breast milk.
- The fact that you cannot avoid the facts, but learn how to help understand.
- I am not as fearful of AIDS as I was when I first came to the class.
- Meeting an educator who could answers some question about this well known disease.
- The workshop was what we need more of.

0. 8 Whet will you do differently et work es e result of this workshop7

- Not sure.
- Get the facts.
- Be very careful.
- Be more sensitive.
- 80 more compassionate.
- Be more understanding.
- Be s little more considerate.
- Help teach others the high risk of HIV.
. Be less  short in understanding, careful and helpful.
- Not be so scared to offer services to clients who are HIV positive.
- Nothing different for the most psrt. I will treat everyone the same.
- Nothing but be myself and treat people like I want to be treated.
- Nothing. (2)

CDOH Mentel  Heel& Center AIDS freining Workshop 3130/88
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Q. 10 Aease  ev&ate your fnstructor.  How m the instructor do a better job next time?

Inrbuctorz  Erk Noef

- Perfect.
- Very good (6)
- Excellent (2)

‘..__.,

- Knowledgeable on the subject of AIDS.
- Keep getting more up to date information
- He’s a great speaker and very knowledgeable (3)
- A very good instructor, was able to keep control and attention from everyone.

Instructor: Pablo Hernandea

- Very good (2)
- Excellent

Instructor: HIV Panefists

- Nice.
- Very good (2)
- Enlightening.
- Couldn’t do any better.
- Have more people as panelists.
- Explained well the problems of life one can have.
- They told their true story in detail, their life was real.
- They told the wearing experiences they had, both were great.
- Very good and informative, seemed comfortable talking about condition.
- I felt like they are new friends of mind, because they have a way of talking with me.
- He did a good job; but some questions did not get answered because he told us he would

get back to these questions.

0. 11 In your opinion, how could this workshop be improvad?

- Have more workshops.
- Keep up the teaching.
- Give a two-part series.
- Just a little longer time for the workshop. (2)
- Good, willing to answer questions about groups.
- Does not need improvement, just more workshops like this.
- By having more people like David & Batty talking to us like they did.
- Have a program for the hearing and speech impaired.

---l’

- More time for to ask panelistsquestions.

CDOH Mentd  HealtJt  Cntar  AIDS Training Workshop 3/30/90
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0. 12 Whet era your future  AIDS training nob7

- None.
- Get the facts.
- Keeping up with new data.
- More training sessions. (2)
- Would like to learn more.
- Keep learning facts on AIDS.
- Every time something new is learned, I would like to know.
- Getting more education and wanting to help people in sign language.

CDOH Mental Health  Centat  AIDS Training Workshop 3/30190
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INTRODUCTION

The University  of  I l l inois at Chicago was the site for the
June 26 and 27, 1989 AIDS/HIV Continuity-of-Care Conference
sponsored by the U.S. Public Health Service, Region V Office and
presented by the Midwest AIDS Training and Education Center
(MATEC)* and the East Central AIDS Education and Training Center
(ECAETC)+. The conference was offered by Region V to meet the
AIDS-educat ion n88dS Of its Community and migrant health-center
cl in ical  staf f .

There were 47 professionals in attendance at the conference:

10 Social Workers/CounseTors 1 Clergy
7 Registered Nurses 1 Di8tiCian
7 LPN’s/Nurses AIDS 1 Educational Administrator
7 Health Administrators 1 Medical  Lab Worker
4 Health Educators 1 NUrS8 Practitioner
2 AIDS Specialists 1 Public Health Policy

Twenty-S8V8n  (57%) attendees represented  Public Health Service
outpatient clinics. Although the conference was to focus on th8 .._ -’
specific, identif ied n88dS of community/migrant health centers,
th8 COnf8r8nC8  w a s  o p e n e d to other interested professionals.
Eighteen faculty participated in the program.

Of the 47 attendees, 24 (51%) submitted evaluations which
reflect the d8gr88 to which their  individual n88dS were met. The
evaluation report is divided i n t o  t h r e e  p a r t s : the Evaluation
Ratings, a Summary Report, and Recommendations. Included in t h e
Appendix are l i s t s  o f  t h e  w r i t t e n Comments  mad8 on  the
evaluations by the attendees  as well as a copy of the Evaluation
Form and the Agenda.

* MATEC and ECAETC are two of thirteen regional centers dedicated
to  A IDS  t ra in ing and education for health  professionals and
funded by th8 U.S. Public Health S e r v i c e , H e a l t h  R e s o u r c e  a n d
Services Administration. T h i s  c o n f e r e n c e  w a s  m a d e  pOSSibl8  by .-’
contract  wi th  th8 Public Health S8rVic8, Order No. RO-V-1739-88
and No. RO-V-1740-88.

i i



EVALUATION

,f-

47 Conference Attendees
24 Evaluation8 Received (51%)

The intent of this evaluation was to determine if attendees’
need8 were met. Attendees were requested to evaluate each

the specific quality of the presentation 

were less

“5”
“1” indicating the component was of “little or no help”
“5”

II ,a1 = Litt le or No Help
” 5 ” =  V e r y  Helpful

1. AIDS/EPIDEMIOLOGY UPDATE

0

0

0

0

VIDEO

JUDITH COOKSEY. M.D.

SMALL GROUPS

- Black 188UeS

- Drug ISSUeS

- Gay/ai88xual  I s s u e s

- Hi8panic  fS8U8S

- Women and Children
ISSUeS

LARGE GROUP SUMMARY

3.0

(3.3)

(3.8)

(2.51

(3.0)

(1.2)

(1.0)

(4.0)

(3.5)

(2.2)

1



. .

EVALUATION

2. SHARING/LAVERN

3. AIDS PREVENTION

4. HIV TESTING/COUNSELING

o VIDEO

o RONN RUCKER. Ed.D.

5. CASE MANAGEMENT

6. COMMUNITY RESOURCES

o VIDEO

o SMALL GROUPS

- I l l i n o i s

- I n d i a n a

- Mich igan/Ohio

- Minnesota

- Wiscons in

7. TRAIN-THE-TRAINER

8. MANUALS/HANDOUTS

4 . 4

4 . 0

4 . 2

(4.0)

( 4 . 3 )

3 . 2

4 . 0

( 3 . 7 )  -

( 4 . 3 )

( 3 . 2 )

(5.0)

(4.2)

( 4 . 5 )

( 4 . 5 )

4 . 2

4 . 7

O V E R A L L  R A N K  4 . 0

2



SUMMARY

Fi f ty -on8 percent (24) of  the 47 conference attendees
submitted program 8ValUatiOn8..  Each component of the program was
evaluated Using a  f i ve -po in t  sca le , with ” 5 ” indicating the
component was Very helpful and ” 1 ” indicating the component was
of little or no help to a specific individual.

Overall, the conference received a rating of 4.0. In that
43 percent of th8 attendees did not represent the professional
staff for which th8 conference was d8VelOped. the 4.0 rating
suggests a very positive result.

The program manual and handouts recieved  th8 highest rating,
4.7. Other program components receiv ing 4.0 or  greater  are:
Sharing/Lavern, mother of a deceased HIV positive baby (4.4): HIV
Testing and Counseling (4.2); and Community Resources (4.0). No
cOmpOn8nt  r8C8iV8d a score Of 1eSS than 3.0 Overall.

Specific comments made by attendees on each component and
sub-component of the program can be found in the APPENDIX.

3



RECOMMENDATIONS

Based on the evaluations, the following recommendations are
made :

1.

2.

3.

4.

5.

6.

7.

8.

Increase program sponsor’s marketing effort for the
conference.

Increase time for networking, in total and by individual
states.

Provide the opportunity to rotate through a number of small
groups rather than limiting selection to one small group.

Add to faculty, a registered nurse who is working with AIDS
patients.

Shorten segment on case management.

Increase length of time for train-the-trainer or have
optional section for those desiring additional help in this
area.

Continue to utilize a person with AIDS as a part of the
faculty .

Continue  t0 prOVid8 manuals.

Most of the above recommendations would require a greater
time commitment for the conference. Two days, rather than one
and one-half days, should provide adequate time for implementing
the recommendations given.

4
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COMMENTS

1. AIDS/EPIDEMIOLOGY UPDATE

o VIDEO

- Helpful

- No new information

- Too much inaccurate information

- Big numbers/Big deal

- I’V8 S88n b e t t e r  a n d  I’ve S88n WOrS8

- Physician is very homophobic,  mis informed. Blames
homosexuals for th8 spread of AIDS. Otherwise,
technically accurate and acceptable.

- No new information

- KnOWl8dg8abl8  prior t0 Conference

o JUDITH CDOKSEY. M.D.

- Informative

- N88d8d a d d i t i o n a l  time for qUeStiOnS

- I n t e r e s t i n g  s t a t i s t i c s

- Good communicator

- Very  8ffeCtiV8

o SMALL GROUPS

WOMEN AND CHILDREN‘ ISSUES

- Good speaker/good information

- Leader  shared  8Xp8ri8nC8S not enCOUntered by me

6
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COMMENTS

WOMEN AND CHILDREN ISSUES (Continued)

- Incomple te  in format ion

- No in format ion  on  ch i ldren  - min imal  in format ion  on
women

- No indepth c o v e r a g e

- Great

DRUG ISSUES

- N88d8d more 8Xampl8S Of  r isk - reduct ion  educat ion  among
IVDUs

- N o t  e n o u g h  p e o p l e  i n  S8SSiOn to make i t  usefu l ,  but  a
good idea

- Not we1 1 organized

- Not much information on AIDS

SLACK ISSUES

Content good

T ime- f rame dep lorab le ,  miSS8d next  sess ion

Ta lked  too  long

Leader not Wil l ing to discuss any issues but h8r o w n

M o r e  t h a n  3 0  m i n u t e s  over aliotted time and  te r r ib ly
i n s e n s i t i v e  t o  t i m e  l i m i t a t i o n ,  w h i c h  I  p e r c e i v e  a s
“very poor”

Excellent p r e s e n t e r

Great aUdi8nC8 p a r t i c i p a t i o n

7



COMMENTS

o LARGE GROUP

- Too informal - not much information exchanged

- Missed this session due to overtime on Black Issues

- Poorly organized session

- Not too informative

- No designated reporters to summarize

- More constructive comments needed

a



COMMENTS

2 .  SHARINWLAVERN

- Impressive individual

- It’s always helpful to get this kind of input

- Good presenter, good information

- She’s “O.K.“! V a l u a b l e  i n s i g h t s !

- Good to hear h8r personal 8Xp8ri8nC8

- A very courageous presentation

- Identify with her feelings! Great!

- Short, concise (just right)

- A new 8Xp8ri8nC8  to hear  i t

- Had prior “sharing” with 5 PWA’s,

-h8r8, b u t  I  d i d n ’ t  l e a r n  m u c h

-



COMMENTS

3. AIDS PREVENTION

- An excellent review

- Excellent presentation - point was m a d e

- Good speaker - excellent for uninformed l isteners

- Knowledgeable prior to conference

- Well informed - good delivery

- U s e f u l ,  c l e a r ,  d i r e c t

- I’ve heard most of this

- Good example of effective and frank public speaking

- Ruben Blades’ video good. Nothing new but well
organized and presented.

- Video ( condoms 1, excellent with Ruben Blades

10



COMMENTS

4. HIV TESTING/COUNSELING -

o VIDEO

- Straight up! To the point!

- Technical ly helpful

- Succinct and to the point

- Very basic video

- Great mater ia l  ’

- Prior training

- Physician is very homophobic and misinformed. He
indicates that HIV positive persons are very likely to
commit suicide which is not accurate. Otherwise,
acceptable.

o RONN RUCKER. Ed.D.

- Good discussion 18ed8r

- Most of this, I’ve heard befOr

- EXC81 lent presenter

- Material was very good

- Prior training

- Good Speaker

- Straight forward, very enlightening

11



COMMENTS

5. CASE MANAGEMENT

- Handouts were e x c e l l e n t  a n d  I  will  use them

- This particular talk was not helpful  to me as I
supervise a prenatal program

.
- We already haV8 a system in place

- Speaker  was boring

- Good materials

- Mater ia l  was 8XC8118nt  but could haV8 been presented ln
one- th i rd  the  t ime

- Good combination of handouts and A-V screen

- Good handouts, hOW8Ver,  talk too redundant

- EXCellent  basic information on case management. Needed
more emphasis on actual management and problems related
to AIDS cases. Excellent  handout material

- Good material  - bor ing  de l ivery

- Good handouts - l i f e l e s s  p r e s e n t a t i o n

- I ’ve heard most of this befOr

- Much too long and wordy - handout
suff icent

would haV8 b88n

- EXCellent handouts - p resen ta t i on duplicated handouts

12



COMMENTS

COMMUNITY RESOURCES

o VIDEO

- A very informative film

- EXC8118nt v i d e o

- Good general information

- Torture - beautifully done but inappropriate for me, my
area of expertise

- I have the video

- Appropriate link between Care Management and Community
Resources

- Good ‘for comparison

- Nice production

- What about State Health Department or residences for
HIV/homeless individuals?

o SMALL GROUPS SY STATE

ILLINOIS
l

- Not much information presented - pleasant

- Need l ist of centers that offer services

INDIANA

Great

Poor turnout/attendance

Fun to network

13
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COMMENTS

o SMALL GROUPS BY STATE (Continued)

OHIO/MICHIGAN

- Excellent for networking - needed much more time

- More time for networking - ways of identifying and
accessing existing resources

WISCONSIN

- Good to be able to share information

14



COMMENTS

7. TRAIN-THE-TRAINER

- Had prior training in this area

- Handout very good

- I’ve no previous training experience - very good

- Good handout/talk

- More time!

- Could be a workshop by itself

- Great information

- Very Good

15



COMMENTS

8 .  MANUALS/HANDOUI_S

- Very thorough

- Very comprehensiv8

- Excel lent variety

- Nice production - good information

- Looks good

- Will be extremely helpful to me!

- Good

16



AOOITIONAL COMMENTS

- I was very pleased with the conference and the part icipants.

- Most of th8 in format ion  was  read  by  the  presenters  - no
p e r s o n a l  i n p u t  - ra ther  d ry .

- Uncomfor tab le  seat ing

- Fr iend ly ,  accommodat ing  reg is t ra t ion  area

- Much good information in manuals and handouts!

- Much in format ion  can  be  genera l i zed  to  o ther  se t t ings .  Thank
you.

- Need  a  facu l ty  sheet  w i th  smal l  b iographica l  ske tches .

- A breakout group for Community health centers alone would haV8
been helpful  to me.

- Thank you

- I could have used more time, perhaps in a workshop format, to
d i s c u s s  problems I  encounter  and  to  Share wi th  people  in  a
more personal way. Such things as access to resources and
identifying resources are my concerns. The manuals  Will b8
helpful . Thank you.

- Temperature/humidity vet-v uncomfortable which detracted from
learning.

- Supply pads of paper for notetaking.

- I wanted to attend ALL of the small  group discussions and found
i t  f rus t ra t ing  not  to  b8 a b l e  t o  r o t a t e  t h r o u g h  e a c h  s e s s i o n .

- This evaluation form is an excellently “laid out” form...eastly
read and cOmpl8ted.

- Rows of tables preferable to auditorium-style Seating.

- Would have liked an RN working with AIDS patients to present a
sess ion .

17
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ADDITIONAL COMMENTS

- Small group leaders for the “R8SpOnS8S  to AIDS Update” were not
in touch with needs of par t ic ipants .

- Should include a cl inical-base session for non-cl inical
attendees.



We hope you have found thls program helpful. to asslst us In the evaluation pnd revlslon of
the program, we would appreciate your comments.

CONTINUITY-OF-CARE
CONFERENCE

June 26 & 27, 1989

Please rank the Items below, with "5' being very helpful and '1' being of little or no
help. Please comnent on &y any segment of the program was not particularly helpful $0 voy.
(e.g., Knowledgeable about topic prior to the conference.)

1. AIDS ErAdemlolosY  UPdata

Video

Judith Cooksey, U.D.

small Group
(Identify)

Large Croup Sumnary

2. @wrlna/LaVerQ

3. AIDS Preventloa

4. jiIV Testlna/Counsellng

Vldeo

Ronn Rucker, Ed.0.

5.

8.

Case Wanaclement

@nwnltv Resources

Video

Small Group
(Give State)

7.
,/----.,
.

9.

Jrafn_ _the fra Inet

vanuall)(andoutq

I nnnlLE:::‘”

iL,.--” i---J

innn--1
~--uuL-j --

-THANKYOU-
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:JUtK 26; 1989

12:4S p.m. RECISTRATIW

U.S. Public Health Servlco
Region v Offlca

CO~MI~Y/MI~RM HEALTH CERTERS
AXDS/HfV WWJU~TY-UF-CARE CONFERENCE

presented by

HIdwest AIDS Training and
and

East Central AIDS Education

June 26-27,

1:lS p.n. Opening Remarks

.

1:30 p.a. AIDWEPidemlology UpUate (Video)

210 p.m. Responses to AIM Ugdata

8 Black Issues (206A)
. torug Issues (2066)

* Gay/Bisexual Issues (213A)
8 Hlsganlc Issues (2138)

2:4S p.m.

3:oo p.m.

3:20 p.la.

3:So p.m.

4:30 p.m.

JtJS P.R.
. .

Education Center

and Ttainlng Center

1989

Cathy nays

Rathan Llnsk, PhO
Rorrts Lewis, MD
James A. Pearsol

Jarws A. Ocarsol
Judltn Cooksey, MD

Melody Jackson, PhD
YeMelT JCMSO~
Caryn E&mm.  ACSW
Jotjje  Afteaga

* Wuwn and Children Issues (Chtcago 'A") Mcla Hart1s. RR,MS

amnary: Responses to AIDS Update

Sharlng

AIDS Preventlon

Closing Couawnts/EvaluatM

Nathan Linsk, PhD

LaVem

Ronn Rucker, EdD

Jawts A. PeatsoT

\_  .:’
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U.S. Public Health Sewico
Region V Off Ice

CCWNItY/nXRANT  HEALTH
AIWHIV CCNTINUITY-OF-CARE

’ presented by

CENTER9
CCNFERENCE

Uldwest AIOS fralnfng and Education  Center
and

East Central AID9 Education and Tralnlng Center

June 26-27, 1989
.

ESMY. JUNE 27. 1986

$30 a.m. COFFEE PLUS

9:00 a.m. HIV Testing & Counseling (VIdeoI

9:JS a.m. . Case Manggement-Part.1

10130 a.m. BREAK

r-x 1O:JS a.m. Case Management-Part II

Ronn Rucker, Ed0

Douglas R. Mo$on, PhD

Douglas R. Morton, PhO

1130 a.m. Coawnity Resources (Video) James A. Pears01

12:lS p.m. CoPrnunity Resources by S%ate

* 111inots (Chicago 'A,")
* Indlana (216)
* Wchlgan (Chicago :8:1
* MWhesota Ws:p&A 1
* Ohio
* Wisconsin (SRH 219)

Oavtd Lay, hSM
Anne farrlnger
James A. Pearsol
Frances Smtth
Ronn Rucker, EdD
Mary 8rwnJw

12:SS p.m. LUNCH (Onown- U of I Hospital Cafeteria or Centennial

1:4s p.m. federal Resources John Krtemian

2:30 p .m. Train-the-Trainer: Part I AnnCrowe,USSI

Room)

3:s p.m.

3:30 P.R. TraQb-the-Trainer:  Part II AnM&,t4SSW

4:oo p.m. Closing Coawaents/Evaluatlons Nathan Linsk, ON)

4:lS 0.m.
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JNTRODUCTION

The University of Illinois at Chicago was the site for the November 30, December 6
and 7, 1969 pilot AIDS Mini-Residency Program, sponsored by the U.S. Public
Health Service, Region V Office and presented by the Midwest AIDS Training and
Education Center (MATEC)’  in collaboration with the Cook County Hospital AIDS
Prevention Service (CCHAPS). The Mini-Residency Program was offered in
Chicago by Region V to meet the AIDS educational needs of physician-nurse teams
from three community health centers, two in Illinois and one In Wisconsin. Similar
programs were offered by Region V to professional teams at sites In Minnesota and
Indiana.

Three community health centers were registered for the Mini-Residency Program.
However, Wisconsin was not able to find clinical  staff that felt the need for AIDS
education at this time, and Chicago’s Claretion Health Center’s physician-nurse
team did not show at the program. To replace Wisconsin, a few days prior  to the
program, Cook County Department of Health was offered the opportunity to
participate. One physican  was able to attend, but only on the first program day.

Four healthcare professionals were present at the program: a physician-nurse team
from Erie/Humboldt Park Family Health Centers: a physician from Cook County
Department of Health - Bureau of Community Health; and, Donald Dennis , M.D.,
Medical Director for Region V.

Of the four program attendees, the three who attended all three days submitted
written evaluations of the program, two physicians and one nurse. The same three
professionals provided oral evaluations at the end of the third day. The oral
comments were combined with the written evaluation comments and-are induded in
the evaluation data.

This evaluation report is divided into three parts: Part I: Evaluation Data, Part II:
Summary of Evaluation Data; and Part III: Recommendations for Futura Programs.
The Recommendations include suggestions offered by the program developers and
faculty at a December 18, 1989 program follow-up meeting. Included In the
Appendix are copies of the evaluation Instruments and the program agenda
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EVALUATION

MIDWEST AIDS TWINING & EDUCATION CENTER

MINI-RESIDENCY

Community-Based Care HIV-InfectedMDS  Padenb
U.S. Public Health  ,&rvice,  Region V

3 Attendes
3 Evaluations Received

November 30, 1989

Please rank the items below, with 7 being very helpfbl  and “1” being
of little or no help.

1)

/---.

2)

3)

4)

IMPACT OF HIV-RELATED A’ITITUDES  & EMOTIONS ON .
HEALTH-CARE  DELIVERY (4.0)

comment

- Help us to warm  up. look at our own issues, practices, and feelings.

TAKING A SEXUALJDRUG-USE HISTORY (43

Comment

- This would be an excellent insmice for Community Health Center
PerSOMd

STANDARDIZED PATIENT BNCOUNTER:  “SEXU-RUG-USE
HISTORY” (43)

PATHOPHYSIOLoaY  & EPIDEMIO~Y OF HIV/AIDS (4*0)

- Excellent Background.

-Toodetailed.  Maybec&usingfmome.

- Immunology at too high a heL.B&m oa Mete.



.. .

s)

a)

8)

SOCIAL  br colb+mmmy SUPPORT FOR HIVaFECTED
CLIENT

Commenp

- Would like to know what the needs of these patients are as regards
finances, housing, food, etc.

- PWA could be eliminated.

AIDS PREVENTION

Cornrnents

- Would like covered more indepth,  including sexual alternatives.

CULTURAL, ETHNIC, GENDER, SEXUAL ORIENTATION,
DRUG ISSUES

Comments

- would be good to have this covered man indepth.

- Need to focus more on the issue.

ADDITIONAL COMMENTS

Comments

1-v

(3.7)

(33)

(3.0)

- This day was too long. The afternoon could have been signikantly
reducedl

- I feel the material covezd today could be condensed to less than
10 hours.
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MIDWEST AIDS TRAINING & EDUCATION CENTER

Community-Based Care of HIV-Infeded  AIDS Patients
U.S. Pub& Health Service, Region V

DECEMBER 6.1989

Please rank the items below, with “5” being very helpful and “1” being of
little or no help.

1) HIV ANTIBODY TESTING/COUNSELING (4.7)

Commentg

m Would be nice to role play before actually doing pnfpost
test cmnscllllg.

- Mom time would be helpful.

- Excellent,

2) STANDARDIZED PATIENT ENCOUNTER: “PREIPOST  TEST
COUNSELING.” (493)

- Very helpful

- I enjoyed the stmkdbd patlent  encounters even
thoughthcyhadatcndencytomkcmefeelunc0n6~lc.
You get a sense of how you imract  with patienk
Itmnk.mt~a~ofhowandwhatIbadtafocusan
fegmJingquestions,howtogctpatientsuJbcmomapcn
wlththdran$wm,tiwhatInecdtoexpl~asfara8
theirlktylcs’

3) CASE CONFERENCEi  PRE/POST TEST COUNSELING WI

4



UNIVERSAL PRECAUTIONS IN MEDICAL

cza!xm

-Ooadvldco+uicquatcoovcragcofthiatopic

OFFICE (VIDEO)

DIAGNOSIS’MEDICAL  MANAGEMENT OF HIV/AIDS AND
RELATEDPROBLEMS

Comment

- Include discussion of DNR status.

PROPHYLACTIC/THERAPE@IC  DRUG REGIMENS FOR
HIV-RELATED AND OPPORTUNISTIC INFESTION

Comment

- Excellent

HIV NEUROPSYCHIATRIC  ISSUE3 ’

(3,7) ‘-’

(4.7)

(43)

Comment
._”

- Need explained in more simple terms and to include
mom of how it affect3  aids.

Phvsicians Only
STANDARDIZED PATIENT ENCOUNTER: “DIANOSTIC
TREATMENT OF SYMPTOMATIC HIV + MALE”

CoMMENT

-ThisisnotashelpNas!kxualhistmyand
PlMo8tTWtCoWCliQ&

Nurses Onlv
VIDEOS, El’C.

(43

N/A

-NotcovcIed,butwouldliketosecandtogctmorc
RN’8  invloved with this pmjea to get x.mm input
on nun&a mlc with HIV/m paticnt8.



APPENDIX I
.

EVALUATION

.
Novanhu  30.1989

'We hope you have found this ~midency hclpfd. To assist  ua in the cvahuti~~  md retd$~~  of th4
pm- we would appfccb yo\rr comments.

Please  rank the items  below, with “5” being very helpfiJI and “1” b&q of little Q PO help. Please  commtnt  on
J&Y my segment  of the program w not pnrdculady  helpfbl jo mu.
C-f-J-1

(e.g., lbwkdge  about topic prior to the

IMPAcr OF HIV-RELAmD  Am a
i%fmoNS ONXEAL7IicuIBDELIWRY

'MKINCMSEXUAUDRUO-USE-Y

STANDARDJZEDPA'IlEW~.
'SEXUAIJDRUGUSG  HIsIDRY.

PATHOPHYSIOLWY  & EP-Y

I

_____~_
OF IiIv/AIDs

SOCUL&cohI4MUNRY
HIV-- CLEm

AlDsPRK~

SuPmRTmR

2

2

2

2

2

2

9

.

1

1

1

1

1

1

1

0 THANKYOU  l
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EVALUATION
.

APPENDIX I

We hope you have found thir miui-nsidcncy  belpfut  To a& ua in the evaluation and ~&XI of the
program,  we would appmiatc  your comama.

P&UC  rank the items  below, with “5” bciig very h@fiA  and “1” being of little or no help. Please  comnmt  on*
j&y any segment of the program was not pa&uMy  hclpfial p voq.
conference.)

(e.g., Knowledge ibout topic prior to the

1.1

.u

3.1

3.1

6.1

79)

w

9s

IQ)

11.)

HIVANTIEODY ‘I’ESTII’IG~SELING  S

STANDARDIZED  PATIEta  ENCOUKIFR:
-PRwFasrIEsT  COUNSELING. s
CASE CONERENCEt
-couNsELING 5

IJNlmRsALmms  IN
MEDICAL  OPFICE  (VIDEO) s
DIAGNGSIS/MEDKAL  MANAGEMENT
GPHrv/AxDS&RELA~PR0ELEtuS  5

mv NEuRoPsYcHxATRIc  ISSUES 5

PAmNr ENcouNIgL.

5

5

4

4

4

4

4

4

4

4

4

4

3

3

3

3

3

3

3

3

3

3

2

2

2

2

2

2

2

2

2

a

-
1

1

1

1

1

- Tl?ANlt  YOU l

._

PVI-
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APPENDIX I

EVALUATION

Midwest ADS Raining & mcation cam

REslDENq
0fHlvbfcc ..

Y.S. Public Heal@  Sew&, R%i!!? hneng
Dectdt2 7, 1989

we hop you have fd this mini-naideacy helpful. To adat us in the mhatim  and miaion of the
program, we would am&  your cxmmm.

Hcasc rank the items below,  with “5” being  VCXY  hdpful and “1” being of little oc IK) help. Please  comment o
a any segment of the program WIW not particulariy helpfid  p voq.(e.g., Knowlcdgc  about topic pdor to the
collf&cncc.)

COMMENTS

h4uLTIDIscIPLINARY  lEAM amFE=Na s

C~EMANAGEMENTOBSERVATION  5

1

1

1

l THANK YOU l -

.



EVALUATION

MIDWEST AIDS TRAINING & EDUCATION CENTER

MmIaESIDENcY

Community-Based of HIV-Infected/AIDS Patients
U.S. Public Health Service+ Region V

DECEMBER 7.1989

Please rank the items below, with”5” being very helpfui  and “1” being
of little or no help.

1)

2)

3)

4)

5)

a

MULTIDISCIPLINARY-TEAM CONFERENCE (3.0)

Comment

- Not very organized. Could be covered briefly during clinical
observation prior to having interaction with patient.

CASE MANAGEMENT OBSERVATION

CLINICAL OBSERVATION

CLINICALUSE MANAGEMENT DISCUSSION

MINI-RESIDENCY MANUAL

comments

(43)
.

(431

(3.9

(4.0)

-HWCIlOtevaluated

- Beneficial. Need to look at it nmrc.

- will  be good  nwncc  -fw WoIk  Ming.

ADDITIONAL COMMENTS

- Suggest adding component on death and dying.

-._/
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SUMMARY

EVALUATION DATA

This data cannot be considered reflective of physicians/nurses at all Region V, U.S.
Public Health Service Community Health Centers because, only three professionals,
two physicians and one nurse, attended the total threeday  Mini-Residency Program
and completed evaluations. However, the data generated should be considered in
revising the curriculum for future programs.

Overall, the Mini-Residency Program received a rating of 3.9 on a scale of 1 to 5
with 5 indicating “very helpful.” of the 20 program components, 12 (60%) received
ratings of 4.0 or greater. The four areas receiving the highest ratings, 4.5 to 4.7,
were: ‘“Taking a Sexual/Drug-Use History”, “HIV Antibody TestingGcunseling”,
“Diagnosis/Medical Management of HIV/AIDS and Related Problems”, and
“Standardized Patient Encounter: Diagnostic Treatment of Symptomatic HIV+ Male”.
The only component of the program receiving less than 3.0 was “HIV
Neuropsychiatdc Issues” which received a 2.0 with the comment, “Need to explain
in more simple terms and to include more of how it affects AIDS.’

Additional comments induded: “The first day was too long; suggest adding a Death
& Dying component; and, appreciation for the opportunity to attend the program.

Recommendations for further consideration follow.



PAR7 III:

RECOMMENDATIONS

FOR

FUTURE PROGRAMS
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RECOMMENDATIONS

FOR

FUTURE PROGRAMS

The following recommendations are based upon the orai and written evaluation
comments received .from the three program attendees, two physidans and one
nurse, and from suggestions made by the program faculty and developers present
at the December 18, 1989 Mini-Residency Program follow-up meeting.

it is recommended that the following be considered for future programs:

1)

2)

3)

4)

5)

6)

7)

Change program title from “Mini Residency” to “Mini Fellowship”, to reflect a
more appropriate status of the participating health professionals.

Shorten days to 8 to 8 112 hours maximium and extend program to four
days, to maintain and add program content while shortening number of
required hours per day.

If out-of-state participants are to be lnduded,  re-evaluate how the three or
four days are set up, to make program attendance realistic.

Provide a one-half to fullday program at each center, for ail center staff,
prior to the physician-nurse team’s attendance at the Mini-Residency, to
develop interest in and support for AIDS education.

Based on the experience of the pilot program, re-evaluate manual contents
before next program and make appropriate deletions/additions.

Provide program registrants with the program manual prior to the program to
facilitate perusal of lts contents before attendance at program. I

Keep affective component first on program aa it helps participants identify
wlth persons with AIDS (PWA’S) and their own personal issues related to
AIDS/HIV thus, stimulatlng an increased appreciation for the ‘rfgM’ versus
“wrong’ way to work with PWA’S.



. *.

8)

8)

10)

11)

12)

13)

14)

15)

18)

17)

18)

19)

20)

21)

22)

Eliminate PWA from program  and replace with more indepth  coverage of
social and community services for PWA’S.

Provide more indepth coverage of prevention, in&ding sexual-alternatives.

Provide more indepth coverage of cuitural,  ethnic, gender, sexual-oflentation
and IV-drug issues.

Role play pre and post test counseling prior to standardized patient
encounter.

Add standardized patient encounter, pre & post test counseling of IVDU.

Keep pathophysioiogy and epidemiology of HIV/AIDS to minimum.

Limit universal precautions to video shown (TRIAD-Ambuiatqry Care Setting).

Have Diagnostic/ Medical Management presenters coordinate their
presentations, so as *not to duplicate information provided.

include discussion of DNR status.

Relate neuropsychiatric component to effect on AIDS patients and make
explanation less technical.

Delete Muitidispiinary Team Conference, unless better organized. -

Include additional clinical observation, if time permits.

Add additional standardized patient encounters (if time permits) as, based on
partidpants evaluations, excellent learning resuits.

Add component on death and dying.

Provkle  affective and sexual/drug-use history as insenrkes for all community
health centers professionai  staff.
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“,M A T E C
Midwest AIDS Training

& Education Center

NORTHERN ILLINOIS SITE
The Univenir]  of Illinois at Chicago
808 s. Wood street (M/C 779)
Chicago, Illinois 60612
(312) 996-1373

CENTER HEADQUARTERS
The University of Illinois at Chicago
Chicago, Illinois

REGIONAL SITES
Indiana University
School of Medicine

Annapolis.  Indiana

k~ssouri Department of Health/
University of Missouri
Jefferson City/Columbia. Missouri

Southern Illinois University
Alton, Edwardsville. and Springfield.
Illinois

The State Medical Society of Wisconsin
Madison. Wisconsin

The University of Illinois at Chicago
Chicago, Illinois

University of Iowa
College of Medicine
Iowa City, Iowa

University of Minnesota
School of Public Health
Minneapolis, Minnesota

CHICAGO-READ MENTAL HEALTH CENTER

AIDS TRAINING WORKSHOP AGENDA

9:oo

9:lO

9:20

10:30 Break

10:45

11zoo

1150

Introductions
Objectives

Staff Concerns and Issues

Medical Aspects of HIV/AIDS

Loss Exercise

Psychosocial and Treatment
Issues for Clients & Caregivers

Closing / Evaluation

The Midwest AIDS Training and Educatbn Center (MATEC) is funded by the
U.S. Public  Health Service, Heatth  Resources and Services Administration,
Educatbn and Training Center Program, Grant #HHS BRT 00003361-0.



MATEC
Midwest AIDS Training

& Educatim Center

NORTHERN ILLINOIS SITE
The University of Illinois at Chicago
808 s. wood street (M/C 779)
Chicago, Illinois 60612
(312) 996-1373

CENTER HEADQUARTERS
The University of Illinois at Chicago
Chicago. Illinois

REGIONAL SITES
Indiana University
School of Medicine
Indianapolis, Indiana

Missouri Department of HeaIthl
University of Missouri
Jefferson City/Columbia. Missouri

Southern Illinois University
Alton. Edwardsville, and Springfield,
Illinois

The State Medical Society of Wisconsin
Madison, Wisconsin

The University of Illinois at Chicago
Chicago, Illinois

University of Iowa
College of Medicine
Iowa City, Iowa

University of Minnesota
School of Public Health
Minneapolis, Minnesota

CHICAGO-READ

Introductions
& Objectives
(10 minutes)

Staff Concerns
About HIV/AIDS
(10 minutes)

Medical Aspects
(70 minutes)

Loss Exercise
(15 minutes)

Psychosocial and
Treatment Issues
Clients/Staff
(50 minutes)

Closing &
Evaluation
(10 minutes)

\ .

~-MENTAL HEALTH CENTER AIDS TRAINING

PRESENTER OUTLINE

Facilitators introduce themselves and explain the goals
of training:

1) increase knowledge and awareness
2) decrease fear and misconceptions
3) increase understanding of psychosocial issuas
4) reduce personal risk, change behavior, share the

information with others

Ask the audience about their previous experience with
AIDS (training, persons with HIV, family, community).
Brainstorm concerns or fears they may have about the
disease and list on flipchart. Identify those issues that
will be addressed in training and those that will not.

“d

Present videotape & review epidemiology, transmission,
immunology, testing, course/stages, symptoms, preven-
tion, treatment, & basic infection control procedures.

Guide audience through loss visualization exercise and
then relate their experience to that of people with HIV
or AIDS. Use the exercise to help the audience under-
stand AIDS from the client’s point of view.

Segue from loss exercise into a discussion of typical
emotional reactions and psychological & social changes
typically for experienced by PWA’s, families, friends, &
caregivers. Also address specific ways to treat or deal
with issues that arise, both for clients and for staff.

Answer any remaining questions
to complete an evaluation form.

and ask the audience



r\MATEC
EXPERIENTIAL EXERCISE

Midwest AIDS Training
& Education Center 1.

NORTHERN ILLINOIS SITE
The University of Illinois at Chicago
808 S. Wood Street (M/C  779)
Chicago, Illinois 60612
(312) 996-1373

CENTERHEADQUARTERS
The University of Illinois at Chicago
Chicago, Illinois

REGIONAL SITES
Indiana University

f-%;;.;,~;$i;a
2.

Missouri Department of Health/
University of Missouri
Jefferson City/Columbia. Missouri

Southern Illinois University
Alton,  Edwardsville.  and Springfield,
Illinois

The State Medical Society of Wisconsin
Madison. Wisconsin

‘fhe University of Illinois at Chicago
Chicago, Illinois

University of Iowa
College of Medicine
Iowa City, Iowa

3.

University of Minnesota
School of Public Health
Minneapolis, Minnesota

4.

Take out sheet of paper. Write down the following things:
(No one but you will every see what is written on the sheet)

a. your favorite possession, something you
own that is very important to you.

b. your favorite part of your body, the aspect
of your physical self that you are proud of
and admire most.

C. your favorite activity, the one thing you like
to do more than anything else.

d. a secret about yourself, something you
keep hidden and never reveal to others.

8. the most important person in your life.

Now concentrate and imagine that someone has stolen your
favorite possession. (Pause)

Imagine that you have had an accident that has damaged or
destroyed the favorite part of your body. (Pause)

And as a result of this
favorite  activity. (Pause)

accident, you can no longer do your

. . . And your secret has been revealed to everyone. (Pause)

. . . And the most important person in your life has left you.

How do you feel? What are your feelings? (Discussion)

You can have everything back now. None of these things have
happened, but now you should have a better understanding of
what it might feel like to be a person with AjDSIi-lIV.



NORTHERN lLLfNOlS  SlIE:  MlDWEST AIDS TRAINING AND EDUCAllON  CENTER
PARTtClPANT  INFORMAnON AND NALUAllON FORM

$ef$~bwb  lnformatbn ls requested by our funding soume and will help
“%an 18. You oan help us by oom~letfng  this form Thank you.

workshop Tlfle
InstrWtor(s)

us talbr our programs to the speoiflo needs

Date e
-Y_--’

cny & state

Please answer atf the questbns thoughffulty.  Your  Careful  attentbn to these questbns wfll help us do a better job.
Please don’t sign your name.

~~rok  one number for each questbn:
Strongly Not Sure
Dbagree  Dbagree Agree

1.

2.

3.

4.

5.

6.

7.

0.

9.

10.

11.

12.

The oontent  was useful and practical.

There was enough time to cover the material.

The handouts and other teaching alds were helpful
and adequate.

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

You received satisfactory answers to your questbns. 1 2 3 4 5

The insttuotor  seemed aware of your partbular skill 1 2 3 4 5
level, and taught acoordfngly.

The lnstruotor seemed to have adequate knovrledge
and skill  to teaoh thls workshop.

1 2 3 4 5

Please make any general evaluative oomments  here:

Please wrfte down one fact or tdea from the wort&q that you learned, and that seems important to you: k-

What will you do dffferentty  at work as a result of this workshop? .

Please evaluate your lnstruotor. How oan the fnstruotor  do a better  job next tfme?

lnstruotor H Name: comment:

lnstmotor #2 Name: comment:

Instructor If3 Name: comment:

lnstmotor #4 Name: comment:

In your opfnbn, how oould thfs workshop be br@roved?

what are your future AlDS trafnlng needs? .  ..__---

(CONTINUED Of’l REVERSE SIDE) ->



(CONTINUED FROM REVERSE SIDE)

13. Professbnaf  Group - Please klentify the professbnal group of which you are a member. Ma& a P tf you are a
practklnp professbnal or an S if you are a student ln this field. Choose  one cafeoory  only,

P or s
1.

- 2.
3.

- 4.
- 5.

6.
- 7.
- 8.
- 9.

Registered Nurse
Physician/MD/DO
Dentist
So&i Worker
Dental Auxiliary
LPN/Nurse Aide/CNA
Chemical Dependence Counsebr
Health Educator
Administrator / Manager

14. Race I Ethnkity - Check the appropriate category.

1. Black/African
2. Hispanic/ Latin0

,F---.  15. Please estimate the percentage of your patient bad that Is minority.

% (mark NA if you do not provide direct services)

P or s
10.

m

14.

15.

16.

17.
ia.

- 4. Indian/  Native American
5. White / Caucasian
6. Other

16. Practice Setting - Check your current primav work setting.

Physkal I Occup. / Resp. Therapist
Housekeeping/ Maintenance Worker
Medkai Lab Worker
Dietklan / Nutritbnist
EMT/ First Responder
Pharmacist
Nurse Pratt.  / Physktan Asst.
Psychok@t  / Mental Heaith Worker
Other (please list) t

- 1. Hospital
2. Community Health Clink
3. Home Health Care Agency

- 4. Long Term Care Facility
- 5. Private Office
- 6. Health Care Training Program

7. Chemical  Dependence Treatment
8. Community Mental Health Center
9. Public  Health Department

10. Correctbnai Facility
_ 11. Student Health Service
- 12. Other (please describe)

Facility

THANK YOU FOR YOUR ASSISTANCE11



NORTHERN ILLINOIS SITE: MIDWEST AIDS TRAINING AND EDUCATlON  CENTER
PARTICIPANT INFORMATION AND NALUATlON FORM

The following lnformatbn Is requested by our funding SOWC~ and will help us talbr our program  to the specific  needs
of the participants. You can help by completing this form. Thank youl

Wo&hctpntle  Chicaso-Read MHC AIDS Traininq Workshop Date February 7, 1990 .___I
Instructor(s) Eric Noel, Armand Cerbone Ctty b State Chicago,  11

* Please answer all auestbns thoUohtfUl&.  Your careful attentbn to these auestbns will  help your trainer do a better job.
Please don’t sign your name. - _

Circle one number for each questbn: Strongly Not Sure
Agree

1 (4%) 5(23%)

3(13%) ll(SO%)

1 (4%) 12(55%)

6(27%)

1(4%) 8(36%)

5(23%)

1.

2.

3.

4.

5.

8.

7.

8.

9.

10.

1 1 .

12.

Dlsagr%e D i s a g r e e

The content was useful and practical

There was enough time to cover the material

The handouts and other teaching aids were helpful
and adequate

303%)

You received satisfactory answers to your questions

The instructor seemed aware of your particular skill
level, and taught accordtngly

The instructor seemed to have adequate knowledge
and skill to teach this workshop

1(4%)

16(73%) *

5(23%)

9(41%)

16(73%)

12(55%)

17(77%)

Please make any general evaluative comments here: See attached pages

Please write down one fact or idea from the workshop that you learned, and that seems important to you: .- -_r ’

What will you do differently at work as a result of this workshop?

Please evaluate your instmctor. Row can the instructor do a better job next time?

Instructor H Name: Comment:

Instructor #2 Name: Comment:

Instructor #3 Name: Comment:

lnstmctor #4 Name: Comment:

In your opinion, how could this workshop be Improved?

What are your future AIDS training needs?

(CONTINUED ON REVERSE SIDE)--->



- 4.7 Please make any general evaluative comment8 here.

Excellent.
Very Good (2).
Too short.
Very adequate.
Good and informative (2).
Well planned and presented.
The presenters were flexible.
Good balance between presenters.
This training should be -available to all employees.
The presenters used candid, easy to uxrstand language.
Gave me ideas on how to proceed with issues of anger, etc.'

I appreciate the first-person examples usedbythe instructors,
it made the information more realistic.

The videotape was excellent at showing the range of people who
could get AIDS.

4.0 Pleacre write one fact or idea from the workshop that you
learned, and that leeml important to you.

Learning the four stages of the disease (2).
That HIV can only be transmitted by four body fluids.
The psychological reactions of AIDS patients.
How to address the emotional/psych issues of patients (2)
Feelings regarding loss of control with the disease.
The need for candidness and empathy with AIDS patients.
That the origin of AIDS is still unknown to scientists.

I began to understand why patients with AIDS behave differently
from other groups of patients with terminal illnesses.

The distinction between a communicable disease like AIDS and
a contagious disease like flu.

The clinical aspects of HIV+ vs. AIDS patients and what to
think about.

The information seems to be more updated than previous AIDS
training I have participated in.

Chicago-Read Mental Realth Centet AIDS Training Workrhop 2/07/90



0.9 What will

Nothing (2) a
I don't know yet.
Will be very careful.
Be more candid with patients.
Be less concerned about contagion.

you do differently a8 a rerult of thir workshop?

Demonstrate greater empathy and understanding (2).
Emphasize effects vs. intent of patients' actions in therapy.
Inform staff when they have questions about AIDS.
My sensitivity to PWA's experiences has been heightened.

Take extensive precautions in the workplace (i.e., frequent
handwashing, etc.)

Continue to increase the education of my staff, demand
education for all staff and patients.

I have more basic knowledge to deal with staff and patients
when issues regarding AIDS arise.

0.10 Please evaluate your instructor. How caa the instquctor do a
better job next time?

fnrtructor Name: Eric Noel

- Excellent (5)
- Great job.
- Very good (3)
- Well prepared and knowledgeable (3).
- Very informed on the subject matter (2).
- Presented well, very clear. Good speaking voice.
- You were both great, knowledgeable, invested in your topic,

and complemented each other well.

Instructor Name: Armand Cerbone

- Excellent (5)
- Great job.
- Very Good (4)
- Well informed.
- Well prepared and knowledgeable.
- Interesting material, well presented.
- Extensive knowledge of AIDS complexities. Excellent insight.
- Very good at giving empathy needed to deal with PWA's.

Chicago-Read Mental Health Center AIDS Training Workshop 2/07/90 sv



q.11 In your opinion, how couid'thii workshop be improved?

Serve coffee.
Allow more time (2).
Good as an introductory workshop.
Presentation was the best I have attended.
Don’t change content or presentation.
More workshops to be frequently scheduled.
Expanded to train a employees, direct service staff.

Make it more practical for unit management rather than
individual therapy.

More time needs to be spent on the actual facts. People think
because they hear the word AIDS on TV they know all about it.

4.12 What are your future AIDS training needa?

Updates.
More detailed information.
Interviews with AIDS patients.
How to handle PWA’s  in the hospital setting.
How to deal with line staff working with AIDS patients.
Two hours every 6 months on current aspects.
Emphasis on unit/group patient procedures.
This workshop seemed to cover my needs.
Don’t know yet. .

Chicago-Read Mental Health Center AIDS Training Workrhop 



NORTHERN ILLINOIS SITE: MIDWEST AlDS  TRAININO AND EDUCATION CENTER
PARTIUPANT  #FORMATtON  AND NALuATtON  FORM

.

me fobA fnformatbn is reque-  bv our fundIng soulce  and will help UI taibr our pmgramr, to the specltk  needs
ofthepartk ants.“% You~helpby~mpletbgthbfom~  Thenkyoul

Wort&opTltle  Chicaso-Read IJHC AIDS Traininu Workshor, Date February 14, 1990 \__,

lfmJct0f(8) Eric Noel, Armand  Cerbone Ctty&State  ~icago,  11

* Please answer ail questtons  thoughtfuby.  Your careful attentbn to these questbns  will heb your trainer do a better job.
Please  don? sun your name.

Ctrcle one number for each questton: -xlti
Agree Agree

4(27%) 11(73%)

8(53%) l( 7%)

7(47\) 3(20%)

6(40%) 9(60%)

6(40%) 7(47%)

4(27%) 11(73%)

1.

2.

3.

4.

5.

6.

The oontent was useful and practbal

Them was enough time to cover the mat&l

The hancbuts and other teaching  abs were hetpful
and adequate

You recetved  satisfactory answers to your questbns

The instnktor seemed aware of your particular skill
level, and taught accordingly

The instructor seemed to have adequate knowlecbe
and skill to teach this workshop

2(13%) 4(27Q)

5 (338)

2(13%)

7. Please make any general evaluattve  comments here: See Attached Pages

\___

8. Please write down one fad or idea from the woftcshop  that you learned, and that ssems tmportant  to you:

0.

10.

What will you do differently at work as a result of thts wortcshop?

. 11.

12

Please evaluate your Instructor. How can the hshudor  do a better job next time?

Instructor Xl Name: Commerl:

lnstructor#2  Name: Commerll:

lnstructor#3  Name: Commenl:

lnstructor#4  Name: Comment:

Inyouroplnkn,howoouldthl8workshopbe~

what are your future AIDS training need8?

.

--.._,

Dlsagtie  Dhagree

(CONTHUED  CN REVERSE SIDE)--,



9*7 Please make my general evaluative comment8  here.

- Good presentation.
- Pertinent and helpful.
- Excellent presentation overall.
- Very good informative presentation (3)
- Should be available to all levels of staff.
- The seminar was great, both presenters knew the material.
- This was the most informative and satisfying workshop I have

attended for many years.

- The instructors appeared knowledgeable, compassionate, and
supportive.

- Content for at least some participants was redundant. For a
general audience I believe it could be very useful.

Q-8 Please write down one fact or idea from the workshop that you
learned, and that seems important to you.

- Educate, educate, educate.
- A clearer definition of the stages.
- The four progressive stage of the illness (2)
- HIV is communicable but not contagious.
- Ways AIDS is transmitted vs. ways it is not (2)
- AIDS is not caught through simple day to day behavior.
- The risk factors are not what the general public thinks.
- That AIDS is a very, very dangerous communicable disease.
- We must deal with possibility of AIDS on several levels -

medical, legal, social.

- The concept of medical isolation is reversed to protect the
AIDS patients from infections from other patients.

9.9 What will you do differently a8 a result of this workshop?

- Not sure at this point (2)
- Eliminate biases against AIDS patients.
- Be extremely cautious with 811 patients.
- Not feel guilty or anxious about patients with AIDS.
- Try to clarify miseducation and ignorance.
- Work to educate staff and patients more (2)
- Help educate staff C patients of the safety aspect on an

equal term.

Chicago-Read Mental Health Center: AIDS Training Ooorkahop  2/14/90



0.10 Please evaluate your instructor. How can the instructor do a
better job next time?

Instructor #l Name: Eric Noel ‘y_,_

- Excellent (6)
- Very Good (2)
- Interesting, well organized presentation (2)
- Professional, knowledgeable, easy to listen to.
- Good knowledge and ability to relate the material.
- Be within given time while presenting the seminar.
- Well informed and obviously cared about material presented,

Instructor #2 Name: Armand

- Excellent (2)
- Very Good (4)
- Talk more on grief and loss.
- Gave relevant and'appropriate disclosure.
- Professional, knowledgeable, easy to listen to.
- More difficult material, but he did well with it.
- Gave many ideas to deal with patients on clinical level.
-
-
-

C-
- Appeared loose, even on acknowledgement that topic was more

subjective.

0.11 In your opinion, how could this workshop be improved?

- Make it longer, allow more time (3)
- Increase the amount of time and provide a follow-up.
- Need to focus more on the universal precautions to take.
- More structured presentation of clinical consultation.
- More explanation of psychological & life-adjustment issues.
- Give more information on confidentiality, legal issues, and

specific precautions, especially issues related to minors.

q.12 What are your future AIDS training needs?

- More education.
- More diverse clinical training.
- To be kept updated on the disease (3)
- Latest breakthrough in curing AIDS.

Chicago-Read Mental Health Center AIDS Training Workshop 2/14/90



1.

2.
3.
4.

5.

CENTRAL IOWA AIDS SYMPOSlUM FOR. HE&TH PROFESSlDN6LS

EVAUJATION  QUESTIONNAIRE

The information prcscnttd was intellectually
stimulating to me.
The program objectives were  met.
Practical and useful information was presented,
This program hetpcd me become more receptive
to points  of view of other health dirciptiaes.

Well chosen examples were used by the speakers
to ‘clarify points.

How &&g& were  you wtth the followlog?

1.

r2
3.

4.

5.

6.

Conference format
Coafcrencc  administration
Quality of instruction
Opportunity for qutstioos
Meeting facilities
Audiovisuals

Very l

suhu
1 2

1 2
1 2

1 2

1 2

Very
SItirficd
1 2
t 2
1 2
1 2
1’ 2
1 2

Moderately

3 4

3 4
3 4

3 4

3 4

hissntidicd
5 6

5 6
S 6

5 6

5 6

Modcra tely

3 4 S 6
3 4 5 6
3 4 5 6
3 4 5 6
3 4 5 6
3 4 5’ 6

COMMENTS:

What  toplct  would you suggest for future programs?
(Conchr  on mam d& if you (0 dwh.)

Addttlonrl comments and/or r~commend~tIoar:
(CorrUnur oh hvom  rlda it you 00 datm.)



very #4OdED&ly
Satisfied Satisfied Dissatisfied 0

lbe irbfcmmtion prefxnted was inbellectually
stimulating to m?.
!lbepr~ramobjectivw3~remzt~
Practicaltiu6eful imfomationuaspr~bed,
Thisprogranblpedmebecxxwnore  receptive
to points of view of other health disciplines.
kllchcasenexamplesw3reusedbythespeakers
to clarifir points.

h?rages

Totals

33% 44%

41% 36% 16% 7%
47% 27% 19% 6%
35% 43% 19% 4%

44% 37%

40% 37% 18% 5%

77% 23%

Very
Satisfied

23% 4%

I.59 2%

zwderat!ely
Satisfied

5 6

lI% 0%

Ob
1% :
0% 8%

1% 0%

0% 88

0%

Dissatisfied %

100%

100%
la419
100%

l@O%

100%

lfW%

lconfcxerKxfomt 44% 37% 14% 1% 4% #% I@@%
2 Conference adainistration 52% 32% 14% 2% 0%
3Qualityofinstrwtian 49% 33% 14% 4% z: 0%

108%
loB%

4 Opportunity Eorqwstioms 38% 28% 199 6% 9% Ub MO%
5 Pketing Facilities 48% 30% 9% 10% 2% 109%
6 Audiovisuals 51% 37% 9% 4% : 8% 1@0%

Averages 47% 33% l3% 5% 2% a% 100%

lbtals 88s 17% 3% lffO%



Unlvertity of Wisconsin-Madison Scta$ol of Nurstng
Contjnulng fducatlon  I n  Nursmg

NURSING'S RESPONSE TO HIV SNVECTION:
An Efpergtng Spectrum of Cara

April 17, 1990 -G?G$%30__
-nMnnbw--

EVALUAftON

Your assistance In completing this evaluatton wtll help us to plan future
contlnulng education conferences.

A. Content

Select the number from the scale which best fndtcates the degree to whtch
these objectives were achteved:

Not at all We,ll Done
SCALE I 2 3 4 5

Tttls conference will enable the participant to:

1.

::

4.

n 5,

6.

7.

8.

6.

Util1re nursing diagnoses of functional health
patterns for persons w4th HIV 1nfectlons.
Explore the latest knowledge on the HIV epidemic,
Identify the Investigational dtugs'and their impllca-
tions for nursing practtce.
Assess the scope of HIV-related chronic care
needs dnd the nursing Impl1catons.
leach and counsel IndMduals and groups with a
focus on safer sex and 'safer IV drug use.
Apply effective nursing approaches to support coping
and self-perception patterns In persons wtth HIV Infection.
Employ nursing Interventions to support cognltive-
perceptual functions,
Understand nursing approaches to meeting nutritlonal
and metabolk needs,

faculty

Please rate the presenters for this conference In the following two areas,
using the scale of 1 to 5; lrnone to S-excellent:

NAME

Beth twickl
8111 Barrick
Laura Govonl

PanelMs:

w EFFECTIVENCSS OF DELIVERY

Yc*

*
,-+$$

$4c,

(over)



-29
c. General ReactIon

Us4ng the scale of 1 to 5 where 1~negative to S=posltlve, Olease respond
to these questfons:

1. what 1s your overeil Impression of this conference? 3L3
2. Old the Infotmatlon  presented relate to the conference objectlves? m

3, Was the subject matter adequately covered wlthin the allotted time? 3/e
4, Did you get the InformatIon you sought? 3-36
5, WI11 thls knowledge be of priMice value to you? =I

6. Were the handouts relevant? ’ ,I>’
-i 7

7. Old the aud$ovlsuals augment your learning? 3.'ij

8. Was the conference setting conducive to your learnlng? %?"r

AdditIonal coe!eents:

1. What was the most helpful Oart of the conference?

2. What was the least helpfu? part of the conference?

3. How do you plan to use InformatIon from this conference in your practice
setting?

4. Suggestlons/Recomndatlons  for:

a. Faculty:

b. Confwmce Coordinator:

RI;:cp
r/90
6201~



-, INFORlUlIOW  MOW PARTICIPANTS (144 Respondad)

AGE: avcraQc age is 41 GENDER: 114 1. Female 9 2. Male

1. I ml: 2 1. African
1

Amrican/gLcok
2.

JJ_ 3.
Latino/Hispanic
Asian

My occkpction is:

Asst. Rcscrrchtr
gcncfit Analyst
Case Analyst
Clinical Research Coord.
Dircotors of Nursing
Health Educators/Instructors
Health Service Unit Hancgcr

A- 3. No response

1BT 4. Native

1

5. Uhite American

6. Other
2 7. No response

InfWioh  Control Nurses
LPN
Medical Assistant
Nurse Clinician II
Nurse Ccnsultant
Nurse Practitioner
Nursing Assistant

Nursing Coordinctor
Oocupctional Nurse
Public Health Nurses
R.N.8, staff nurses,
students
No responses

How many years have you spent in your prcscnt occupation? average is 12 years

My primary worksite  is:

3 1. Hospital
2 2. Outpatient clinic
J_ 3. Hasc health care agcnoy
x 4. Longoterm care facility
5 5. Private office
56 6. Other:

othcc sitcc:
_J_ AIDS Service Organization
1 BCHS
0 Blood Collection Agency
3 Schools
1 CoIleges/Tech.  Hospice
t Industry

Size of comnmity in which you work:

45 1. Large city/Urban
45 2. ncdiun city

etc.

4 Insurance Cospcny
2 Multi-Specialty  Clinic
1 Occupcticncl  Health
5 ;;mn~rrccticns

.
J_ Indicated Other Site but did not

emend

5 No response

To the best of your knowledge have you ever provided care to a  with either HIV infcotion or AIDS as a part of your
job?

_& 1. Yes (Please answer next two questions)
55 2. No (Please prcicccd to next section)
33. Norcspomc

How many people with HIV infcotion or AIDS hevc you cared for in the pest year? average of 16 patients

In what year did you first care for your first kncun person with HIV infcotion/AlDS?

1 1983
J_ 1984

a1985 1 1987 Gave no
16 1986 z! 1988 2 i9g

I year



MIDclEsl  AIDS  lRAINIffi  Am EDucAlIal CENTER
PRE--  aE!IlIanAIRE

ApriL 17, 1990

OPINICUS  (144 Responded)

A Strongly agree
g Agree
C Don't knou or No opinion

1.

2.

I am concerned about contracting m at work.

My family is concerned about the
AIDS patients.

AIDS from patients when I

possibility of my working with

3. Ry knouledge of AIDS, when conpared to that of my co-workers, is
greater than most of theirs.

4.

5.

6.

I am concernad about contracting AIDS from my personal lifestyle.

I feel or would feel uncomfortable working with AIDS pstients.

AIDS infection control procedures are sufficient to protect health
care providers.

7. To control the spread of AIDS, persons with AIDS should bs segregatad
frcm other people.

8. I have developed sane negative feelings touard  homosexuals  because
of AIDS.

9. I believe that health care workers should have a choice abut whether
or not they want to work with persons with AIDS.

10. To control the spread of AIDS, AIDS informstim  should be incorporated
into every health care visit.

11.

12.

I have adequate knowledge to protect myself fras getting AIDS from
patients.
To prevent the spread of AIDS, AIDS education should ba incorporatsd
into every curriculum of health program.

13. I have edequate  knowledge to protect myself from getting AIDS through
my private life.

14.

15.

Given the choice, I would rather not work with patients with AIDS.

Drug addicts who contract AIDS thrcugh shared needles are getting
what they &serve.

16.

17.

If confronted with a significant nunber  of clients with AIDS,
I would look for a job that had minimal contact with persons with AIDS.

Health care facilities should have special areas used only by patients
with AIDS.

18.

19.

20.

21.

22.

I have developed negative feelings tom-d drug addicts with AIDS.

Homosexuals who contrwt ASDS are getting what they deserve.

I am comfortable providing care for a person with HIV infection.

I feel casfortabble  comseling my current patients about AIDS/
HIV prevention.

ny current skills are sufficient to address the needs of those who
are HIV antibody positive.

23. I BIR comfortable providing care to parsons who are gay or bisexual.

24. I m comfortable providing care to intravenous drug users.

D Disagree
E Strongly dissgrea
F No response

A?! ex cx a
15.3 30.6 6.3 35.4

11.1 31.3 24.3 25.7

P

‘4

x
12.5

7.6

20.8 21.5 30.6 22.2

1.4 1.4 17.4

5.6 13.9 18.1 34.0

4.9 38.2 29.2 19.4

2.1 7.6 8.3 43.8

2.1 10.8 0.3 33.3

11.8 41.0 12.5 21.5

4.2

79.2

28.5

.7

.7

7.6 .7

37.5 .7

36.8 .7

12.5 .7

25.0 36.1 16.0 19.4

23.6 43.8 16.0 12.5

56.3 34.7 2.1 4.2

2.1 1.4

2.8 1.4

1.4 1.4

54.2 37.5 2.8 3.5 .7 1.4

9.7 15.3 22.9 31.3 18.8 2.1

1.4 6.3 16.7 37.5

5.6 14.6 37.5 24.3

36.1 2.1

16.7 1.4

4.2 17.4 23.6 34.0

2.0 13.9 16.7 44.4

.I 4.9 13.9 41.0

11.8 41.0 25.7 16.7

18.1 43.8 18.8 15.3

9.7 29.2 19.4 35.4

18.8 47.2 20.0 7.6

11.1 43.1 27.8 12.5

17.4 3.5

20.8 1.4

37.5 2.1

2.8 2.1

1.4 2.8

3.5 2.8

2.8 2.8

2.8 2.6



OPINIONS (116 Respondad)

I.

2.

3.

4.

5.

6.

7.

a.

9.

10.

11.

P 12.

13.

14.

15.

16.

17.

ia.

19.

20.

21.

22.

23.

24.

25.

/--. 26.

27.

28.

29.

A strongly agree
B Agree
C Don't know or No opinion

I m concerned about contracting

My family is concerned about the
patients.

D Disagree
E Strongly disagree
F No response

AIDS from patients when 1

possibility of my working

w) at work.

with AIDS

My knowledge of AIDS, when c-red to that of my co-workers, is
Greater than most of theirs.

I am concerned about CoMraCting  AIDS from my personal lifestyle.

I feel or would feel vlccmfortable  working with AIDS patients.

AIDS infection control procedures are sufficient to protect health
care providers.

To control the spread of AIDS, persons with AIDS should ba
segregatad frum other people.

1 have developed sass negative feelings toward homosexuals bacause
of AIDS.

I believe that health care workers should have a choice about
whether or not they want to work with persons with AIDS.

To control the spread of AIDS, AIDS information should be
incorporated into wery health care visit.

I have mte knowledge to protect Ryself from getting AIDS from
patients.

To prevent the spread of AIDS, AIDS education should be incorporated
into every curriculun of health program.

1 have adequate knowledge to protect myself from getting AIDS
through ny private life.

Given the choice, I would rather not work with pstients with AIDS.

Drug addicts who contract AIDS through sharsd needles are getting
what they deserve.

If confronted with a significant nu&er of clients with AIDS,
I would look for a job that had minimal contact with persons with AIDS.

Health care facilities should heve special areas used only by patients
with AIDS.

I have developed negative feelings touard drq addict8 with AIDS.

Hanosexuals uho contract AIDS are getting what they deserve.

I am comfortable providing cere for a person with HIV infection.

I feel comfortable comseling my current patients about AIDS/HIV
prevention.

My current skills are sufficient to address the needs of those who
are HIV antibody positive.

1 am comfortable providing care to persona who are gay or bisexual.

I am comfortable providing care to intravenous drug users.

1 leave this conference with additional knowledae about HIV/AIDS.

My objectives for attending this conference were mat.

I leave this conference with changed views about HIV/AIDS issues.

I leave this conference with stronger skills related to my professional
practice and HIV/AIDS.

I feel prepared to talk with clients who are worried about their AIDS-
related risk status.

Ax ox !a a P
6.0 15.5 13.8 39.7 25.0

6.0 29.3 29.3 20.7 14.7

20.7 37.9 18.1 1.7 1.7

1.7 1.7 26.7 69.8

2.6 10.3 19.8 43.1 24.1

46.6 11.2 18.1 14.7

.9 .9 7.8 45.7

1.7 6.0 8.6 44.0

12.9 44.8 12.9 21.6

7.8

44.8

39.7

7.8

29.3 44.0 10.3 12.1 3.4

30.2 55.2 9.5 2.6 2.6

58.6 34.5 1.7 2.6 2.6

62.1 34.5 1.7

6.9 9.5 26.7 33.6

3.4 5.2 14.7 40.5

4.3 10.3 32.8 32.8

1.7

23.3

36.2

19.8

4.3 7.8 18.1 44.8 22.4

2.6 10.3 19.0 45.7 22.4

1.7 3.4 10.3 40.5 44.0

18.1 40.5 29.3 9.5 2.6

23.3 45.7 24.1 6.0

14.7 43.1 24.1 15.5

25.9 49.1 16.4 7.8

13.8 46.3 25.7 11.2

35.3 53.4 7.8 2.6

21.6 52.6 12.9 11.2

11.2 33.6 18.1 32.8

12.9 68.1 11.2 6.0

17.2 62.1 14.7 5.2

.9

.9

.9

.9

.9

.9

4.3

.9

.9

Fx

1.7

.9

2.6

1.7

.P

.9



PROGRAM EVALUATION

HIV Infection: Understanding and Caring for the Individual
Larry Von Behren, M.D. and Terry King, M.A., Course Directors

December 14, 1989

please take a few minutes to complete this evaluation. It will help us in planning
future programs.

1. In general, how do you rate the course?

Excellent = 28 Very Good = 28 Good = 4 Fair = 0 Poor = 0

2. lJhat did you find to be the strongest feature?

I

l I.
! .

-0

-0

-0

-0

-0

-0

-0

-0

-0

-e

-0

-0

-A

-0

-0

-0

--

-0

c(-

-0

-0

Dr. Von Behr& (12)
Afternoon small groups (101
Direct discussion with patients (21)
Comfort, questions and answers .
Homosexuality
Let you know many different out’looks on the virus
Very informative
Overview and personaT sharing
Openness
Learning the people themselves ta’lk about aidi ,
IV drugs
Gene Brodland
The overview and description of what AIDS is
The gay couple and HIV infection
Eric Noel’s frankness on homosexuality
Very-organized, well run conference
That gay men are human too
Information on IVDU  - chance to network .

Issues surrounding homosexuality - An overview of HIV Infection and
issues surrounding the IV drug user
Variety of topics presented
Clear and to the point

3. What did you find to be the weakest feature?

-0

-0

-0

-0

-0

-0

*-

“-

-1

-0

-0

-0

-0

C-

i --

Dr. Spencer’s slides, lunch, small conference room
"The couple talk" I feJt they were somewhat uncomfortable
Listening to the doctors
Needed 1 l/2 hours for lunch
Drug usage in the community
1 didn’t know some of the terms used by the doctors(Z)
The waiting in line for lunch, otherwise no weaknesses
Eric Noel
Need to have a non-gay HIV+ person on the panel
issues surrounding aids
Too much time hearing from patients
sessions was too much (sessions 5-7)

i While it was very valuable, three

XV drug user (5)
Issues surrounding the IV drug user
Difinitive information/correlation with XV Drug abuse & AIDS & current
public policies/
Favid Spencer (4I __ .-



Development of HIV+ fnto AIDS
Issues surrounding the drug user -
aft beneficial to me

this was  Still a good topic but not

Time constraints (3)
I needed to hear more' solutions to Gene’s problems
1:OO questions with couple in large group
Not enough tjme for Eric to speak
Finding auditorium - need map of building
Would have tiked more time devoted to the disease* treatment, etc.
Nothing - it was great
Information on the IV drug user seemed to be conflicting material
IV drug use presentation - but that is consistent of the fact the
Springfield WIV+  population is mostly
Speaker’s handouts could be added

gay men?

what extent did the content presented

CompTeteTy  = T8 to a large extent = 29

Please comment:

meet your objectives in attending?

Partialty  = 0 Not Bt a71 = 0

You stuck to the format as out lined
I was interested in infants and children with HIV
It was broad based, reached a variety of audiences
Need more handouts with updated statistics/data.
The program hit directly issues that I was not well informed
I learned a lot that I didn’t know
I wanted a little more information on counseling issues - i.e. how to
deal with patient denial (3)
Gave a good overview and touched psychosocial issues
I still need to learn more about the scientific or medical cause and
Working of AIDS -
and AIDS

I’m still not sure of the differences between HIV+, ARC

Much more effective than I anticipated
I didn’t read the program, I didn’t think the gay people would be there
but I appreciated it
I thought we would have m@.e  educational material to give to staff we
work tiith
I wanted a more indept understanding of-whatthe'gay  community felt about
AIDS and bejng HIV+
Even though nutrition is not on the program
I came with the intention of learning about AIDS and the issues that deal
with it and I did learn about the various issues
I just wanted to know the facts and symptoms of HIV
I personally need an entire conference just on IVDU issues
I would like to attend more programs
My main interest is HIV infection: transmission
I better understand the “Gay l.ifestyle4
I understand some issues from the gay perspective now
Need to experience.patient  comments
Would have liked mo+e time devoted to disease, treatment, etc.
Exceeded my expectations
A true understanding of AIDS from the HIV victim
further educated me with my concerns :
Helped  me to understand feelings among the infected
Update on the present studies
Every.speaker was clear about their thoughts_

be imediatelv useful in your bractice?



____-

.---_.___-

-- More about homosexuality (2)
-- Treat everybody like human beings and not catagorite people (3)
-- Greater appreciation for HIV+ persons as 'regular folks" (2)
-- Communication  in counseling, especially listeying (5)
-- ;;i;exual issues and that men really-feel th+s something they are at

- I've learned a new understandtng of therr behavior
__ You can start AZT when T4 is 200 or under
-- There are no like situations
-- Having tfme to devote my day completely to AIDS and other distractions

helps me to become more used to dealing with AIDS and hopefully to
accepting it

\_/'

_

-- Not to be afraid of the patients (2)
-- AZT
-- Compassion
-- To consider and he7p AIDS people
-- Increased sensitivity to psychosocial needs
-- Some of what Dr. Von Behren discussed
-- Deal with HIV and the patient with HIV (5)
-- Good overview for teaching
-- Better understanding of IVDU personality
-- Stages of incorporating AIDS into our lives by C. Wolfy
-- Since I am a student, it would be valuable to me in the future
-- Since I am still a student, f am learning everyday about AIDS
-- How to relate to homosexuals
-- 10-75X of population is gay - misconceptions
-- Understanding gay people and how to help them dealing with AIDS
-- My main interest is HIV infection transmission

. -- Helps eliminate fear of unknown..acceptance  of gays
-- Fear of the unknown of how AIDS will affect someone keeps then froiieing

tested
-- Updated injornation
-- What individuals with HIV go through
-- Use gloves when dealing with blood
-- Local resources -
-- How to be comfortab?e with different or unknown

,’
y,; . . . 6. What topics have been discussed here that you ai'l1'.itivestigate further?
_ I . . . . . . . . .,, b

-- IV Drug Abuse'(7) ’
..- .-.-_. . . _* -- ..-m_.__..  _a ,I._ . . . . e,.

-- Support groups - they play such a large part in this (5)
-- I will read the book (And the Band Played On) and wi7l read more on

homosexuality (2)
1-- Help adolescents appreciate HIV risks

-- HIV testing (I would like to know more on the sub;ject)
-- HIV Virus, (3) AIDS (3) and how they effect the human
-- If given time, I would like to investigate causes and treatment and how

T4 actually works
-- Atf to heatth care workers sticks
-- Trying to convert others thmg to compassion
-- Education of community . .
-- Buddy Plan and counse7ling  of patients and HIV families (4)
-- Issues surrounding the IVDU
-- Stages of incorporating AIDS into our lives
-- I would like to investigate ail the topics for more information
-- Homosexuality - learning more about lives of others
-- The treatments for HIV and AIDS .

-- Political support
--Everything
-- Issue of gay from birth vs alcoholic or substance addictive tendency from

birth



-- Resources
-- Public Aid benefits to pay for AZT
-- Precautions to take against HIV+ patient
-- Conference with Eric

/1.
7. Wi;t would you like to have heard/learned here that was not covered?

Reaction of health care workers to dealing with AIDS (more of *heir  roles
in support groups)
Children with HIV - Research, testing in children and mothers who use
drugs
Now to get involved with he7ping with support groups
HIV Dementia
Legal aspects, universal precautions
The intravenous drug users view on AIDS
What the major difference between the HIV and AIDS
More about AZT and the HIV virus .
Experimental treatments and physiologi’cal mechanisms of these treatments
Pregnancy in the HIVt mother - risk of child
Another topic - Homosexuality - Eric was great - I need a day with a
workshop on him to help me deal with my feelings and learn litore about
gays and the "nurse - patient relationshfp"
Outline of general treatment options
How to more openiy discuss diagnosis of HIV
Nutritional care for the AIDS patient (2)
Can't think of anything
A little more dealing with sexuality, religion
More on the IVDU and AIDS relationship, etc.
A71 the topics I wanted to hear ware covered plus more (2)
Counselling,  strategies,, theories re: IVDU
Universa7 practice (precautions)
Philosophy,about  conception in life, death, in permanence
Psychological aspects of being gay with HIV virus
More about testing procedures, new drugs that are out, etc.
Recent research with developmentally delayed HIV patients
Advice from significant others
Would like to have heard from family members, their reactions,,fears,  .
concerns' ” * ’

. . . . . . . . .

I’ni’not sure to 'relevance in Springfield, but HIV and the-pediatric .

population? Also HIV patients who do not have homosexual history - it
tends to set the tone for the discussion and preoccupy your thoughts and
questions. Finally, more help in dealing with homosexuality would help
Lesbian to be involved on female HIV

8. Irt general, how do you rate the level of

Too complex - 1 About right =

9. Were your questions adequately answered,
-- No l 0

this course?

59 Too elementary = ?

directly or otherwise? Yes = 50

10. What courses/ topics would be of value to ou in the future?
Psychiatry for the non-psychiatrist; 3(ddiction workshop .
Hospice care of terminal phase/Symptom control,- Management of
complicating primary and secondary infections
The one on one with patients and not so much "Doctors8 lectures*
Syphiltis, Gonorrhea, some of the other diseases (2)
Psychotogical aspects/ Sexual activity of HIV+/PWA
AIDS, usage of drugs, HIV pregnancies
De?lfnt_with  HIV and AIDS patients and helping others realize and *

2 ---a 4LAII+  +kam  (31
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Specific cause and t4 of AIDS and Eric
Contfnued updates on new drugs.and research (6)
AIDS and conununity involvement
HIVt - treatment options .

Nutrition and AIDS patients
Support Groups/Facilitator Pointers
Minorities - Black and AIDS -- Women/Infants and AIDS -- In depth
physiology and treatment of the disease, the opportunistic fnfections,
drugs

j.__.:

Hew  do we he?p others deal with homophobia and dea? (treat with respect)
people who are HIV+
All the topics, since I want to go into radio?ogy after I finish my
schooling in administrative assistant program
Al? of the courses were of value to me since I am going to further my
education

.Counseling (3), strategies, theories re: IVDU
Treatments and tips for preparing children to relate ta HIV and AIDS
Universal practice (precautions)
HIV disease - legal issues, Public Aid & Social Security, Hbusing issues
HIV and the health care professional
Patient, social, parential, SW, Dr. relationship
Understanding the racial standing in our connunity
Homosexua 7 i ty, counsel ing needs (3)
blare talks with individuals who have HIV
More information on hygiene when dealing with HIV patients .
Again, HIV and Pediatrics (I'm going into a pediatric residency) if
applicable to a geographic area
Cancer; stroke; hypertension; arthritis; diabetes

11. Where would you like such courses to be offered?

Springfield = 44 Your Community = 15

/our position: Practicing physician = 4 Resident = 1 Student = 10 Nurse = 17
Other = 25

emergency physician'
Family Practice (2)
School nursing
Medical dental administrative assistant
Child psychology
STD counselor
Student-Robert Morris College (2)
AIDS Program coordinator - Counselor/Physiology
Child abuse counselor
Clergy (2)
Medical Social Worker

;%;y
. .

Emp Health
Nurse Supervisor
Social worker
Drug Rehabilftation
Respiratory Therapy .
School nurse for the handicapped
Alcohol/Drug Abuse
Respitory Care
x-ray technologist & paralegal
nin+~+ir intnrn 171

.

---.Y
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/iI&Rcsource and ReferraVAgency

HIV antibody counseling and testing/educatfon
Chemkat dependency

!Pse'ing
Soc'al worker (3)
Chemistry; medical technologist
Internal Medicine
Public Health(2l
School Nurse
School Admtnistrator
Severe/Profound Mentally Retarded
Radiology technologist
Interviewing in pediatrics

.

. . .

.. .
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Please rate each topic and speaker.

7) HIV Infection: An Overview - Larry Von Behren, M.D.

Content: Excellent = 44 Very Good = 13 Goad = 1 Fair Poor = 1
Presentation: Excellent = 45 Very Good *. 8 Good = 0 Fair =0 Poor =0
Cornents:

A wonderful brilliant speaker
Exceltent slides
Talked in circles, too boring
Complex terms
Excellent, good 'approach
The camcorder guy distracted a lot.' I would have had better'attention
\;rithout him
Very articulate ,

Clear
Too basic for me at this tine
Excellent, as always
N&i organized. If there is one thing you can say about Von

,..he can talk
entertaining
Very informative (3)

2) Issues Surrounding Homosexuality - Eric Noel, B.A.

Content: Excellent = 33 Very Good = 14 Good = JO Fair 11 Poor =O
'Presentation: Excellent = 33 Very Good = 18 Good = 3 Fair =0 Poor =O
Comments:

‘-._

_I

-0

-0

-0
,

, .
.: --

:

. . ..I.... .Y --

C-

-a

-,-

-0

*-

0.

--

-0

I_

*I

Open (51, a little bit e'litist -
deal with the gay person

some excellent suggestions to heip

Very relaxed
made me want to learn more
Honest
Excellent
,He was very openand it is very rar@ for peop,le to- have the chance to
discuss homosexuality with a homosexua? person without feeling it was a
personal issue (as with a patient)
Wanted more content -- too openended format
His honesty was appreciated (2)
Delightful young man
Eric is such a comfortable and warm speaker - you automatically like him
Good speaker
The gentleman is perfect for making the ublic aware of the gay
community and showing them they are not ike the stereotype7
He shoutd be commended for his courage in addressing his sexual
preference and helping others learn to deal with it
Thought he could have expanded if he'd had more tfme allotted (4)
Interesting - he made me feel like its my problem that I can't accept
him instead of his problem being gay. I think this Is a problem,
though -- he's ready to take the defense on so many issues that Its
hard to listen to him

3) Issues Surrounding the IV Drug User - David L. Spencer, M.D.

Content: Excellent = 11 Very Good = 16 Good = 22 Fair -9 Poor =t
Presentation: Excellent = '1l Very Good = 15 Good = 18 Fair =8 Poor =3



C- Boring s'lfdes
Talked in cfrcles, too boring
Difficult to bear ’
Information good but not presented in organized format, Difficult  to
follow
I fee7 he is an expert on Drug (XV) and drug abuse. I feTt,
confused on the topic of drug abuse and AIDS as a topic

however,

1 learned one thjng about drug personality b!t l&t where the
relationship to AIDS
Dr. Spencer painted a very accurate picture of an IY drug user
More!
Could hzve had tfghter presentation -- a lot of fanbling but gave some
new points to the group I think
Conflicting data given
He took too long with extraneous information before getting around to
his main point

4) Specia? Counsefing  Needs of the HIV-Infected Individua? - Gene A. Broadland, MSU;
ACSW

Cantent: Excel lent = 22 Very Good = 23 .‘Good = 9 Fair sp5 Poor =7
Presentation: Excellent = 76 Very Good = 23 ‘Good =72 Fair =4 Poor =I ,
Cements:
-- Very feeling, empathetic, a good Jecture
-- Talked in circles, too boring
** Confusing
-- No enthusiasm ’

/?. -- Very informatfve and dealt more with my profession
I_ Covered the basics, didn’t learn anything new
-LL Didn’t give enough in terms of actions to take and things to say. Good

insight into what concerns are, not enough solutions
-- Not a lot of organization, lots of rambling

. _d 1 felt Gene covered necessary counseling needs and support centers
-- Covered a lot of issu’es  in ‘limited time

:?) The ,Gay Couple and HIV.  Infectiott,:.  Carl and Steve’ ‘,
.,.,.. . ._. * _...” . .

content:
Exce Fal*r”‘q  Pdo;_iO . . - .

Presentation: Excellent = 29 Very Good = 17 Good s 9 Fair =1 Poor =O
: Cements:

Steve relaxed/Carl nervous
Open and helped me learn a lot I didn’t know
Terrific sharing
These guys are great. They need to be highly commended
Every couple may be different. I admit it was interesting to get a
chance to hear their point of view, however the questions-asked
sometimes seemed ‘?osey” and intended to pry
Thanks, it was great to meet you
I wish to thank,them  for thefr envolvement in making me aware of
Steve’s openness helped facilitate #‘s 6 & 7. He made me more
comfortable asking questions
Informative .

6) HIV Infection from the Patient Perspective - Small Graups

Content: Excellent = 37 Good = 2 Fair 4 Poor =O
. ,’ Presentati'on:  Excellent = 33

Very Good = 13
Very Good = 12 -Good = 2 Fair =O . Poor =0

‘Co~ents:_.  _ ,,~_  z --+ Lrha~  t aaid for. Learned a lot. Information very

AIDS



‘. -.-.YL&;_._ --  r”.... -_”

a- Great idea (3)
-- Steve- excel lent
-- Too much - one small group along with Carl and Steve was plenty
-w Very admirable that Carl wanted to
-- Good to talk to Carl again -

awareness et help

.-- Please tell the members of the HIV support group that they’ made the
conference

r- Open and Honest. (3) I admire their positive outlook
--

7; HIV Infection from the Patient Perspective - Small Groups

Content: Exce7lent  = 32 Very Good = 11
Presentation: Excellent = 28 Very Good =

Good = 5 Fair =O Poor =O
72 Good = 2 Fair =U Poor =O

Corrrments:
-*

a-

-a

aa

8) Community Services - Terry King, M.A.

I felt like I got what I paid for. learned a lot. Information very
open, rel axed
Wonderful, open forum
Too much, one small group a7ong with Carl and Steve was plenty
Steve was very open and again, I admire his participation to draw
awareness
Paul is so helpful and sincere
Would have appreciated hearing more from patient instead of co-ordinator
Please tell the members of the HIV support group that they made the
conference
Great
Patient (Gary) was very open

Content: Excellent = 16 Very Good = 17 ” Good = 4 Fair =1 Poor =0 L
Presentation: Excellent = 14 Very Good = 15 Good = 4 Fair =l Poor =O
Comments :
-a Poised, relaxed
-- Not enough information,‘boring,  not really worth $25 worthless

conference except
Very knowledgable

for the.couple,  and small gro.ups.: . . ._.. :
- -. . . . * . . . . . . . . . .

Thank you.

Terrill A. blast, PhD
Assistant Dean for Continuing Education
SIU School of Medicine



Application for Enrollment

HIV Update
May 13,1989

Springfield, Missouri
Fee: $35

Social Security Number Name for Nametag

Last Name First Name Middle Name

City

Business Phone

State

Home Phone

Zip

Graduate of

Degree(s) Year Board Certified? Yes No Eligible
T-

Specialty

I will pay by: -Check (Payable to University of Missouri) V i s a M a s t e r c a r d_ C a s  h

F o r  C r e d i t  C a r d  P a y m e n t :

C h e c k  O n e :  V I S AM a s t e r c a r d E x p i r a t i o n  D a t e

S i g n a t u r e

Mail completed application and payment to: HIV Update, Office of Continuing
Education, MA21 5 Health Sciences Center, Columbia, MO 65212.

You may a/so register by calling 3 7 4/882-4  105 and charging the fee to your Visa
or Mastercard, or by FAXing  your application to 374/882-5666.

EEO INFORMATION: Male Female White Black
Asian or Pacific Islander AmericaFlndian  or &skan Native Other
Equal Employment Opportunity information is optional and is used only for

the purpose of statistical analysis.



CONFERENCE NA??E HIV Umiat~
LOCATION Sheraton Inn-S$mfield.  MO DATE 5/13/89

UNIVERSITY EXTEXSION, SCHOOL OF MEDICINE
UNIVERSITY OF MISSOURI-COLUMBIA

CONFERENCE EVALUATION
‘.__..

This Questionnaire is designed to help us improve the quality of our educational program.
Please answer all questions frankly. All your answers will be carefully considered.
There -is no need to sign your name. Thank you.

1. How were you informed about this conference: (Please mark all that apply.)

0 Individual mailing received 0 Campus Communication

0 Friend 0 Qther - Please specify

2. Please mark the degree to which:

a.

b.

C .

Excellent Good

you gained what you want
from the program.

the program was able to
maintain your interest.

the program was organized.

0

0

0

0 0 0 0

0 0 0 3

0 0 0 ““13

3. How would you rate the meeting
facility and their services? 0

Below
Average Average poor

0 0 0 0

Your present status:

0 Social Worker

0 EMT-P

OMEMT

OEMT-A

OPhy sician

OHouse Officer

Om 0 D'ietitian 0 S-.30..>yc .._i  .L
T!,er-::-  <St

0 LPN 0 Radiologic Tech- 0 Other
nologist

0 Aide 0 Medical Techno-
logist

0 Health Services 0 Student
Administrator

0 Physical Therapist 0 Respiratory
Therapist

0 Ph armacist 0 Occupational
Therapist

-. __/i
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4 Please rate individual courses and subjects. 4

Title 14 Speaker Anti-Viral Therapy and AZT-Dr.  &T-ant
Instructor & Presentation Code

1 @,@000@,0@
-,@a@@@@@@@>

Below
Average Average ?oorExcellent Good

Sufficient time was provided
for participation and questions. 0 0
The length of the session was
sufficient to cover the subject. 0 0
Rate the instructor's knowledge
of the subject. 0 0
Rate the overall performance
of the instructor. 0 0 ’

a.

b.

C .

d.

e. Please add any additional comments you may hav* ;;n tiiis

0 0 0

0 0 0

0 0 0

Title & Speaker Office Maqement of the HIV Positive Patient-Dr. Gerecht
Instructor SI Presentation Code

@>@000@>0@
~>@000@>0@

Below
Average ?oorExcellent Good

Sufficient time was provided
for participation and questions. 0 0
The length of the session was
sufficient to cover the subject. 0 0
Rate the instructor's knowledge
of the subject. 0 0
Rate the overall performance
of the instructor. 0 0

Average
a.

0 00
+-',b.

0 0 0
C .

d.

e.

0 00

0 00

Please add any additional comments you may have on this subject and speaker.

Title 5 Speaker Care Coordination for AIDS Patients: The Missouri Approach-Graessle  R.N.C
Instructor & Presentation Code & Wrnkelman K.N.

Below
Excellent Good Average Average

Sufficient time was provided
for participation and questions, 0 0 0 0
The length of the session was
sufficient to cover the subject. 0 0 0 0
Rate the instructor's knowledge
of the subject. 0 0 0 0
Rate the overall performance
of the instructor. 0 0 0 0

Please add any additional comments you may have on this subject and speaker.

a.

b.

C .
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,CONFERENCE NAME HIV U&tc
LOCATION &&ton Inn_S&&&&& m DATE 5/13189

UNIVERSITY EXTENSION, SCHOOL OF MEDICINE
UNIVERSITY OF MISSOURI-COLUMBIA

CONFERENCE EVALUATION

This Questionnaire is designed to help us‘ improve the quality of our educational program.
Please answer all questions frankly. All your answers will be carefully considered.
T!lere is no need to sign your name. Thank you,

6

1. How were you informed about this conference: (Please mark all that apply.)

460 Individual mailing received 4 0 Campus Communication

20 Friend

2. Please

a. you

3 0 Other - Pleasil specify

mark the degree to which:

’ Escellt?nt

gained what you want

Good
Below

Average Average Poor

from the program. 22 0 28 0 70 0 0

b. the program was able to

maintain your interest. 15I 0 35 0 90 0 0

c. the program was organized. 26 0 26 o 40 10 ._-3

3. How would you rate the meeting
facility and their services? 25 0

Your present status:

0 Social Worker

0 EMT-P

0 MEMT

0 EMT-A

0 Physician

Oliouse Officer

25 0 70 10 0

0 RN 0 Dietitian 0 Speech
Therapist

0 LPN -' 0 Radiologic Tech- 0 Other
nologist

0 Aide 0 Medical Techno-
logist

0 Health Services 0 Student
Administrator

0 Physical Therapist 0 KeWratov
Therapist

0 Pharmacist 0 Occupational
Therapist



Below
Escellent Good Average Average Poor

a. Sufficient time was provided

for participation and questions. 1’0 360 * 60 10 0
b. The length of the session was

sufficient to cover the subject. 150 35 0 80. 10
c. Rate the instructor’s knowledge

0

of the subject. *80 280 50 0 0
d. Rate the overall performance

o f  the*instructor. 130 300 110 30 0

e. ?lcase add any additional comments you may have on this subject and speaker.

‘Iit& & Speaker Offjp Mnt of the HIV Positive Patient-Dr. Gerecht
Instructor & Presentation Code i

@>@O@O@@@@
@,@00000@@

Below
EXcellcIlt Good Average Average Poor

a. Sufficient time was provided
for participation and questions. 40 () 15 0 3 0 0 0

b. The length of the session was-, Sufficient to cover the subject.39Od 15 o,* 4 0 0 0
c. Rate the instructor’s knowledge

o f the subject. 52 0 5 0 1 0 0 0
d. Rate the overall Performance

of the instructor. 8 0 1 0 0 0

e. Please add any additional conunencs  you may hcive on this subject cind speaker. .

Title 6 Speaker Care Coordination for AIDS Patients: The Missouri Approach-Graessle  R.N.C
Instructor & Presentation Code &W$nkebanRN. .

@,@000@@@0
@,@@@@@,@Q

Below
Exc2Llcnt Good Average Average Poor

a. Sufficient time was provided
for participation and questions. *Q 330 60 0 0

b. The length of the session was
-.sufficient to cover the subject. 1% 2'0 80 0 0

c. Rate the instructor’s knowledge
of the subject. 2D 270 60 10 0

0
d. Rate the overall performance

of the instructor. 10 3co 50 0 0
L

Q. Please add c\ny additional COKUUC’II~S  you rn;ly have on this subject and s p e a k e r .



._ __ ______L-u.: . . .._ . _d_.. .._.- _.” .-  <I_I.  : ?_.  _ .__ _: ___  I, ._. _.i_ k.._d.h_L -

HIVU te
Sprin ed,MO

P
pd”

5 13189

The Conference Could Be Improved’By:

Mid mort$ng lavatory break included.
Periodic breaks (mid morning and mid afternoon)
Very good as is.
Need lo-15 ruin bathroom, stretch break.
Too much basic science-not enough practical information including-
psychology, sociolo
the afternoon. All o9

screening, law and counseling. This was covered in
Above  more important to physicians than details of

clinical trials of experimental drugs.
1. Shortening program
2. Having participants leave their beepers outside the room & have some

one take their phone calls.
3. Reduce
Short breaE

aperwork-limit handouts.
in the AM, less overlapping of info- ie. Winkelman, Hbggard

and pamphlet.
Very good.
Breaks!
Less discussion of medications of little value.
No comments.
Shorten all sessions except Dr. Gerechts, and expand the ethics
issues.
Be as practical as possible but give info of what is being done with
treatment.
Start 30 minutes earlier so there is time for a short break in
between several speakers.
Everything was fine in my opinion.
Break in morning session.
Only by picking up tab for lodging, thanks it was great.

The best part of this conference was:

Office Management-Wolfe Gerecht.
Office Management of the HIV Positive Patient-Dr. Gerecht.
Thought all presentations went well.
Concrse  summary of current status of the MO Aids Clinical Trial
~~~~$tnnmary of MO Public Health, Clinical Management of HIV-Dr.

Generally and informally excellent.
Dr. Gerecht and Mr. Meekers talks.
Excellent integration and coverage of all aspect of subject.
Dr. Gerecht who was excellent.
Intelligent out of town s eakers. _..
Office mana ement of
Talk by Dr. w

BIV
atner and Dr. &

ositive pt.-Dr. Gerecht.
erecht.

Lunch, Tobias  Meeker.
Wolfe Gerecht, and Mr. Meeker.
The entire program was exceptional. Speakers were very knowledgeable
about HIV subject. Afternoon program was more interesting. Thank you
for lunch.
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The best part of this conference (cont.)

_ Whole conference has been very good, addressed every aspect of HIV.
- The practical clinical information.
_ Lighting, screen, sound, PM lunch and refreshments.
_ All aspects of HIV covered very well.
_ Ciinical  appiication  of current knowledge.
_ This was a well conceived conference, future conferences on subjects

of general interest would be welcomed.

What suggestions do you have for future topics?

Discuss protection of Dr. and office personnel.
_ Labs, EMT’s, office Nurses- handling and protecting ourselves from

AIDS while working with blood.
_ Antibiotic management in two settings, office and hospital.
_ Annual or biannual update l/2 day session.

Very much the same.
_ Continue tryin .
_ Program on of!ice management of HIV/AIDS just after and full year

operation of Care/Coordination and its success or failure.
_ Possible conference on mental health issues involving HIV/AIDS.
_ Would think an annual update conference would be indicated in this

disease that is increasing in frequency and where research is

r‘ _
changing almost daily.
Momin conference only usin
COPD $AD employ some rea

afternoon speakers.
abilitation.

- Lawye;  on panel to define legal aspect of AIDS re confidentiality,
legai weapons, etc.
Periodic update on new treatment and knowledge about HIV infections
as it comes out.

_ The hearing impaired will have difficulty interpreting and
understanding the rapid-fire lectures. (Slower speech IS better).
Refer to past lecturers as Cleveland Clinic, NY Univ.,  Boston Univ,
Dartmouth, Univ of Vermont and Albany Medical College.

_ AIDS in pregnancy.



MA_TEC
Midwest AIDS Paining
& Education Center

WORKING WITH EIV INFECTION

INDIANA  SITE
Iadlw unfv8rliy
School  of Mutim
yan&~” Holpltll

MiMlpolll, IndMl46202
(317) 63’MSZl  or 630-7133

ST, VIN&NT STRESS CENTER
HAY 24, 1909
Ma9 31, 1989

l : o o - 3:oo pm

AGENDA

CENTER HEADQUARTERS
The ualvenity  of mimiI  at chicqo
chlcqo,  IuinotJ

l!OO Overview of HIV Infection and AIDS
(KUluyu H. Connell.,  M.P.H.) ’

REGIONAL SITES
hdiw  University
!kbool of hwkinc
Indlmrpsh,  xudialu

Sdwm  Ilhoir  Univarlly

Altm, Edwudrdr,  md Sprtngtleld,
nlinoil

TIC sate wdicd Society of wirconrin
M&on,  wiaceluia

The uuivcrlily  of unoll at ChiuLo
Chicago, nlinoin

hivarsity  of Iowa
Collep of hkdkb?
Iowr city, Iawa

Univari~ of MinncroU
School of Public Health
mmpo~, Millnew

- Epldrmiology
- Trrnemisrion
- Prevention
- Treatmeat/Prognosis

2:oo Pf3yChOaOCi8~  / Affective ISSUOB

(Kathryn M, Connell)

- Emotional Impact of HIV/AIDS
- busing, Discrimination, knploymrst
- Exploring Personal BeelingB
- A$frctive Exercisr

__- ._ . __.__._ _... ---



Participant Feedback

Please take a few moments to
4

ivo u8 borne feedback on the session
just completed. This will a88 ot us in improving our work.

1. How much new information did* you’ r>btain (circle one) 3

A lot Some A l i t t le None

2, What would you like to learn more about?

3. Do you feel that your w o r k  aotivitisr put you at rirk of XIV
infection?

High r i s k
SolPa r isk

V e r y  l i t t l e  r i s k
N o  r i s k

4. Did the session change your feolingo about parsonal  risk on
the job? YES NO

5, If your feel ings am u n c h a n g e d ,
succearfully  addressed in the sesrrion?

. , . . .a

6. Do you feel you underrtand  how to
infectcon  off thi job? YE8 NO ff

7, Please comment on tha speaker:

what cormems were not

protect yourself frora HIV
no, pleaee comment:

8, Plea8e  comment on the audioviaual aids ( blackboard, rlider,
videotape@  :

9. Generally, how Oould  today’s rosaion have been improved?

Thank you.
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Participant Feedback x__..-~~

Please take a few moments to give US some feedback on the session
just completed. This will assist us in improving our work.

1. How much new infcmmation did you obtain (circl8 one) 3

A  lot some A little
a6 P+ /

2. What would you like to

3. DO you feel
infection?

that your work activities put you at risk of HIV

a-High risk
&Some risk
&Very little risk

+
No risk ‘.

4. Did the session than
the job? YES NO

your feelings about personal risk on ----y'

10 3d
5, If your fealinga
sticcessfully addressed in the seemion?

what concerns were not

ou understand how to protect yourself from HIV
&f&ion off the job? YES NO If no, please comment:

>
7. Please comment on t&e rpeaker:

8. Please comment on the audiovisual aids ( blackboard, slides,
videotapes):

, how could t&ay'e session have been improved?

--’

Thank you.
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2. What would you like to learn more about?

How to address the psychosocial aspects of thie disease with our
patients

Psychosocial aspects

Psychosocial impact

Xutation

New information updates as they are available

Bow to counsel patients with

Psychosocial information for

Repeat session

HIV positive and/or AXDS

mental health professionals

Neuropsychiatric manifestations

Current research

Psychiatric/behavioral symptoms

Effects on brain and behavior

Psychological

Origin: role of WHO; use of virus on ethnic groups? Is true? Why
Africa?

Have friend whose daughter died at age 34 from AIDS last year,
Have read quite a bit but Kathy diU a great job in reinforcing
what I read.
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5, If your
successfully

-_
feelings are unchanged,
addressed in the session?

what concerns were not

I have no problem working with AIDS patients

None

None

They were addressed but the fear is a gut reaction

None

All were addressed

None

It was not that concerns were not addressed

Next session could be helpful

Chances are the same as getting hit by a truck

None--I knew it was not airborne

None- I've already been educated about a lot of

All concerns addressed

None

I believe I understood the personal risk before the inservice

topics

It just validated my feelings and thoughts

None

All concerns addressed
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7. Please comment on the speaker:

Very well organized, information well presented

Well organized, understandable, excellent

Excellent--considerate of participants

Thorough, good explanation

EnQZgetic, interasting, informative

Excellent

Excellent

Well-informed, easy to listen to, good comfortable rapport

m command of language, sound knowledge base, casual manner of
presentation made a great, presentation, Frank and honest
presentation1

Great, very knoweldgeable, wonderful presentation

r‘ Very open and frank and relaxed and honest--extremely helpful

Very good

Handled very personal subjects very well--excellent presenter
.

very informative/hone&/open

Wonderful--non-blaming, empathetic, understanding. Clear w/good
understanding of AIDS

Excellent. Clear, good vocabulary

Very informative--funny

Personable and well informed

Enjoyable

Excellent--informed--poeitive  interaction with participants

She appeared both knowledgeable and comfortable in presenting
controversial 6Ubject

p
Good presentation technique

Excellent--knowledgeable . Good presentation--easy to understand-
-interesting to listen to and to follow



Excellent, articulate, concise

Interest. Caring. ‘very knowledgeable, I believe what she says.

Excallent, direct, no nonsense, succinct, good sense of humor

Absolutely excellent!!
=wwing I

Low key, matter of fact,
non-alarmist, organized, clear

confident,

Good but voice fades out a little at end of sentence; could use
microphone

Very good, very
enthusiastic

good knowledge and command of subject;

Enjoyed her--lots of facts on my level

Excellent

Fine

Very good

Clear and precise

Very informative

Knowledgeable

wary good

Very interesting and informative



.
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8. Plrarr COlEMIlt  on thm a u d i o v i s u a l  aids ( blacJ&oard,  slides,
videotapes) NB: only blackboard um¶ on S/24

Adequate, handouts helpful

Good, well used

0.x. --readablml

O.K. ( 7 respondent@

Adequate

Good, graphic and succinct!

Good

Appreciative

Blackboard use reinforced hmr talk

Good diagraming

Fine

Good use

Adequate  to good

Blackboard used appropriately

Adequate

Wall i l l u s t r a t e d

Helpful, clarified

reeing thing8

Vary good

Good

mot0 mall at

A Ifttlo confusing

point8

in writing--glad rha ~884 the board

tinI.

blackboard. Groat handout8



.
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9. Generally, how could today's session have been improved?

No n@cassary

None needed

Good a6 is

ilnprovexmnte. Very well presented

Thought it wa8 great1

Good presentation

Enough packets for all

More info. on how to counsel HIV poeitive  and AIDS patients

I wouldn't-but the topic wa8 uncomfortable

More info on psychological/ eocial effect8 of AIDS dnd forma of
treatment for PIWe

Repeat

More available pamphlets--I did not get one ( NE additional
packets provided at S/31 sumion)

Fine

Have our doctors present

Handout packets available for all attending

Presentation was great the way it war1

Slidme perhaps, e.g. Kaporl9 sarcoma, statistics

10 minute break  in between hour8

Microphone

More theory on origin and explanation on why animal8 do not
I'heve" AfBSt why on huraenr?

Very good; no suggestion8





IIOUNTAIN-PLAINS AIDS EDUCATION AND TRAINING CENTKR

EVALUATION REVIEW

I. OVERVIEW

The Mountain-Plains AIDS Education and Training Center (MPAETC) is based
at the SEARCH-AHEC Program of the University of Colorado Health Sciences
Center in Denver. The MPAETC region includes the states of Colorado, Kansas,
Nebraska, New Mexico, North Dakota, South Dakota, Utah and Wyoming.

MPAETC is a highly decentralized organization, consisting of a regional
administrative and coordinating arm and eight individual statewide ETCs,  each
of which tailors their programs to fit local needs and resources. For the
most part, the state ETCs are university-based and lodged in the medical
school/medical center; the Colorado ETC is a partnership between the medical
school and state health department, and its programs are implemented through
local AHECs and the state community health center association. Each state ETC
has its own set of objectives and state implementation plan.

The Train-the-Trainers program is the pivotal component of the regional
ETC’s training program, enabling it to develop a cadre of trainers around the
region, thus achieving maximum decentralization while maintaining internal
consistency. It is a two-tiered system: first generation trainers from each
state are trained centrally by MPAETC; second generation trainers are trained
by the first generation trainers through the state ETC. Training of
caregivers, done by either first generation trainers or second generation
trainers, is referred to as “outreach training.” Multidisciplinary clinical
training, called “miniisabbaticals,” is coordinated by the MPAETC
headquarters; additional clinical training opportunities are available through
several of the state ETCs.

The ETC’s  evaluation plan covers a number of aspects of its program,
including organizational development and curriculum. For the most part,
evaluation of training activities focuses on participant demographics and
participant assessment of elements of program quality. A standard data
collection instrument, which can be modified to include knowledge, attitude,
belief and behavior data, is used to collect data for all education and
training events regardless of program objective or length. Analysis is
facilitated by using a mark-sense response sheet which can be optically
scanned. Evaluation of MPAETC’s impact, in terms of changes in training
practice, is in the planning stage.
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11. ADl!INISTRATION OF THE BVALUATION PROCESS

A. The Evaluation Plan

1. The Plan as Proposed

The Mountain-Plains ETC presented an evaluation plan in its initial
proposal, consisting of both process and impact evaluation applied to each of
its five goals. As proposed, the process evaluation component was designed
to assess the delivery of the program so that ongoing improvements and
refinements could be made systematically. As described in the proposal, the
impact evaluation was designed to assess the effectiveness of the project,
i.e. how well the goals and objectives are met, and to generate the data to
ascertain the cost effectiveness of the program.

Process Evaluation

As would be expected, the various components of the ETC’s proposed
process evaluation are highly qualitative:

o Ascertain the extent to which regional activities are effectively
coordinated on an ongoing basis.

The process of coordination was to be assessed by asking management
team members to complete a short survey instrument designed with input
from the management team to assure that the expectations of each
representative institution was reflected.

o Determine the extent to which the target disciplines of health provider
groups are represented among first and second generation faculty
trainers.

This was to be accomplished by having the regional ETC project staff
monitor the process of trainee recruitment with an emphasis on
appropriateness of discipline representation.

o Assess the appropriateness and relevance of each state’s decentralized
AIDS education plan.

The regional ETC project staff were to conduct this aspect of the
evaluation as well. Criteria for this assessment were to include:
involvement and utilization of existing AHEC educational networks, the
degree to which other existing community-based networks are being
utilized in each state, the extent to which the planned activities are
likely to provide statewide coverage.

o Monitor the content, provider target population, and location of the
training programs conducted in each state by the first and second
generation faculty.

The regional ETC evaluation staff were to compile a database containing
attendees by discipline using program logs of registrations.
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Assess the content of the training curriculum of the faculty
development conferences, as well as the educational methodology being
modeled and presented.

In Year 01, the first ETC-wide faculty development conference was to be
assessed. Each first generation faculty trainer was to be asked to
provide feedback regarding the relevance, effectiveness, thoroughness,
clarity, utility, and value of the instruction. In addition, they
were to be asked to evaluate the quality of teaching during the
conference and to identify those elements they would model in their own
teaching of the content. This information was to be reported to each
Statewide ETC in order to guide first generation faculty as they
structure state level AIDS programs.

In Year 02, the state level faculty development conferences were to be
included in the evaluation. The same types of data regarding relevance
of content and quality of teaching were to be collected, along with
more specific information about the potential usefulness and
applicability of the AIDS training to their practice or workplace.

Also in Year 02, the regional ETC evaluation staff were to observe
randomly selected training programs, at which time the quality of
teaching and content were to be evaluated according to previously
agreed upon criteria. It was expected that summary feedback would
help state project coordinators to determine the effectiveness of the
teaching efforts.

Assess state-specific curriculum content.

Before use, both the content and objectives of the core and discipline-
specific curricula were to be submitted to the project curriculum
planning group for review and comment. Appropriate task forces of
target providers, minority AIDS action groups, as well as previously
funded AIDS ETC projects were to be asked to critique the curriculum as
well. This feedback was to be used to make modifications before the
curriculum was used for the first time.

Monitor the utilization of existing resources in developing curricular
components.

A review of the curriculum development process was to be carried out by
the project management team through regular meetings.

Impact Evaluation

o Establish the success of the project in establishing linkages to
existing AIDS activities.

A roster of AIDS activities by state was to be developed in the first
year of the project. At the end of the three-year project period,
documentation regarding the extent of both intra and inter state
linkages is to be provided through ETC summary records.
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o Ascertain the extent of provider accessibility to AIDS educational
offerings in each state.

The number and geographic distribution of programs was to be determined
on a county by county basis for each state. Distances that health care
providers travel from their practices/jobs to obtain training was to be
assessed in Year 02 and 03. To assess the ETC impact, a baseline for
training accessibility was to have been established by asking trainees,
prior to ETC training, whether they had desired to attend previous AIDS
training but could not for reasons of time and/or distance.

o Assess the dissemination pattern of AIDS educational resources (first
and second generation faculty), by geographical location and specialty,
at the end of the three-year project period.

No methodology was given.

o Assess the dissemination pattern of participants in the AIDS
educational programming at the end of the three-year project period.

No methodology was given.

o Assess the extent to which participants in AIDS training report changes
of an interdisciplinary nature following the training.

Pre/post training questionnaires, and follow-up questionnaires were to
be designed to elicit information from trainees about their practices
in the use of interdisciplinary health care resources, such as
referrals to counseling at the local level.

o Assess changes in providers t knowledge of AIDS, skills and techniques
for the care of AIDS patients, and attitudes about AIDS.

Using an adaptation of an existing AIDS survey, participants’ level of
knowledge, skills and attitudes prior to, and immediately following
each training event was to be assessed. Items on the questionnaire
were to be rated on a five-point scale. Participants were to have the
option of responding anonymously.

Stability of changes was to be assessed three months after each
training event. The ETC regional evaluation staff were to mail out the
same questionnaire to participants listed on the registration mailing
l is ts . At the same time, the ETC was to collect self-reports of
changes in practice strategies.

o Assess the extent of dissemination into health professions curricula of
the AIDS educational materials.

This effect was to be addressed by ascertaining the number of health
professional undergraduate and graduate programs that incorporate some
or all of the educational material about AIDS into the curricula of
each health professions institution by the Statewide AIDS ETC project
staff.
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Cost Efficiency/Cost Effectiveness

o Costs for personnel devoted to the project, travel, educational
materials and other training expenses will be compiled and used to
calculate a cost per trainee.

o Other indicators of cost efficiency were also identified:

--How often course materials or training aids must be replaced because
they were outdated, as compared to consumed

--Number of agencies with whom linkages have been formed as part of the
networking process

2. Implementation of the Plan

Most of the components of the evaluation plan have been initiated and a
considerable amount of evaluation activity has taken place. Toward the end
of the first year, the evaluation protocol, which documents,those  activities
in the evaluation plan that relate to the evaluation of education and training
offerings conducted by the state ETCs, was refined. Currently, trainers under
the auspices of the AIDS ETC are expected to evaluate their training programs
using the Mountain-Plains Regional AIDS ETC mark sense evaluation form that
has been preprinted with demographic information and items asking for
participant evaluation of various aspects of the course. In addition,
trainers are expected to provide a list of the objectives for the training.
Measurement of knowledge, attitudes, beliefs and behaviors of participants--
the true measure of program effectiveness-- is collected at the option of the
trainer.

Several of the other components of the evaluation plan have been found to
be unworkable and have either been abandoned or postponed:

l Observation of training of trainers participants as they
train others has not proved workable on a regional level,
although some observation has been done at the level of
the state ETC.

l The assessment of state-specific curriculum content by the
region has never been implemented, due to the highly
autonomous nature of the state ETCs coupled with the fact
that most state modifications of the MPAETC’s “Curriculum
for Trainers” vary presentation by presentation.

l Little attention has been paid to ascertaining the extent
of provider accessibility to AIDS educational offerings in
each state; baseline data about accessibility of prior
AIDS training is tracked only in terms of the number of
previous AIDS trainings attended by participants in the
ETCs’ offerings.

l There are no mechanisms in place to assess, in any
substantial way, the dissemination pattern of participants



Mountain-Plains ETC
Evaluation Review
Page 6

in the AIDS educational programming at the end of the
three-year project period.

l There are currently no formal plans for assessing the
extent to which participants in AIDS training report
changes of an interdisciplinary nature following the
training, although this may be incorporated into the
trainee follow-up currently under design.

l No progress was reported on the cost efficiency/cost
effectiveness activity.

B. Locus of Responsibility

1. Staff

Carol P. Vojir, a Ph.D. evaluator specializing in psychometrics and data
analysis, serves as the ETC’s regional evaluator at 10% time. She has been
the evaluator and statistician for the University of Colorado SEARCH/AHEC
program since 1986 and continues in that capacity. She also serves as the
evaluator for MPAETC’s NIMH grant. She currently holds an appointment as
Assistant Research Professor in the School of Dentistry and is on the graduate
faculty of the School of Nursing. In addition to,her teaching
responsibilities, she provides statistical and program evaluation
consultation to her colleagues.

2. Sub-Contractors

There are no staff specifically designated for evaluation at the state
ETC level. However, various staff of the state ETCs have participated in
evaluation activities. In the development of a knowledge, attitudes, beliefs
and behavior (KABB) instrument, the project evaluator was assisted by Donna
Anderson (Colorado), Lucy Bradley-Springer (New Mexico), Jim Cooney (Kansas),
Lanyce  Keel (Nebraska), and Neal Whitman (Utah). Neal Whitman was the
originator of the Educational Intervention Grid referred to throughout this
review.

c. Coordination of Evaluation Activities

Dr. Vojir is responsible for coordinating data collection and reporting
from the state ETCs.

Management team meetings are the primary mechanism for coordinating all
of the ETC’s activities, including evaluation. Site visits, scheduled for
Year 02, are a potential mechanism for further coordination.
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D. Reporting of Findings

1. Evaluation Reports of Program Activities at the State Level

Each of the State ETCs reports to the regional program on a semi-annual
basis. Evaluation activities conducted during the reporting period are
supposed to be included in those reports. While these reports include
information on training outputs, they have not reported on other evaluation
activities.

2. Evaluation Reports of Training Activities

Evaluation forms for each training event are submitted by the trainers to
the state ETC which, in turn, forwards them to the regional evaluator. The
data are analyzed at the regional level and reports prepared. The reports are
sent to the state ETCs where they are reviewed and passed on to the
appropriate trainers.

3. Regional Evaluation Reports

The Regional ETC reports its evaluation activities, in relation to its
plan, in its semiannual reports to HRSA.

III. APPROACHES TO PROJECT EVALUATION

A. Project Honitoring

The ETC’s  formal statement of goals and objectives provides it with a
broad structure within which to monitor its major project activities and under
which to report its progress systematically in its semi-annual progress
reports. However, for the most part, the goals and objectives include ongoing
activities with no target dates for completion, rendering their use for
monitoring purposes rather limited.

A great deal of what is described in the ETC’s evaluation plan as
process evaluation, particularly efforts to assess networking and
coordination, falls within the purview of project monitoring for purposes of
this evaluation review. In particular, the effectiveness of coordination is
monitored in terms of the satisfaction of the management team with management
team meetings. Management team members have completed a feedback form for
their June, August and December 1988 and July 1989 management team meetings
and the August 1988 curriculum development meeting. The results are
summarized in Appendix I. The fact that MPARTC  has chosen to monitor the
effectiveness of regional coordination underscores the emphasis that this ETC
has placed on its regional efforts. The positive results obtained through
this aspect of the ETC’s evaluation are consistent with the picture of MPAETC
as a strong regional organization as portrayed in the Case Study.
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B. Output Evaluation

The major thrust of MPAETC’s evaluation effort is aimed at creating
profiles of its education and training activities. While these profiles
contain the traditional output measures--number of courses, number of
participants, disciplines represented, minority participation, etc.--they go
beyond these measures to give a somewhat broader picture of the ETC’s program.

1. Profile of Training Outputs and Outcomes

One set of profiles summarizes the quantity and quality of its education
and training events, and the number and select characteristics of those
attending these events. These profiles are generated at two levels:

l Regional Summary by State

l State Summary by State

Data upon which these profiles are based are collected by the-state ETCs via
several mechanisms, but the MPAETC Evaluation form serves as.the primary
source document. The profiles themselves are compiled by the regional
evaluator. Each of these regional and state summaries are presented on one
page in tabular form as illustrated in Appendix II. Both profiles contain the
same information. The unit of analysis for the regional summary is the state
while the unit of analysis for the state summary is the individual course
offering. The items covered in the profiles are as follows:

Number of Courses Evaluated. This item is found on the Regional Summary
only. A listing of MPAETC courses is kept, by state, in chronological order
and includes the date and course title. Information for this course listing
is provided to MPAETC by each of the state ETCs via the Presenter’s Form (see
Appendix V).

Number of Participants. This item represents only the number of
parti- MPAETC Evaluation form (See Appendix IV) and
therefore, is an underrepresentation of participants actually attending MPAETC
offerings. There is provision for documenting the actual number of
participants through an item on the Presenter’s Form but this item is not
consistently and uniformly completed by the presenters. Relatively accurate
counts of the actual numbers of participants are available for Nebraska and
New Mexico offerings.

By the end of the first year of the project, 22,849 people were reached
by educational presentations in the region, although far fewer are documented
in the profiles.

Nuder of Ethnic Hinori ties. Data on ethnicity is collected primarily
via the MPAETC Evaluation Form; ethnicity was added as a data item as of July
1989. In addition, presenters are asked to estimate the number of
participants by ethnic group and record the data on the Presenter’s Form.

As of March 1990, 1,369 participants or approximately 17% of the
participants for whom data were available identified themselves as ethnic
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minorities. New Mexico accounted for the highest concentration of minority
trainees, with over 35% of the participants identifying themselves as
belonging to an ethnic minority.

=!?*
Data on the participants f discipline is collected on the

MPAETC Eva uation form. This data item has been collected from the inception.

An analysis of 2,380 participants reveal that the majority of the
participants have been doctors, nurses and a variety of individuals in health
care professions not originally targeted by the ETC.

Overall Evaluation. One item on the MPAETC Evaluation form asks
participants to rate the offering overall (excellent, good, fair or poor).
This data item has been collected from the inception.

Average Percentage of Main Points Listed. Early in the project, speakers
were asked to list the main points they would try to make during their
presentation on their Presenter Form. The first version of the MPAETC
Evaluation form contained a corresponding item, the Educational Intervention
Grid, asking participants to list the main points that the speaker made (see
Section V.D). The speaker’s lists and the participant’s lists were compared
and an average calculated which represented the speaker’s success in conveying
his or her main points. Because this approach was phased out as of July 1989,
the profile describes only those offerings held at the beginning of the
program.

Overall Points Well-Made. In addition to asking participants to list the
speakers ’ main points on the MPAETC Evaluation form, they were asked whether
or not the points were well-made. The profile reflects the responses to this
i tern, However, like the above item, this question was phased out as of July
1989.

=Y=* This item on the profile summarizes the responses to the
question on t e MPAETC form “Will you use the information acquired in this
program to change your approach to HIV infection at work?” On the first
version of the form, phased out around July 1989, the question was asked in
relation to each of the main points speakers made; in the two subsequent
versions of the form, the question was asked in relation to the program as a
whole.

Number of Usable Social Security Numbers. This item reflects the ETC’s
ability to match pre, post and follow-up data.

Percent Providing Services to HIV+ Patients. This information was
collected via the MPAETC Evaluation as of July 1989 and enables the ETC to
track the degree to which they are training actual HIV/AIDS caregivers.

2. Profile of Geographic Distribution of Training

A second set of profiles seeks to describe the geographic distribution of .
training across the region. This set of profiles is displayed in the form of
pin maps, a sample of which are included as Appendix III. Through these maps,
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progress in reaching areas throughout the eight-state region can be evaluated
at a glance. To date, the geographic profiles have included only those
courses which have been evaluated. States that have had considerable
evaluated training activity since late 1988 (Colorado and New Mexico, for
example) have made good progress in taking training activities outside the
major metropolitan areas. While the location data on these profiles
correspond to the quantitative and qualitative data on the regional and state
profiles described above, it may be incomplete.

In Year 03, the geographic profiles will be expanded to include the
distribution of both trainers and trainees. The geographic profile of first
and second generation trainers will be
pattern of AIDS educational resources,
trainees will be used to ascertain the
in the AIDS educational programming.

used to determine the dissemination
while the geographic profile of the
dissemination pattern of participants

c.

part

IV.

Cost Efficiency and Cost Effectiveness

Although the evaluation of cost efficiency and cost effectiveness was
of MPAETC’s original evaluation plan, no cost analysis has been reported.

FORHATIVR EVALUATION OF PRODUCTS DRVELOPED

MPAETC has not engaged in a great deal of development of education and
training products, its widely disseminated curriculum being the notable
exception. No formative evaluation was undertaken in conjunction with the
development of this curriculum.

v. APPROACHES TO RVALUATING INDIVIDUAL EDUCATION AND TRAINING OPFRRINGS

Together with the creation of regional and state profiles, the evaluation
of individual education and training offerings has been the primary thrust of
MPAETC’s evaluation efforts to dater These evaluations have-been
predominately formative in nature, focusing on the appropriateness of the
content and the quality of the training and trainers.

A. Standardization of Evaluation RTC-Wide

MPAETC has developed a standard “protocol” for evaluating all of its
offerings, be they train-the-trainers or “outreach” training. The format
includes three separate components: formative evaluation of the structure and
process of the offering via feedback from participants; presenter’s training
summary; and an outcome-oriented evaluation based on a knowledge, attitude,
belief and behavior (KABB) test for participants which combines objective and
subjective items. The participant and presenter components are required for
all MPAETC offerings. The KABB testing, administered either before and after
training or after training only, is currently optional.

The standard methodology for evaluating MPAETC’s education and training
offerings has evolved over the first two years of the project.
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1. Data Collection Instruments

As initially proposed, a comprehensive pre/post test was to be the major
instrumentation for MPAETC’s evaluation. The items used in the instrument
were to be drawn from a variety of existing sources: a University of Nebraska
evaluation document, CDC evaluation documents, University of Arizona
evaluation document used by the UCD AIDS ETC, and an evaluation survey
instrument reported in Public Health Reports, May-June, 1987. Items assessing
behavioral intentions as the percent of certainty for accomplishing the
behavior were also to be included.

Development of the standard instrument(s) began at the first management
team meeting. It was hoped that, from the available items, a consensus would
be achieved on which items to include in the MPAETC instrument. While full
consensus was not reached at the meeting, the regional evaluator received
enough input to prepare a draft document which was completed in the first half
of Year 01.

By mid-year, it was determined that a single, fairly lengthy instrument
to evaluate all types of presentations was unworkable, such a comprehensive
document being particularly inappropriate for the short presentations which
were typical the state ETCs’ early offerings. While it was agreed that
certain demographic data needed to be collected uniformly throughout the ETC,
the state ETCs were encouraged to adapt the RABB portion of the draft
instrument for their own purposes. Particular attention was paid to
developing an instrument that would be accepted when courses were submitted
for continuing education accreditation. Also in the first year, drawing on
the evaluation expertise from the Utah site, the Educational Intervention Grid
approach was introduced and offered to the other state ETCs for their use.

The first complete set of ETC-wide instrumentation was fielded in January
1989. The core of the instrumentation was the MPAETC Evaluation form,
described below, which was printed two-sided in mark-sense format to
facilitate the data entry process. The front of the form collected a single
demographic characteristic--participant’s discipline--and a single, overall
assessment of the offering, along with an adaptation of the Educational
Intervention Grid which attempted to identify not only whether the presenters’-
main points were recognized and well-made, but also their educational impact
on the participant’s intention to change their approach to HIV infection. The
reverse side of the evaluation form was simply a mark-sense answer sheet that
could be used in connection with RABB items should the ETC chose to exercise
this option.

After a short test period, the mark-sense form was considerably revised
to increase the usefulness and clarity of information obtained. In particular,
demographic information was added, as was information on the nature of the
participant’s practice. The Educational Intervention Grid was eliminated and
replaced by a presenter assessment grid on which the trainee could rate
individual presenters. The format of side-two, on which RABB data is
collected, was revised. In the revised format, instead of being simply an
answer sheet, the RABB items could actual be photocopied onto a blank area on
the mark-sense form, transforming side-two into a self-contained test. This
second version was introduced in July 1989.
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The third and current version was introduced in February 1990. The
impetus for this revision was to enable MPAETC to make their ETC evaluation
consistent with the evaluation of their newly awarded NIMH grant. The
revision included reordering of questions, minor modifications in wording or
clarification of questions, expanded response choices to standard questions,
deletion of a few items about practice setting, and modification of questions
on previous AIDS training. The most noteable change was the addition of a
space reserved for MPAETC regional use that would allow the regional evaluator
to more readily link participant data to course data.

HPABTC Evaluation Form. MPAETC collects both demographic and work-
related data on its participants. Participant data is included on the
Mountain-Plains Regional AIDS ETC Evaluation form which has been through three
iterations as described above. Each new iteration has incorporated feedback
from the field as well as being responsive to HRSA priorities: adding items,
rewording questions, expanding response choices. The most recent version of
the form, instituted in February 1990, is included as Appendix IV. Currently,
the following information is collected for each participant:

Demographic Data

Sex
Age group
Ethnic identification
State of residence
Educational level
Profession
Years in the profession
Previous AIDS training

Work-Related Data

l Type of work setting
l Size of community in which work setting is located
- Practice profile with regard to at-risk groups and ethnic groups
l Fulltime/parttime employment status
l Participation in direct client service (yes/no)
l Extent of experience with HIV+ clients

Additional questions soliciting information for the formative evaluation
of the course are included and are discussed in Section V.B. below.

MPAETC is aware that making periodic modifications in the data items
collected limits the comparability of their data over time, and is making
plans to convert the data from previous iterations to the most comparable form
possible.

Presenter Form. Program data were initially collected via a Presenter’s
Form (see Appendix V). The Presenter Form includes:

l Overview of the Presentation (Course Title; Course Date(s);
Course Location; Length of Presentation; Contact Hours)
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l Major Points (To include up to five specific pieces of knowledge
or behaviors participants should have gained from the
presentation)

l Overview of the Participants (Estimate of total number of participants;
estimate of number of participants by discipline and type of
professional; estimate by ethnic group)

KABB Testing. KABB testing has been the evaluation component which has
engendered the least agreement among management team members and trainers
alike, probably because it is logistically the most difficult component to
implement.

KABB testing is an optional part of standard evaluation. For those who
chose to exercise this option, a “pool’ of KABB questions has been developed.
The pool has been revised several times. It currently includes 33 knowledge
and belief items, 13 attitude and opinion items, and 21 behavioral items. A
copy of the current items in the pool is included in Appendix VI. In
tailoring the evaluation of a given offering to the specific content and
focus, the ETCs are encouraged to draw on items from this pool as appropriate.
This allows for flexibility for evaluating individual offerings while at the
same time ensuring consistency of data among various offerings.

o Knowledge and Belief Items

The “knowledge and belief” section includes items about the pathology
and transmission of HIV infection about which there are common
misconceptions. The items are written as statements; participants are
asked to respond whether they agree (A), disagree (B) or are unsure
(C) l

o Attitudes and Opinion Items

The “attitude and opinion” section is designed to identify
participants’ biases and sensitivities toward PWAs, fears of risk of
contracting AIDS from a work exposure, views on the rights of the
patient vs. the rights of the public in exercising control measures,
and appraisal of their co-workers’ ability to care for AIDS patients.
The items are presented as statements, both positively and negatively
phrased, with responses to be made on a 4-point scale ranging from
strongly agree to strongly disagree , with an additional response choice
o f  “unsure  ”.

o Behavioral Items

The “behavior” section includes items designed to identify
participants’ confidence in their own ability to carry out AIDS care-
related tasks on the job. Items are presented in the form of a
question beginning with “How sure are you that ~ou...?~~ There are 7
response choices representing degree of certainty including a “not
applicable” choice for participants whose responsibility does not
include the task. The certainty choices include “very sure could,”
l?nost likely could, It “probably could, ” “probably could not, 1 “most
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likely could not, II “very sure could never. VI A final question asks
“Does your job prevent you in any way from performing the activities
mentioned in the preceding items?”

The use of before and after training RABB testing in the evaluation of
training effectiveness is discussed below in Sections V.C.l. and VI.D.

2. Analysis of Data

Analysis of the data is performed by the regional evaluator.

Data Entry. Data entry of information from the mark sense forms is
accomplished using an HE1 360 reflexive scanner, creating a participant file
consisting of 124 characters per record. As of spring of 1990, the file
included 3-4,000 records.

Data Clean-Up. The data is‘put through an SPSS screen to identify
multiple or missing responses. Any data found to be defective is cleaned up
manually by the regional evaluator. The clean data from the participant file
is linked with data from the course file, creating an SPSS system file.

Data Analysis. Statistical analysis then is performed on the data in the
system file using SPSS/PC+. -.In addition to the regional and state profiles
described in Section 1II.B above, a report for each training activity is
generated.

Data Aggregation. Following these analyses, the SPSS data are converted
into ASCII so that raw data can be further aggregated. The data are kept in
eight files , one for each state. From the ASCII, a d-Base III file is created
and used to produce the Course Report. In addition, the ASCII data are
electronically transferred to the University’s Vax computer in Boulder for
use in large scale analyses.

3. Reporting the Results

Currently, three levels of reports are being generated from evaluation
data: (1) a profile summarizing the data for the regional ETC over all states
and all training activities, (2) a profile for each state summarizing the data
over all state training activities, and (3) a report for each training
activity. The regional and state profiles have been discussed in Section
III.B.l and samples are included in Appendix II. The analysis of an AIDS
Educator Workshop held in New Mexico is included in Appendix VII as an
example of a report at the level of the individual training offering.

Some 175 individual offerings, reaching approximately 4000 individuals,
have been evaluated to date. The first 2,380 of these have been analyzed; the
records of nearly 2,000 additional participants are currently undergoing
analysis. Of the records analyzed, over 95% rated the training offering as
‘Good’
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B. Approaches to the Formative Evaluation of Training Events

Formative evaluation questions are built into the MPAETC Evaluation form
described above. They include a rating of the program overall on a 4-point
scale; as well as ratings for each of the individual presenters or panels.
The presenters and panels are rated on four dimensions: relevance; clarity;
educational skills; and knowledge.

C. Approaches to Evaluating Training Outcomes

In Year 02 of the project, the revised evaluation protocol included an
outline of a design by which all outcome evaluation specified in the original
evaluation plan was to be accomplished. Outcome evaluation, either of program
effectiveness or program impact, offers MPAETC an opportunity to move from
their current focus on formative evaluation to a more summative approach.

1. Evaluation of Program Effectiveness

MPAETC uses two methodologies to measure effectiveness of its education
and training offerings:

l post-training self-reporting

l pre and post-training testing

Post-Training Self-Reporting. The “intention to change behavior”
question on the MPAETC Evaluation form asks participants to subjectively
assess whether the training will have an effect on their future behavior. The
question is currently phrased: “will you use information acquired in this
program to change your approach to HIV infection at work?” Early application
of this methodology asked the participants to tie specific information
obtained in training to intention to Ghange  their work-related behavior.

While the raw data are available, no formal analysis of these data have
been undertaken.

Pre and Post-Training Testing. MPAETC uses pre and post-training KABB
testing to evaluate an offering’s immediate effectiveness in changing
knowledge, attitudes, beliefs and intended behavior. The KABB methodology is
described in detail in Section V.A.l.

2. Evaluation of Program Impact

Initial plans called for the impact evaluation to be carried out in Year
03. Planning is now in the early conceptualization stage. The design of this
aspect of MPAETC’s evaluation is expected to be undertaken in earnest in late
spring 1990, with data collection commencing the following fall.

Evaluation of impact will be conducted on the first generation train-the-
trainers program, second generation train-the-trainers activities, and
“outreach” training conducted by both first and second generation trainers.
As originally envisioned, all participants were to be surveyed three months
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after training to ascertain the degree to which they have utilized
information from MPAETC courses. It is now anticipated that a sample of
participants who received training will be followed up.

A mailed-survey questionnaire will be developed. First and foremost, it
will attempt to assess the applicability of the information/skills imparted at
the workshop to the participant’s job. A small subset of the sample may be
asked to respond to some general RABB items. Consideration is being given to
trying to relate the participant’s on-the-job behavior at the time of the
survey with the behavioral objectives of the workshop attended. Space on the
questionnaire will be provided to allow for the respondent’s free-form
comments and qualitative amplification of coded responses. Telephone follow-
up may also be incorporated into the design. /

D. Unique and Interesting Evaluation Techniques

1. The Educational Grid Hethodology

The Educational Intervention Grid methodology, introduced by Neal Whitman
of the Utah ETC and described in Section III.B.l “Average Percentage of Main
Points Listed”, is a unique methodology for objectively evaluating whether
trainers were effective in getting across their main points. Presenters list,
on the Presenters Form, the five main points they intended to make. On the
post-training evaluation form, participants then list the main points they
have gleaned from the presentation. The presenter’s and the participants’
main points are compared qualitatively to determine how well the main points
were actually conveyed.

This methodology is a difficult one to implement, as the MPAETC
discovered. The ETC made several attempts at implementing this methodology,
incorporating it into the first two iterations of its Evaluation Form and
Presenter Form but found it unworkable and has abandoned its use.

2. Graphical Analysis of Pre and Post-Training Test Items

The MPAETC evaluator analyzed the common items on pre and post-training
tests of selected courses conducted by the New Mexico and Wyoming ETCs. This
analysis is described in Section V1.D. below. In addition to the standard
statistical analysis, a graphical analysis format was used. For each test
item, the modal range of responses was represented by a horizontal bar, with
the pre-training range and the post-training range juxtaposed on the graph.
Juxtaposition of the pre and post ranges clearly displays group shifts for
each item.

A sample of the graphic display of data is included in Appendix X.

VI. EVALUATION CONDUCTED

All of the state ETCs
format regularly, although
events less than two hours

report that they are using the regional evaluation
‘evaluation is less likely to be carried out for
in duration. Those ETCs collecting RABB data
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generally do so only on events that are at least a half-day in length.
Several states report difficulty in having the form used in co-sponsored
events, as most of their co-sponsors have evaluation formats of their own to
adhere to.

New Mexico and Wyoming add supplemental questions to the regional
evaluation form, from time to time, to tailor the evaluation to the specific
objectives of the training event.

A. First Generation Train-the-Trainers

The first generation train-the-trainer program was held November 30-
December 2, 1988. Participant feedback was formally solicited and reviewed at
the end of each day. A modified version of the standard form, in use at that
time, was used and is included in Appendix VIII. The front of the form listed
the presentation topics and presenters by name and solicited information on 1)
clarity of the presentation, 2) educational skills of the trainer, 3) overall
quality of the presentation, 4) the utility of the information to both
participant’s role as a trainer and to their normal work activities. The back
of the form solicited feedback on the relevance, utility and quality of the
overall conference.

Because of the varied backgrounds and personal expectations for the
program, feedback was mixed. Some wanted more AIDS content; others wanted
more teaching skills.

B. Second Generation Train-the-Trainers Activities

First generation trainers, in turn, conducted second generation train-
the-trainers activities within their own state. The format and content of the
second generation training activities were left to the discretion of the state
ETC. Evaluation of these activities, most of which took place in Year 02, was
by means of the MPAETC Evaluation form. Analysis of these activities has been
by individual event rather than in the aggregate owing to the uniqueness of
each of the events.

The original evaluation plan called for the evaluation of the impact of
train-the-trainers activities on the quality of training through observation
of selected training events by the regional staff. While this aspect of the
evaluation has been for all intents and purposes abandoned, follow-up of
second generation trainers is occurring selectively and informally at the
state ETC level. In Nebraska, for example, follow-up telephone interviews
and/or meetings with co-sponsors and agencies have been used to evaluate the
on-the-job performance of second generation trainers. In addition, Nebraska’s
use of the mentoring approach provides an opportunity for first generation
trainers to observe second generation trainers in action and give their
impressions of the quality of their training.
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c. Evaluation of Mini-Sabbatical Activities

To date, evaluation activities with regard to MPAETC’s mini-sabbatical
experiences have been formative in nature, geared to improving the structure
and substance of the program.

At the regional level, an instrument was developed to collect data for
the formative evaluation of the mini-sabbatical program. This instrument
contains much of the same questions as the standard MPAETC Evaluation form but
its questions tend to be more open-ended. It asks the participant to rate the
usefulness of each of the specific components of the mini-sabbatical
experience that s/he attended. The form also elicits the participant’s
personal goals in attending the mini-sabbatical and the degree to which these
goals were met. In addition, the form taps the most useful and least useful
parts of the experience as well as the applicability of the experience to the
participant’s work. The Program Coordinator routinely reviews the forms and
uses the information for management of this component of the program. In
addition, at the end of their experience, participants debrief with the MPAETC
Program Coordinator who then writes up her impressions informally.

The Nebraska ETC uses the same format as the regional form, substituting
the specific clinical experiences available as part of that program.

The New Mexico ETC has developed its own instrument to evaluate the mini-
sabbatical experience that they sponsor. New Mexico’s evaluation is also
formative in nature and attempts to ascertain the value of the mini-sabbatical
to the participant. The data from the instrument are compiled by the state
ETC and forwarded to the region.

No comprehensive, formal evaluation report on the mini-sabbatical
experiences has yet been generated. It is anticipated that the MPABTC  Annual
Report for Year 02 will summarize the data from all of the mini-sabbatical
activities to date.

A copy of each of these mini-sabbatical evaluation forms is included in
Appendix IX.

D. Evaluation of Effectiveness

ETCs (New Mexico, Nebraska, and Wyoming) have experimented with pre and post
testing of knowledge, attitudes, beliefs and behavior; however, only New
Mexico and Wyoming have actually incorporated pre/post tests into their
evaluation strategies. RABB

Bowever,
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of aggregate data is underway. In January, 1990, a special analysis was begun
on changes in KABB following training. Nine offerings have been included in
the analysis to date, seven from New Mexico and two from Wyoming. A special
train-the-trainers course given by MPAETC’s site coordinator for the
Wisconsin site of MATEC was also included in the analysis. These courses had
little in common other than all were at least l/2 day in length and that their
KABB pre/posttests included common items. 27 common items were identified
from pre/post instruments of the courses including 10 knowledge items, 7
attitude/belief items and 10 behavior items. Behavioral items were available
only from the New Mexico courses.

Analyses were conducted for each state separately, and for the special
train-the-trainers course. In all cases, t-tests were used with an alpha
equal to .05 and directional hypotheses (posttest scores “better” than pretest
scores). In addition, a graphical analysis format was used to display the
data. This technique was described in Section V.D.2. above.

For the most part, shifts in knowledge were in the desired direction,
except for a shift, that was not statistically significant, to less strong
agreement that HIV can be transmitted heterosexually. In Wyoming, the
aggregate data showed that trainees from both programs changed their opinion
significantly that AIDS could be transmitted by eating utensils and mosquito
bites, and that they were significantly less personally threatened by AIDS in
general. The aggregate analysis from New Mexico showed significant
improvement in the understanding that protective garments should be worn for
all contact with HIV+ patients, as well as significant increase in comfort in
touching an HIV+ individual and decrease in fear of becoming infected with HIV
on the job. The most notable finding was that the item “I have sufficient
knowledge to protect myself from HIV infection” showed statistically
significant improvement in the New Mexico aggregate analysis, the Wyoming
aggregate analysis, and the analysis of the special train-the-trainer session.
These findings suggest that the MPAETC’s trainings have been effective in
giving participants appropriate and sufficient information about AIDS, its
spread and precautions to take to alleviate personal fears about contracting
HIV infection on the job.

The KABB items analyzed and a sample of the graphical analysis
methodology can be found in Appendix X.

VII. 1ssuBs  AND CHALLEKES FOR THE FUTURE

The Mountain-Plains AIDS ETC has made a significant commitment to
evaluation, particularly to the evaluation of its education and training
offerings. The path by which the ETC has come to its current approaches to
evaluation has not been an entirely straight one. There has been a need for
occasional backtracking and some blind alleys have been encountered along the
way. The ETC has not been afraid to try some unusual approaches, such as the
Educational Intervention Grid.

It was MPAETC’s intention to use a relatively flexible approach to
evaluation, once common information was agreed upon, so that each state ETC
could incorporate the unique aspects of its program into the evaluation
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process. In developing a regional approach to evaluation, MPAETC reports that
the most serious of the problems encountered to date has been the difficulty
in developing an evaluation strategy that would work well across state ETCs.
Three factors reportedly contributed to this problem: lack of knowledge about
evaluation and its purposes on the part of the trainers; perceived encumbrance
of pre-posttesting for many training situations; and, the inability of the
regional evaluator to find a way to convey, concretely, abstract evaluation
concepts to the appropriate individuals.

The current standard evaluation format has been developed through the
collaborative efforts of the regional evaluator and the state ETCs. The state
ETCs are committed to using mandatory components which provide output data as
well as formative evaluation data about the quality of the event. State ETCs
have voiced concerns over the burden of data collection. As a result, MPAETC
has pulled back from some of their efforts to assess program effectiveness.
The KABB pre/posttesting methodology has been made optional and only two state
ETCs have incorporated this approach into their training strategies. The
results from New Mexico’s pre and post RABB testing have yielded some
interesting preliminary data on the effectiveness of these activities.

Pre and post-training KABB testing has been and will continue to be the
basis for MPAETC’s evaluation of effectiveness of its education and training
offerings. The KABB is a standard tool and, as such, does not relate
directly to the content of the training it is intended to evaluate. With its
standardized curriculum and a commitment from all trainers to use it, the ETC
is poised to establish a truly meaningful evaluation system. By keying each
item in the KABB pool of questions to its corresponding curriculum item,
trainers could easily assemble a customized pre/posttest that specifically
addresses their planned presentation. It is even conceivable that the this
process could be computerized to lessen the burden on the trainer.

It appears that the evaluation of training effectiveness has been
directed primarily to the “outreach” training provided at the state level.
The ETC’s more intensive training efforts have not been subjected to
evaluation of effectiveness.

For example, the November/December 1988 first generation train-the-
trainers program would have been an appropriate unit of analysis for the
evaluation of program effectiveness. While extensive evaluation was conducted
for this program, the evaluation was essentially formative. The lack of
summative evaluation of program effectiveness represents an opportunity
missed.

As the mini-sabbatical program is one of the more intensive, with a
relatively high cost per participant as well as higher expectations for
impacting on clinical practice, it would be of great benefit to both MPAETC
and HRSA to undertake a more outcome-oriented evaluation of this component of
the ETC’s program. The follow-up study which is planned for Year 03, intended
to gauge impact on the trainees’ on-the-job behavior, is a good start.

Being conscientious about evaluation, MPAETC regrets the excessive turn-
around time for the evaluation reports. It currently takes the regional
evaluator about three months to produce reports from evaluation data, which is
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too long for useful feedback to trainers. Attempts to shorten this interval
are currently under way. In some cases, data is available but the aggregate
analysis has not yet been done. This is the case for the series of programs
entitled “AIDS in the Health Care Setting, an Integrated Approach” put on by
the Nebraska ETC. The ETC could clearly benefit from an expanded time
commitment from its regional evaluator or from an assistant under her
supervision.

,-
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MOUNTAIN-PLAINS REGIONAL AIDS ETC
MANAGEMENT TEAX MEETING

June, 1988

Satisfaction Evaluation
SIJXURY

1. Did the information presented at this meeting help you to
better understand the goals and objectives of the regional
AIDS ETC?

E y e s  _ no CONXENT:

2. Did the information presented at this meeting help you to
better understand how the regional AIDS project -Gill
accomplish its goals and objectives?

E%yes _ no COtiENT:

3. Did the information presented at this meeting help you to
better understand how your state ETC functions within the
regional ETC?

93% y e s  _7% no COMMENT:

4. Are you satisfied with the accomplishments of this meeting?

- no COMMENT:

5. Are you satisfied with the structure of the management team?

93% yes 7% no COMMENT: not clear about role of management team - 1

6. What were the -stren ths of this meeting?
ability to interact wit2 personnel from ether states - 5
organization of meeting - 4
flesibility , clear  communication, time fcr discussion, tire manageme::

7 . How could the meeting have been improved?
better meeting facilities - 5
better preparation by participants, sligi::ly faster pace, Tore time

8 . Please comment on any other issues that would be useful for
future meetings or the overall functioning of the projecFcLle
supplying agenda and materials before meeting so that par:rclpants

prepare
end meeting with plan of action for states to be accomplished before nes:

mootint



MOUNTAIN-PLAINS AIDS ETC
MANAGEMENT TEAM MEETING

August, 1988

Satisfaction Evaluation Summary
(n = 16)

1. Are you satisfied -with the accomplishments of this meeting?

100% Yes _ no

2. Are you satisfied with the shortened time frame for this
meeting?

1 0 0 %  y e s -20 .

COMMENT: could have been shorter yet if discussions kept
focusssd

3. Are you satisfied with the composition of the management team?

lOC% yes _ 10

4. Kas information useful to you provided at this meeting?

94% yes 6% no

COMMENT: nothing new presented

5. Are you satisfied with the overall progress of the project?

100% yes - 20

6. Khat were the strengths of this meeting?

organization and preliminary work, followup from first meeting
staying with agenda (12%)
communication (75%)

7. How could the meeting have been improved?

even earlier pre-meeting transmission of materials
probably should have been held after curriculum development

meeting
keeping discussion to issue, acoustics (12%)

8. Flease comment on any other issues that would be useful fcr
future meetings or the overall functioning of the project.

f.-lrther discus s:on on desired knowledge base for first
generation iaculty

educate management team about types of evaluation
\,.ritten progress reports from all states
evaluation proposal needs further discussion'(l2%)

---’

--_j



MOUNTAIN-PLAINS REGIONAL AIDS ETC
MANAGEMENT TEAM MEETING

December 3, 1988

Satisfaction Evaluation
(n = 11)

1. Are you satisfied with the accomplishments of this
meeting?

y e s1 0 0 % no COMMENT:

2. Was useful information provided to you at this meeting?

100% yes _ no COMMENT:

3. Are you satisfied with‘the overall progress of the
project?

P y e s100% no COMMENT:

4. What were the strengths of this meeting?

Adequate and open discussion of important issues;
organization: interaction among state ETCs;
helpful suggestions; openness and sensitivity of
regional personnel; updating issues and facts

i
5. How could the meeting have been improved?

Agenda or list of issues in advance of meeting;
less discussion on minisabbaticals; briefer,
since it followed an intense 3 day conference:
omit state oral reports, make written reports
mandatory (possibly using standard format and
including standard topics)

6. Please comment on any other issues related to the
meetings or the overall functioning of the project.

Helpful for networking, information, and materials;
less paperwork connected with unrelated reports;
keep ETC separate from other AIDS work in the eight
states



1. Are you satisfied ;:ith the leadership transition process?

100% yes no

2. Do you understand ho;: carryfortcard monies,
will be used?

if approved,

83% yes 17% no

3. Do you understand the
regional site visits

91% yes 9% no

;rocedcre to be used for the
the site visit protocol)?

4. Do you understand hoc; t i? c z-c;-uired parts of the
evaluation plan are no;: tc be carried out in your state?

5. Was useful inforzaticn p:‘c:.idcd to you at this meeting?

1 0 0 %  y e s no

6.

7.

8.

9.

Are you satisfied with the c-..erall progress of the
project?

1 0 0 %  y e s n0

What were the strenqchs ct this meeting?

communication of informaticn
one day format

How could the meeting have been improved?

better amplification system

Please comment on any other issues related to the
meeting or the overall functioning of the project.

good meeting



MOUNTAIN-PLAINS AIDS ETC
CU?JICULUM  DEVELOPMENT MEETING

August, 1988

satisfaction Evaluation Summary
(n = 25)

1. Are you satisfied with the accomplishments of this meeting?

92% yes 8% no COMMENT: had hoped to be further along
a lot of work

2. Are you satisfied with the way the curriculum currently is
outlined?

86% yes 14% no COMMENT: needs more work; reservaticns about .
CNA; too much in core?; needs more
clinical teaching

3. Are you satisfied with the followup activities as they were
discussed?

87% yes 13% no COMMENT: may be problems with coordination
concerned about time and manpower

-a lot of work: not enough shared out

4. Was the information provided at this meeting useful to you?

:n 96% yes __&& no COMMENT: enjoyed getting to know others
should have curriculum developed by
now; CNA presentation too shallow

5. Are you satisfied with the overall progress of the project?

92% yes 8% no COMMENT: need general brochure soon
had hoped to be further along by now

6. What were the strengths of this meeting?

disciplir. e-specific plans: participants; organization; strong
leadership; communication and sharing; realistic agenda: using
CHA to help people clarify ideas and preferences

7. HOW could the meeting have been improved?

to be further along in development as a starting point:
of disciplines not good: advance education about task and
discipline-specific issues; action on logo; specific
assignments for participants: CNA not well utilized

8. Please comment on any other issues that would be useful for
future meetings cr the overall functioning of the project.

should have considered meeting again before Nov/Dec meeting
need evaluation process clarified by TTT/ trainers' cDmritmeKr
to evaluation essential
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Output Evaluation -- Training and Trainee Profiles



NO COURSES
EVALUATED

NUMBER
PARTICIPANTS

NUMBER ETHNIC
MINORITIES
IDENTIFIED

DISCIPLINE:
DENTISTRY

EMS
MEDICINE
NURSING

PA
PUBLIC HEALTH
MENTAL HEALTH

SOCIAL WORK
OTHER

m OVERALL
EVALUATION:

EXCELLENT
GOOD
FAIR
POOR

AVERAGE PCT
POINTS LISTED

OVERALL YES
POINTS NO
WELL MADE:

OVERALL YES
CBANGE: NO

NA

NUMBER USABLE
SS NUMBERS

PCT PROVIDING
SERVICES TO
HIV+ PATIENTS

)(ouNTAIN-PLAINS REGIONAL AIDS BTC
EVALUATION REPORT

Recrional  summarv bv state
Sentember. 1988 to March, 1990

co KS NE NM ND SD UT WY

113 5 24 97 22 6 17 66

2,299 344 826 1,921 462 123 501 1,367

TOTAL*

351

7,892

379 52 120 679 19 4 19 93 1,369

1.4% 17.8% 4.0% 10.0% 19.7% 4.2% 16.4% 5.6%
5.6 0.9 7.3 10.5 4.2 16.0 1.0 11.2

15.8 12.5 22.1 8.4 1.7 28.0
25.7 36.2 18.5 3::: 32.1 45.4 26.0 298:;
2.5 1.8 9.5 0.7 1.6 3.3 1.0
2.1 1.2 4.6 4.5 1.8 8.4 5.1 3.1
1.0 1.8 0.5 2.2 0.4 0.8 1.0

4::: 18.7

(Z,

2::: 24.9 4.2 28.3 3.5 16.0 7.6 14.5 5.7 36.1 4.2

(1998) (766) (1833) (452) (119) (489) (1331)

7.5%

13::
29.1
2.4
3.4
1.2
5.0

30.4
(7379)

52.6% 59.4% 56.4% 55.9% 51.3% 47.5% 45.6% 50.4%
41.6 37.1 41.5 39.5 45.5 50.0 47.1 44.6

::; ;:: ::: ::: 3.2 2.5 6.8 i-8
(2015) (313) (692) (1689) (431) (122) (Z, (12;1)

84.2% - 90.8% 62.7% 57.5% 51.3%
(595) (57) (238) (120) (231)

98.2% - 98.2% 99.3% - 99.5% 95.3%

(ktj (Z) (Ej
0.5
(93) (Z)

79.1% 81.5% 71.4% 81.6% 80.0% 84.6% 76.5% 81.0%
19.4 18.5 22.9 17.7 20.0 15.4 21.3 18.4

(1:;:) (324) (:;& (l& (430) (117) (SO& (lk&

1,358 - 564 1534 417 102 295 898

53.2%
42.0
4.4

(7:;:)

71.7%
(1241)

97.9%

(l',,,',

79.4%
19.2

(6:1:)

5,217

24.5 43.7 37.3 40.3 46.3 32.2 60.0 15.3 33.2
(1866) (339) (284) (1654) (449) (121) (355) (979) (6095)

* Includea one activity taught by regional personnel outside the eight state region

p. 5-90



MOUNTAIN-PLAINS REGIONAL AIDS ETC
COLORADO AIDS ETC
EVALUATION REPORT

NUMBER
EVALUATIONS

NUMBER ID
MINORITIES

DISCIPLINE:
DENTISTRY

EMS
MEDICINE

HNTL HEALTH
NURSING

PA
PUBL HEALTH
SOCIAL UORK

OTHER

OVERALL
EVALUATIW:

EXCELLENT
GOOD
FAIR
POOR

State summary by course
December, 1988 to January, 1990

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
12-88 l-89 l-89 l-89 2-89 2-89 2-89 2-89 3-89 4-89 4-89 4-89 4-89 4-89 4-89

7 29 21 58 30 20 17 17 60 16 7 46 16 21 9

3 1 2 4 2 2 4 4 2

93.3%
100%

93.1% 81.0% 96.7%

57.1% 9.5 96.3% 66.7% 40.0% 12.5% 50.0%
3.3 40.0

6.7
3.4 4.8 3.7 6.7 6.7 12.5

42.9 3.4 4.8 100% 20.0 6.7 13.3 75.0 50.0
(7) (29) (21) (27) (20) (15) (151 (60) (16) (15) (8) (6)

50.0% 89.3% 85.0% 62.1% 59.3% 44.4% 38.5% 50.0% 30.8% 62.5% 85.7% 67.4% 75.0% 81.3% 85.7%
50.0 10.7 15.0 22.4 37.0 55.6 61.5 42.9 44.2 37.5 14.3 28.3 25.0 18.8 14.3

12.1 3.7 7.1 23.1 4.3
3.4 1.9

(6) (28) (20) (58) (27) (9) (13) (14) (52) (16) (7) (46) (16) (16) (7)

AVC PCT POINTS 100% -- -- 84.1% 100% 80.0% 93.8% 85.5% 100% 71.4% 77.1% 100% 43.3%
LISTED (7) (23) (20) (5) (4) (57) (16) (7) (14) (20) (6)

OVERALL  POINTS
LlELL  ME:

YES
NO

OVERALL  CHANGE:
YES

NO
N A

100% 100% 100% 100% 97.0% 100% 93.8% 83.1% 100% 100% 100% 100% 100%
3.0 6.2 16.9

(7) (29) (20) (17) (20) (3) (4) (9) (16) (5) (13) (20) (6)

100% 86.1% 81.2% 95.2% 83.2% 100% 93.8% 63.5% 87.0% 90.0% 75.8% 84.7% 95.8%
7.7 3.2 7.0 25.3 10.9 10.0 19.7
6.2 18.8 1.6 9.8 6.2 11.2 2.1 4.5 15.3 4.2

(6) (27) (16) (21) (20) (4) (4) (49) (16) (6) (11) (18) (6)

NUMBER
SS NUMBERS 19 14 5 3 2 22 13 5 7 3

PCT PROVDG
SVCS TO
HIV+ PTS

45.4 66.7 10.6, 53.3 12.5 0.0 8 7 . 5 11.1 87.5
(22) (15) (19) (15) (16) (13) (16) (18) (18)



16
4-89

MOUNTAIN-PLAINS hdIONAL  AIDS ETC
COLORADO AIDS ETC

EVALUATION REPORT - PAGE 2

State’ summarv bv course
December, 1988 to Januarv, 1990

22
5-89

27
6-89

NIMBER
EVALUATIONS

NUMBER ID
HINORIT  IES

DISCIPLINE:
DENTISTRY

EMS
MEDICINE

MNTL HEALTH
NURS I NG

PA
PUBL HEALTH
SOCIAL WRK

OTHER

OVERALL
EvMlJAl1on:

EXCELLENT
GDDD
FAIR
POOR

AVG PCT POINTS
LISTED

OVERALL POINTS
UILL  MUYE:

YES
NO

15 18 9 5 18 12 6 38 40 61 17 14 47 12 17 33

2 5 4 1 3 6 5 3 3 1 7 0 9 2

2.3%
2.6% 10.0%

6 1 . 1 %

1 5 . 8 26.7% 8 . 3 % 40.0% 4 2 . 1 17.5% 34.4% 52.9% 6 4 . 3 % 4 4 . 2 6.7% 1 0 . 0
2 0 . 0 7 5 . 0 2 . 3

23.1% 6 . 7 8 . 3 1 . 6 2 . 3
1 . 1 6 . 7 2 0 . 0 2 . 5 1 . 6

-7 6 . 9 100% 2 . 1 6 0 . 0 8 . 3 4 0 . 0 5 5 . 3 8 0 . 0 6 2 . 3 4 7 . 1 3 5 . 7 3;:: 100% 9 3 . 3 8 0 . 0
(13) (18) (95) (15) (12) (5) (38) _ (40) (61) (17) (14) (43) (8) (15) (30)

75.0%
2 5 . 0

72.2% 34.1% 46.7% 88.9% 50.0% 89.2% 82.5% 77.4% 82.4% 11.1% 4 1 . 2 %  1 0 0 %  8 3 . 3 %  5 6 . 0 %
2 7 . 8 5 9 . 8 5 3 . 3 1 1 . 1 5 0 . 0 1 0 . 8 1 7 . 5 2 2 . 6 1 1 . 8 8 8 . 9 5 5 . 9 1 6 . 7 4 0 . 0

6 . 1 5 . 9 4 . 0
2 . 9

(12) (18) (82) (15) (9) (6) (37) (40) (53) (17) (9) (34) (II) (6) (25)

53.3% 94.4% -- 91.7% 66.7% -- 100% 97.3% 99.6% 100% -- -- 73.3 25.7 99.1
(12) (18) (4) (3) (37) (37) (56) (17) (9) (7) (22)

1 100% 100% -- 100% 100% 100% 100% 100% 99.4% 100% 95.2% 90.7% 100% 91.7% 100%

~ (11) (17)
5.6 4.8 9.3 8.3

(4) (3) (6) (37) (34) (52) (16) (14) (33) (9) (6) (22)

OVERALL MANGE:
YES 97.0% 66.7% -- 77.1% 100% 100% 72.1% 93.9% 79.2% 96.4% 88.5% 6 7 . 8 %  4 2 . 9 %  9 0 . 0 %  9 6 . 1 %

NO 3 . 0 4 . 8 6 . 2 1 5 . 5 3 . 0 1 0 . 7 1 . 8 7 . 7 1 9 . 4 1 4 . 3
NA 2 8 . 6 1 6 . 7 1 2 . 4 3 . 0 10.1 3 . 8 1 2 . 8 4 2 . 9 1 0 . 0 3 . 9 .

(11) (14) (4) (3) (6) (37) (33) (42) (13) (32) (7) (5) (21)

NUMBER
SS NUMBERS 5 6 1 4 12 3 17 4 1 2 3 2 3 22

PCT PROVDG
SVCS TO

H I V +  PTS
2 0 . 0 5 5 . 0 5 0 . 0 5 5 . 5 6 0 . 0 1 0 . 8 5 . 6 1 5 . 0 2 3 . 5 3 8 . 5 5 8 . 3

(15) (40) (18) (11) (5) (37) (36) (60) (17) (13) (36) tl:,
3 . 0
(33)



MOUNTAIN-PLAINS REGIONAL AIDS ETC
COLORADO AIDS ETC

EVALUATION REPORT - PAGE 3

State summary by course
December; 1988 to January, 1990

33 34 35 37
7?9

39
7"89

41 42 43 44 45
6-89 6-89 6-89 7-89 7-89 8-89 8-89 8-89 8-89 8-89

NUMBER
EVALUATIONS 13 7 10 9 13 10 34 12 32 13 13 30 13 6 7

NUMBER ID
MINORITIES 3 2 2 1 3 0 2 1 0 0 0 5 3

DISCIPLINE:
DENTISTRY 7.7%

EMS 100%
MEDICINE 11.1%

MNTL HEALTH
NURSING

PA
PUBL HEALTH
SOCIAL UORK

OTHER

OVERALL

92.3% 84.6% 73.3%
I

27.3% 11.1 8.8% 14.8% 10.0 100% 16.7%
9.1 22.2 7.7 7.7 3.3

22.2 62.5% 16.7% 33.3
12.5 3.7 50.0 16.7

63.6 100% 33.3 92.3 91.2 25.0 81.5 7.7 13.3 33.3 33.3
(11) (7) (9) (13) (10) (34) (8) (27) (13) (13) (30) (13) (6) (6)

EVALUATIOH:
EXCELLENT 75.0% 25.0% 76.9% 33.3% 85.3% 75.0% 52.4% 76.9% 30.8% 46.4% 46.2% 100% 40.0%

GO00 25.0 75.0 50.0% 23.1 66.7 14.7 25.0 47.6 23.1 61.5 53.6 53.8 60.0
FAIR 37.5 7.7
POOR 1 2 . 5

(12) (4) (8) (13) (9) (34) (81 (21) (13) (13) (28) (13) (1) (5)

AVG PCT POINTS 100 100 -- -- 69.2 100 40.0 57.1 96.4 20.0
LISTED (13) (7) (13) (9) (34) (7) (28) (7)

OVERALL POINTS
YELL WE:

YES 98.1% 96.4% 80.0% 100% 100% .100X 96.4% 97.4% 100%
NO 1.4 3.6 20.0 3.6 2.6

(13) (7) (5) (13) (9) (34) (7) (19) (4)

OVERALL CHANGE:
YES 63.1% 91.7% 57.1% 87.8% 91.7% 95.1% 95.8% 86.8% 100% 75.0% 78.6% 84.6% 66.7% 60.0%
NO 10.8 42.9 2 8 2.9 25.0 21.4 15.4 33.3 40.0
#A 26.2 8.3 ;:f 5:6 I::: 4.2 10.3

(13) (7) (7) (13) (9) (34) (6) (17) (4) (12) (28) (13) (3) (5)

NUMBER
SS NUMBERS 5 1 12 8 4 8 5 12 27 8 2 7

PCT PROVDG
SVCS TO
HIV+ PTS

2 3 . 1 44.4 37.5 23.1
(13) (9) (8) (13)

5.9 (120, 4.2 50.0 46.2 53.4 30.8 0 14.3
(34) (24) (8) (13) (30) (13) (6) (7)



NUMBER
EVALUATIONS

NUMBER ID
UINORITIES

MOUNTAIN-PLAINS hbI0NA.L AIDS ETC
COLORADO AIDS ETC

EVALUATION REPORT - PAGE 4

State summary bv course
December, 1988 to Januarv. 1990

tt9 8-89 47 8-89 48 8-89 49 8-89 50 9-89 51 9-89 52 9'r79 9-89 54 9-89 55 9-89 56 9-89 57 9-89 58 9-89 59 I

42 18 11 8 5 14 11 113 12 38 5 11 16 18 17 I

6 0 1 0 0 1 0 28 1 4 0 2 0 2 4 I

DISCIPLINE:
DENTISTRY

ERS
MEDICINE

HNTL HEALTH
NURSING

PA
PUBL HEALTH
SOCIAL UDRK

OTHER

7.1%
4.8 82.2%
11.9

5:::

7.1

t:: 11.8
(42) (17)

5.4%
100% 45.5% 6.3%

100% 33.3% 11.1%
8.1 17.6%

100% 38.8% 8.3 5.4 100% 56.3 17.6

i:: 2.7 41.2
100% 54.5 54.1 58.3 78.4 100% 37.5 88.9 23.5

(11) (8) (5) (14) (11) (98) (12) (37) (5) (II) (16) (18) (17)

WERALL
EVMUATIoH:

EXCELLENT 61.5% 35.3% 63.6% 50.0% 80.0% 14.3% 54.5% 47.5% 16.7% 32.4% 60.0%
GWD 38.5 64.7 36.4 50.0 20.0 71.4 45.5 48.5 62.2 40."
FALR 14.3 4.0

2.;
. 5.4

0 1Y I36.4% 57.1% 52.9% 

Pax

AVG PC1 POINTS
LISTED

9.1
(26) (17) (II) (8) (5) (14) (11) (101) (12) (37) (5) (11) (14) (17) (II)

OVERALL POINTS
llELL MADE:

YES
NO

wERALLcRANGE:
YES 78.8% 94.4% 72.7% 100% 100% 53.8% 100% 86.5% 63.6% 86.5% 80.0% 81.8% 66.7% 82.4% 64.3%
NO 21.2 5.6 27.3 46.2 13.5 36.4 y3.5 20.0 18.2 33.3 17.6 35.7
NA

(33) (18) (11) (8) (5) (13) (IO) (104) (II) (37) (5) (II) (15) (17) (14)

NUMBER
SS NUMBERS 41 18 11 8 4 10 11 84 9 36 4 8 13 17 16

PCT PROVDG
SVCS TO
HIV+ PTS

61.9 5.6 36.4 40.0 28.5 20.0 4.7 45.5 8.3 40.0 6.3 27.8 17.6
(42) (18) (11) (5) (14) (IO) (107) (11) (36) (5) A (16) (18) (17)



MOUNTAIN-PLAINS REGIONAL AIDS ETC
COLORADO AIDS ETC

EVALUATION REPORT - PAGE 5

State summary bv course
December, 1988 to January, 1990

61 62 63 64 65 66 67 68 69 70 71 72 73 74 75
8-89 8-89 8-89 8-89 8-89 8-89 9-89 9-89 10-89 8-89 9-89 9-89 8-89 lo-89 lo-89

NUMBER
EVALUATIONS 8 11 9 3 5 26 15 14 3 6 9 13 21 6 13 4 71

NUMBER ID
MINORITIES 1 1 14 5 3 3 5 2 9 7 1 4 2 14

DISCIPLINE:
DENTISTRY 4.3%

EMS 75.0% 100%
UEDICINE 100% 6 . 7 % 2.8% 14.3%

MNTL HEALTH 20.0%
NURSING 1 2 . 5 1 0 . 0 %  8 0 . 0 9 1 . 7 75.0% 61.5%

PA
PUBL HEALTH
SOCIAL WORK

OTHER
11.1% 3 . 1

1 2 . 5 95.7% 9 0 . 0 1 3 . 3 .lOO% 5 . 6 8 8 . 9 100% 8 5 . 7 8 0 . 0 100% 2 5 . 9 3 5 . 4
(8) (11) (9) (23) (10) (15) (13) (36) (9) (12) (21) (5) (7) (4) (65)

100% 72.7% 75.0% 48.3% 63.2% 25.0% 72.7% 50.0% 66.7% 46.2% 66.7% 83.3% 66.7% 25.0% 10.3%
2 7 . 3 2 5 . 0 4 1 . 4 3 6 . 8 6 6 . 7 2 7 . 3 4 7 . 2 3 3 . 3 4 6 . 2 3 3 . 3 1 6 . 7 3 3 . 3 7 5 . 0 6 2 . 1

2 5 . 9
1 . 7 I

6 . 9 8 . 3 2 . 8 7 . 7
3 . 4

(8) (11) (8) (29) (19) (12) (11) (36) (9) (13) (21) (6) (9) (4) (58)

3 5 . 0
(4)

100%

(4)

OVERALL
EVALUATION:

EXCELLENT
GOW
FAIR
POOR

AVG PCT POINTS
LISTED

OVERALL POINTS
WELL ME:

YES
NO

WERALL CHANGE:
YES 100% 72.2% 80.0% 71.5% 54.3% 93.3% 92.3% 86.1% 77.8% 53.8% 76.2% 100% 100% 100% 74.2%
NO 18.2 14.3 19.6 27.1 6.7 7.7 13.9 22.2 46.2 23.8 25.8
NA 9.1 5.7 8.9 18.6

(8) (11) (7) (22) (14) (15) (13) (36) (9) (13) (21) (6) (4) (4) (62)

NUMBER
SS NUMBERS 8 5 4 18 8 14 14 35 9 13 21 6 9 4 60

PCT PROVDG
SVCS TO 6 2 . 5 7 2 . 7 4 4 . 4 1 7 . 6 4 . 3 4 0 . 0 1 6 . 7 2 2 . 2 0 2 0 . 0 3 0 . 0 7 5 . 0 6 . 3
HIV+ PTS (8) (11) (9) (34) (23) (15) (36) (9) (19) (5) (10) (4) (63)



MOUNTAIN-PLAINS KE/aIONAL AIDS ETC
COLORADO AIDS ETC

EVALUATION REPORT.- PAGE 6

State summam by course
December, 1988 t o Januarv. 1990

76 78 79 80 81 82 83 84 88 89 90
lo-89 lo-89 lo-89 lo-89 lo-89 lo-89 lo-89 lo-89

85 llZ9
10-89

lo?9
lo-89 lo-89 lo-89

NUMBER
EVALUATIONS 16 13 33 14 5 43 19 31 15 9 4 8 13 18

NUMBER ID
MINORITIES 0 0 6 1 3 8 2 6 0 1 2 1'0 5

DISCIPLINE:
DENTISTRY

EMS
MEDICINE

HNTL HEALTH
NURSING

PA
PUBL HEALTH
SOCIAL UGRK

OTHER

2.5%
45.5%

100% 9.1 80.0
5.9%

9.1 97.0% 42.9% 23.5

57.1
17.6

36.4 3.0 100% 17.5 52.9
(16) (11) (33) (14) (4) (40) (17)

100%
23.1% 11.1%

100% 7.7

7.1% 33.3
6.7 14.3%

28.6

83.3 92.9 57.1 69.2 55.6
(30) (14) (8) (4) (7) (13) (9)

OVERALL
EvALlJAlIQI:

EXCELLENT
6400
FAIR
POOR

81.3% 76.9% 14.8% 55.6% 80.0% 11.6% 23.5% 73.3% 50.0% 14.3% 25.0% 46.2% 31.3%
18.8 23-l 77.8 44.4 20.0 51.2 64.7 26.7 28.6 57.1 100% 75.0 53.8 62.5

7.4 32.6 11.8 14.3 28.6 6.3
4.7 7.1

(16) (13) (27) (9) (5) (43) (17) (30) (14) (7) (4) (8) (13) (16)

AVG PCT POINTS
LISTED

OVERALL WINTS
HELL MADE:

YES
NO

OVERALL CRANGE:
YES
NO
NA

NUMBER
SS NUMBERS

PCT PROVDG
SVCS TO
HIV+ PTS

81.3% 92.3% 93.1% 70.0% 80.0% 58.5% 94.4% 80.0% 73.3% 85.7% 75.0% 75.0% 61.5% 85.7%
18.8 7.7 6.9 30.0 20.0 41.5 5.6 20.0 26.7 14.3 25.0 25.0 38.5 14.3

(16) (13) (29) (10) (5) (41) (18) (30) (15) (7) (4) (8) (13) (14)

-14 .’ .15 12 30 4 39 18 28 12 6 4 2 13 15

68.8 0 40.0 14.2 0 16.2 31.6 13.0 0 88.9 25.0 12.5 0 0
(16) (13) (30) (14) (4) (37) (19) (31) (15) (9) (4) (8) (13) (10)



MOUNTAIN-PLAINS REGIONAL AIDS ETC
COLORADO AIDS ETC

EVALUATION REPORT - PAGE 7

State summary by course
December, 1988 to Januarv, 1990

91 92
I,':,

95 96 97 98 99 100 101 102 103 104 105
IO-89 11-89 II-89 11-89 11-89 II-89 IO-89 II-89 11-89 11-89 11-89 II-89 12-89

NUMBER
EVALUATIONS 8 4 16 16 22 15 11 5 26 12 23 9 22 17 22

NUMBER ID
MINORITIES I 0 0 0 1 0 0 4 3 4 0 5 0 0 2 4 I

DISCIPLINE:
DENTISTRY

EMS 9.1% 12.5% 10.0% 14.3% 7.1%
MEDICINE 6.3%

HNTL HEALTH 37.5% 4.5% 1:: 10.0 7.1
NURSING 100% 60.0% 56.3 100% 56.0 45.0 88.9% 57.1

PA
PUBL HEALTH 4.5 60.0%
SOCIAL UORK 50.0 40.0 5.0 4.8

OTHER 12.5 40.0 37.5 90.9 90.9 24.0 100% 30.0 11.1 23.8 100% 85.7
(8) (4) (15) (16) (22) (15) (11) (5) (25) (9) (20) (9) (21) (15) (14)

OVERALL
EVALUATIOW:

EXCELLENT 37.5% 25.0% 50.0% 50.0% 52.9% 23.1% 30.0% 100% 25.0% 41.7% 23.1% 44.4% 72.7% 6.3% 45.5%
GOOD 62.5 75.0 50.0 50.0 47.1 76.9 70.0 65.0 58.3 76.9 55.6 22.7 68.8 45.5
FAIR 5.0 4.5 18.8 9.1
POOR 5.0 6.3

(8) (4) (16) (16) (17) (13) (10) (5) (20) (12) (13) (9) (22) (16) (22)

AVG PCT POINTS
LISTED I

OVERALL POINTS
YELL MADE:

YES
NO

OVERALL CHANGE:
YES 100% 100% 93.8% 87.5% 61.1% 92.9% 100% 60.0% 75.0% 66.7% 66.7% 77.8% 90.9% 82.4% 68.4%
NO 6.3 12.5 38.9 7.1 40.0 25.0 33.3 33.3 22.2 9.1 17.6 31.6
WA

(8) (4) (16) (16) (18) (14) (9) (5) (20) (121 (15) (9) (22) (17) (19)

NUMBER
SS NUMBERS 7 4 11 13 16 15 11 5 24 12 22 9 22 14 20

PCT PROVDG
svcs TO 37.5 50.0 6.7 12.5 47.7 46.7 '18.2. 20.0 4.0 0 26.3 0 n.2 17.6 5.6
HIV+ PTS (8) (4) (15) (16) (21) (15) (11) (5) (25) (10) (19) (9) (22) (17) (18)

i



MOUNTAIN-PLAINS &IONAL AIDS ETC
COLORADO AIDS ETC

EVALUATION REPORT - PAGE 8

State summary by course
December, 1988 to January, 1990

I 12-89 106 12-89 107 12-89 108 II-89 109 II-89 110 11-89 111 12-89 112 113 I-90 114 I-90 TOTAL

NUMBER
EVALUATIONS 12 9 13 31 3 31 8 18 3 6

NUMBER IO
MINORITIES 0 0 0 2 5 2 7 5 3 8

DISCIPLINE:
DENTISTRY

EMS
MEDICINE

HNTL HEALTH
NURSING

PA
PUBL HEALTH
SOCIAL UDRK

OTHER

91.7% 4 . 2 % 4 . 2 % 3.6%
8 . 3 77.8% 1 7 . 9

8 . 3 8 . 3 5.9%
11.1 6.7% 87.5% 7 0 . 6 3 . 6

1 4 . 3
5 . 9 7 . 1

6 . 7 .
11.1 8 6 . 7 100% 8:::

.’ 4 . 2 .
8 3 . 3 1 2 . 5 1 7 . 6 5 3 . 6

(12) (9) (15) (3) (24) (24) (8) (17) (28)

OVERALL
EVALIJATIDN:

E X C E L L E N T  6 6 . 7 %
GOOD 2 5 . 0
FAIR 8 . 3
POOR

(12)

AVG PCT POINTS
LISTED

3 3 . 3 %  7 2 . 0 % 100% 5 5 . 2 %  5 0 . 0 %  6 6 . 7 %  7 9 . 3 %
100% 5 8 . 3 2 0 . 0 4 1 . 4 5 0 . 0 3 3 . 3 1 7 . 2

8 . 3 4 . 0 3 . 4 3 . 4

(9) (12) ‘;& (3) (29) (8) (18) (29)

DVERALL  WINTS
YELL MADE:

YES
N O I

DVERALL  CNANGE:
YES

NO
W A

NUMBER
SS NUMBERS

PCT PROVDG
SVCS TO
HIV+ PTS

5 - 9 0

8 3 . 3 %  6 2 . 5 %  6 1 . 5 %  9 0 . 5 % 1 0 0 %  8 6 . 7 %  8 7 . 5 %  9 4 . 4 % 100%
1 6 . 7 3 7 . 5 3 8 . 5 9 . 5 1 3 . 3 1 2 . 5 5 . 6

(12) (8) (13) (21) (3) (30) (8) (18) (28)

11 5 3 2 4 3 2 9 7 15 31

5 8 . 4 7 7 . 8 8 4 . 6 cr:, 0 1 3 . 3 1 2 . 5 5 . 6
(12) (9) (13) (3) (30) (8) (18)

2 , 2 9 9

3 7 9

1.5%
5 . 6

1 5 . 8
1 . 0

2 5 . 7
2 . 5

?:
4314

(1998)

52.6%
4 1 . 6

5 . 2

c2kZj

84.2%
(595)

98.2%
1 . 8

(619)

79.1%
1 9 . 4

1 . 4
(1743)

1 , 3 5 8

24.5%
(1866)



APPENDIX III

Output Evaluation -- Profile of Geographic Distribution of Trainings
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0

0

0 Vail

0 Denver

0 Evergreen

0 Grand June t i on

0 Colorado Spr ings

0 Canon City

0
Pueblo

0
Ordway

Springf ie lti 0

0
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88 - 83



S i o u x  F a l l s

l.OCA’I’I  ONS 01: I:VAI.llATED  COURSES



S a l t  Lake C i t y 0 0 Park  C i ty

0 St. (korgc

UTAII AIDS ETC
I.Or:A’rIoNS OF EVAI.IIATED  COURSES

IIR . RQ



Casper
0

Laramie
a
Cheyenne a

WYOMING AlDS ETC.

I,OCA’~IONS  OF EVALUATED COURSES

88 - 89



APPENDIX IV

Standard Evaluation Format -- HPAETC's Evaluation Form



-mm Pnnted in U.S.A. NCS Mark  Reflex*  WP82?24-321 A23OS

MOUNTAIN-PLAINS REGIONAL AIDS ETC EVALUATION
USING A NO. 2 PENCIL, COMPLETELY DARKEN A SINGLE OVAL FOR EACH QUESTION BELOW UNLESS INSTRUCTED TO
DO OTHERWISE.

fi SOCIAL SECURITY NUMBER
HOW MANY PEOPLE LIVE IN THE CITY/TOWN IN WHICH YOU WORK?

ast six digits a)
vi 0 under 1 0 , 0 0 0 0 10,000 to 35.000 0 35,000 t3 7o.oco
$ $ g $ g g 0 70.000-  100.000 0 over 100.000

Mark one digit in each box and fill in the
oval representing the same digit in the
column below the box.

(B a a a a) aI / WHAT IS YOUR HIGHEST COMPLETED LEVEL OF EDUCATION?
CZI  a) Q B 0 CII , 0 High school diploma 0 Baccalaureate degree ieg. EA. BS;
0 a (ZI c4> @, a j 0 Vocatronal/certificate  program Cl Master’s degree
~~~$~~ j 0 Associate  d e g r e e 0 Doctoral degree

II

~1 ;vUR OVERALL EVALU&l;;; OF THIS PROGRAM
. 0 Excel lent

WHICH OF THE FOLLOWING BEST  DESCRIBES THE AREA IN WHICH
YOU PRIMARILY WORK? (Select onlv one)
0 Mental health care
0 General acute care medicine
0 Long-term care/rehabrlrtatron
0 General out-patient care
0 Public health agency
0 Ambulance servrce/fire  dept.
0 AIDS servrce organrzatron

’ 0 Alcohol/drug sbuse program
0 Educatron
0 Home health
0 Hosprce
0 Other health care
0 Non-health care !SKIP TO GRID

AT BOTTOM OF FORM)

-1 0 Good 0 Poor I
-1
-i WILL YOU USE INFORMATION ACQUIRED IN THIS PROGRAM TO 1
-i CHANGE YOUR APPROACH TO HIV INFECTION AT WORK?
-1 0  Y e s ONc 0 Not applicable
L:
-i D I D  T H I S  P R O G R A M  M E E T  I T S  S T A T E D OBJECTIVES?
-I 0 Completely 0 Partrally 0 Not at all 0 Objectives not stated HOW MANY YEARS HAVE YOU BEEN WORKING IN YOUR CURRENT
-1 PROFESSION?
-1 DID THIS PROGRAM MEET YOUR PERSONAL OBJECTIVES? i 01-5 0 11-15 0 21-25 0 over 30
-1 0 Completely 0 Partrally 0 Not at all I 06-10 0 16-20 0 2 6 - 3 0
-j 1
-1 S E X  0 Female 0 Male
Ii

/ TO THE BEST OF YOUR KNOWLEDGE, HOW MANY TIMES IN THE LAST
YEAR HAVE YOU PROVIDED PROFESSIONAL SERVICES TO HIV+ CLIENTS?

-1 AGE 0 26-35 0 00 0 6- 15 times 0 over 25 times
-i 8 y;d;r,,l g ;A:;; 0 66-70 0 over 70 j 0 l-5 times 0 1 6 - 2 5  times 0 Don ’ t  know
-;
-1 WITH WHAT ETHNIC GROUP DO YOU PRIMARILY IDENTIFV? / ESTIMATE THE NUMBER OF AIDS EDUCATION AND TRAINING
-j 0  Asran 0 White, non-Hispanic 0 Native American (Indian) * COURSES YOU HAVE PREVIOUSLY ATTENDED.
-1 0 Hispanic 0 Black 1 0 None 06-10
101-5 0  1 1 - 1 5

0 16-20 0 over 25
0 21-25

WHERE DO YOU LIVE?
OCO ON D  O N M  O U T  OOther

OKS  O N E  OSD OWY
j ESTIMATE WHAT PERCENTAGE OF THE FOLLOWING GROUPS YOU

CURRENTLY SERVE? PERCENTAGE
NONE 1-25 26-50 51.75  76-99 100

AI HOW MANY HOURS PER WEEK DO YOU WORK AT YOUR JOB7 Adolescents 0 0 0 0 0 0
m 0 less than 40 0 40 or more Hemophrliacs 0 0 0 0 0 0
I

/
Homosexuals/bisexuals 0 0 0 0 0 0

-1 DO YOU PROVIDE HEALTH CARE SERVICES DIRECTLY TO CLIENTS? Substance abusers 0 0 0 0 0 0
-I 0 Yes 0 No I Asians 0 0 0 0 0 0
Wi 1 Blacks 0 0 0 0 0 0

WHICH ONE OF THE FOLLOWING DISCIPLINES Bm DESCRl6ES Hispanics 0 0 0 0 0 0 ’
YOUR CURRENT OR MOST RECENT PROFESSIONAL ACTIVITY? Native Americans (Indians) 0 0 0 0 0 0

RESERVED FOR REGIONAL OFFICE USE
DENTAL 0 Advanced Certification in7-0 Uentlst
0 Dental hygienist
0 Dental assistant
0 Student
GENERAL AND MENTAL
HEALTH CARE
0 Counselor
0 EMT/Paramedic
0 Nurse
0 Physician assistant
0 Phvslcian (specialty

lvursing
0 Psychologist
0 Social worker
0 Student
OTHER
0 Health administrator
0 Health educator
0 Lay volunteer
0 Other health
0 Non-health

! ! WRITE PRESENTERS IN PRESENTING ORDER ! ! I
CLARITY EDUCATIONAL

SKILLS

00 !~ .-. i
KNOWLEDGE I

-i EXCGO FR PR EXCGD FR PR EXCGD FR PR EXCGO  IP .‘” ’

= PRESENTER/PANEL * 1 0 0 0 0 0 0 0 0 0 0 0 0 ooc3 -I i
II

i

~IPRESENTERIPANEL 02 0 0 0 0 0 0 0 0 0 0 0 0 oc : j
I

fiPRESENlER/PANEL X3 0 0 0 0 0 0 0 0 0000 o - c  -: Ij-

& - 3
-c

=I ;SENTER/PANEL *4 0 0 0 0 0 0 0 0 0 0 0 0

-(PRESENTER/PANEL:I *5 0 0 0 0 0 0 0 0 0 0 0 0 j o&C

-___
d

ooo
0 0 0
0 0 0

ZZEi
0 0 0
0 0 0
0 0 0szg



m m
MOUNTAIN-PLAINS.REGIONAL  AIDS ETC

EVALUATION



-APPENDIX  v

Standard Evaluation Format -- Presenter’s Form



If-
-’

MOUNTAIN-PLAINS REGIONAL AIDS ETC
PRESENTER'S FORM

PRESENTER NAME

DATE OF PRESENTATION

TITLE OF PRESENTATION

LOCATION OF PRESENTATION

LENGTH OF PRESENTATION CONTACT HOURS

A. Please list ALL MAJOR POINTS/OBJECTIVES for your presentation. I
(These should be the specific knowledge or behaviors that you
want the participants to gain from your presentation.) DO
THIS PART AS YOU PLAN YOUR PRESENTATION.

1.

2.

5.

B. Please ESTIMATE the following WHILE PARTICIPANTS ARE FILLING
OUT THE EVALUATION FORM:

1. Total number of participants:

--

2. Number of participants in:

Dentistry (type of
EMS
Medicine (type of
Mental health
Nursing

_ (type of
(type of

Social work
Other (type of

professional

professional
professional
professional

professional

3. Number of participants that are:

Asian Hispanic
Black Native American
Caucasian,Ton-Hispanic Other

514189



APPENJXXVI

Standard Evaluation Format -- wPoolw of KABB Items



t -.

MOUNTAIN-PLAINS BEGIONAL AIDS ETC
OPTIONA& EVALUATION ITEMS

KNOWLEDGE AND BELIEFS ITEMS

Please use the following scale for items 1 through 33:

Agree Disagree Unsure
(A) (D) w
A B C

1. The Human Immunodeficiency Virus (HIV) is
the causative organism in Acquired ImmunoDeficiency
Syndrome (AIDS) and AIDS-Related Complex (ARC).

There is evidence that HIV may be transmitted from an
infected person to an uninfected person by:

2. heterosexual intercourse.
3. being sneezed on.
4. receiving a blood trandfusion.
5. using the same drinking glass.
6. using the same eating utensils.
7. shaking hands.
8. a using the same toilet seat.
9. mosquito bites.

10. unprotected mouth-to-mouth CPR.
11. donating blood.
12. sexual contact with a prostitute.

13. Masks, gowns, and gloves should be worn during all
contact with HIV+ patients.

14. A person infected with HIV may have no symptoms
but will be able to transmit the virus to others.

15. After a person develops antibodies to HIV, he or
she is no longer infectious to others.

16. The only way to control the spread of AIDS is to
prevent the transmission of HIV.

17. A health care worker who is accidently pricked
with a needle containing traces of blood from an
HIV+ patient is at minimal risk of acquiring
the HIV virus.

18. All patients who are seropositive for HIV
have-AIDS.

19. Currently, all blood donated for transfusion is
tested for the HIV antibody.

20. Using a condom during sex is recommended because
it may prevent transmission of HIV.

21. It is not known whether all persons infected with
HIV will develop AIDS.

A D U

A B C

A B C
A B C
A B C
A B C
A B C
A B C
A B C
A B C
A B C
A B C
A B C

A B C

A B C

A B C

A B C

A B C

A B C

A B C

A B C

A B C

,-

1



22. Zidovudine (Retrovir, AZT) is a drug that can cure
AIDS.

23. Women who are infected with HIV can transmit the
virus to their unborn children during pregnancy.

24 Specimens, tissue, and blood samples from all
patients should be handled with the same precautions
as those used for Hepatitis B patients.

25. Ten percent of AIDS patients present with neuro-
psychiatric changes rather than PCP or Kaposi's.

26.

27.

HIV primarily affects red blood cells.

HIV has been isolated from blood, saliva, semen,
and vaginal secretions.

28. The incubation period for AIDS may be up to six
years.

29. Homosexual and bisexual men are at risk of
contracting HIV.

30. Heterosexual contacts of hemophiliacs and intra-
venous drug users are at risk for AIDS.

31. Ethnic background is not an issue in the care of
HIV+ patients.

32. Health care professionals who care for patients
have an ethical obligation not to abandon an
established patient if he or she becomes HIV+.

33. The following statements regarding sputum examination in AIDS patients
with pneumonia are true except:

MOUNTAIN-PLAINS REGIONAL AIDS ETC
OPTIONAL EVALUATION ITEMS

KNOWLEDGE AND BELIEFS ITEMS
A D  U

A B C

A B C

A % C

A B C

A B C

A B C

A B C

A B C

A B C

A B C

A B C

a. it is an inexpensive and noninvasive diagnostic procedure
b. it is less sensitive than bronchoscopy
c. it has a poor yield for infectious causes of pneumonia other than PCP

(i.e., tuberculosis)

7-89



MOUNTAIN-PLAINS REGIONAL AIDS
OPTIONAL EVALUATION ITEMS

ATTITUDE AND OPINION ITEMS

Please use the following scale for these items:

Strongly Strongly
Agree Agree Disagree Disagree Unsure
(SA) (A) (D) (SD) w

A B C D E

ETC

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

SA A
Most people who get AIDS deserve it because of their
behavior. A B CD E

People diagnosed with AIDS should.be  reported to
protect the public health. A-B C D E

All patients should be placed on universal precautions. A B C D E

I am fearful that I may become HIV+ while performing
my job duties.

Iam comfortable with my co-workers' clinical skills
when we are caring for an HIV+ patient.

I do not intend to work with persons who are HIV+.

I do not feel personally threatened by AIDS.

I have sufficient knowledge to protect me from HIV
infection.

If I had a choice, I would choose to work with HIV+
people.

People who are HIV seropositive should be reported
to protect the public health.

I feel comfortable touching an HIV+ patient.

HIV testing for health care professionals who
directly care for HIV+ patients should be
mandatory.

Health care professionals should be able to choose
whether or not to care for an AIDS patient.

A B CD E

'A B CD E

A'B C D B

A.B C D E

A B CD E

A B C  D  E

A B  C D  E

A B CD E

A B C  D  E

A B C  D  E



MOUNTAIN-PLAINS REGIONAL AIDS RTC
OPTIONAL EVALUATION ITEMS

BEHAVIORAL ITEMS

Please select a single response to the following items using the following
scale:

Iam
Iam I I very
very I most prob- prob- I most sure I
sure I likely ably ably likely could
COULD COULD COULD COULB COULD N E V E R NOT
DO DO DO NOT DO NOT DG DO APPLI-

this. this. this. this. this. this. CABLE

1 2 3 4 5 6 7

How sure are you that you could:

1. provide support to the significant
other(s) of a person with HIV
infection? 1

2. wear gloves when drawing blood? 1

3. ask a male patient if he had sex with
another man? 1

4. protect yourself from HIV infection in
your work situation? 1

5. properly dispose of used needles
without sticking yourself? 1

6. clean up human blood spills
appropriately? 1

7. wear gloves when coming into contact
with potentially infectious materials? 1

8. ask IV drug users about their habits
without being judgmental? 1

9. interact with an HIV+ patient the same
as with any other patient? 1

10. protect yourself from HIV infection in
your everyday life outside of work? 1

11. wear gloves when inserting a needle or
catheter for IV infusion? 1

12. start CPR on an HIV+ patient? 1

13. maintain the confidentiality of
an HIV+ patient? 1

14. be comfortable discussing relation-
ship problems with a homosexual couple? 1

15. protect yourself from injury when deal-
ing with a patient with HIV dementia? 1

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

6 7

6 7

6 7

6 7

6 7 ‘_’

6 7

6 7

6 7

6 7

6 7

6 7

6 7

6 7

6 7

6 7

4



MOUNTAIN-PLAINS REGIONAL AIDS ETC
OPTIONAL EVALUATION ITEMS

BEHAVIORAL ITEMS

Iam
Iam I I very
very I most prob- prob- I most sure I
sure I likely dlY ably likely could
COULD COULD COULD COULD COULD NEVER NOT
Do Do Do NOTDO NOT DO Do APPL-

this. this. this. this. this. this. CABLE

1 2 3 4 5 6 7

How sure are you that you could:

1 6 . arrange home care and social services
for an HIV+ patient? 1 2 3 4 5 6 7

17. teach professionals how to take a
sexual history? 1 2 3 4 5 6 7

18. teach people about AIDS as it relates
to working with IV drug users? 1 2 3 4 _5 6 7

19. teach people about the transmiss,ion  of
.HIV? 1 2 3'4 5 6'7

20. teach someone how to counsel
individuals regarding safer sex
practices? 1 2 3 4 5 6 7

21. Does your job prevent you in any way from performing the activities
mentioned in the preceding items? A. Yes B. No

If so, please specify what aspect of your job causes the difficulty?



APPENDIX VII

Standard Evaluation Format -- Sample Event Report

New Mexico “AIDS Educator Workshop” (April 6, July’1989)



MOUNTAIN-PLAINS REGIONAL AIDS ETC
-=. EVALUATION REPORrT

NEW MEXICO AIDS ETC

AIDS Educator Workshop
Lucv Bradlev-Sprinaer and Pat C. Havs

Albuouercrue,  'Jew Mexico
ADril 6, 1989

(n=16)

DISCIPLINE:

/ Dentistry

l Nurse

Physician

1
6.3% I

51.3 I
I

6.2 /

1 Social Worker 6.3 I

I
1 OVERilLL  EVALUATION OF TBIS  PRESENTATION:1
I !I

Excellent 1 Gccd
I /

Talr / Poor /
/

6E.E3  ! 31.3 1 ,

T’ES :I:: ‘ES  i-3.3:
;. Education Princi:lcs (Fat Hays) .5 20.7 QT.5

r;O b'

YES :Ct: ‘ E S  ccl.‘;:

2. Curriculun ( L u c y  Brackey-Swinger) SO 62.5

KO NA 9 . 1

I
I YES ;30: YES 1cox

/ 3. Teaching methods for AIDS Education ua 56.2

uo bi.4
.

YES :GCX YES 91.Z

1 C. P r o g r a m  E v a l u a t i o n N O 6 2 . 5

! (LUCY t3radlev-Springer) N O N A 8.3%



LEEK 00 YOJ PRACTiCE ;R VCRK AT YCUR PRIMAR'L

i-4.  ‘,-8 ~O,ZCO  . 3s.000 33.3, 35,oco - x.sco

23. Adult learners :crd KO have aIl of the fo(;oulng

6.3%_, They are self-directed  at-d self-mt:vated.

6.3, They are motivated by a perceived need.
87.5, They do net mind being told what :+ey need

a, > 100,000

ctiaracteristics  EXCEPT:

:o know.
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MOUNTAIN-PLAINS REGIONAL AIDS ETC
Train-the-Trainer Conference

November 30, 1968

NSTRUCTIONS:  Please circle the responses that correspond to your opinion about the content and quality of
oday's presentations. Use the following scale, BXCBLLBBT (BX or l), GDOD (QD or 2), FAIR (FR or 3), POOR (PR or
), except where indicated otherwise. Completed evaluations should be placed in the box by the door that is
arked @EVALUATIONS'. Your-feedback is appreciated.

TOPIC

HOW TO E ALUATE TEACHING
(N. YWh tman)

EPIDEMIOLOGY/PREVENTION
(R. Hoffman)

IMMUNOLOGY/VIROLOGY
(J. Vennes)

TREATMENT CL.
(G. c

RANIFESTATIONS
Mer 2)

KEYNOTE SPEECH
(J. Arradondo)

PSYCHOSOCIAL ISSUES
(panel)

ETHICS/LEGAL/POLICY ISSUES
(panel)

WHAT PROVIDERS NEED TO KNOW
(panel)

CLA2ITY OF
PRESENTATION

BX GD FR PA

12 3 4

12 3 4

12 3 4

12 3 4

12 3 4

12 3 4

12 3 4

E;~~~T~Ol$L

PRESENTER(S)

BX GD FR PR

12 3 4

12 3 4

12 3 4

1 2.3 4

1 '2 3 4

12 3 4

12 3 4

OVERALL
UALITY OF

SEEP SENTATION

BX GD FR PR

12 3 4

12 3 4

12 3 4

12 3 4

12 3 4

12 3 4

12 3 4

12 3 4

DID YOU RECEIVE INFORMATION
MAT WILL BE USEFUL TO YOU:

A#myN@s
YBS Ni, YE8 ATR:oRK7NA

Y N Y N N A

Y N Y N NA

Y N Y N NA

Y N Y N NA

Y N Y N WA

Y N Y N WA

Y N Y N NA

Y N Y N NA

PLBASB TUBR THIS PAGB  OVBR AUD CONPLBTB TBB ITBRS ON THE OTHER SIDE.

, ,



TRAIN-THE-TRAINER CONFERENCE
November 30, 1988
Page 2

GENERAL C GD FR PR

1. Relevance of conference so far: 1 2 3 4

2. Usefulness of conference so far: 1 .? 3 4

3. Overall quality of conference
so far: 1 2 3 4

4. COMMENTS AND/OR SUGGESTIONS: .



) _. i.._.  4. . ,,‘;,-_.u ---. -. . .

i
.  -)&_ _-_ -  I ) 1, :. ., -. , c a--c--+ -m-w. -.* . . . _ ,_ ..-.  . . . . __, __..L.. ,;_&, ). ._. _.

I .
. .*. .‘.;

WOUNTAIN-PLAINS REGIONAL AIDS RTC
Train-the-Trainer Conference

December 1, 1988

INSTRUCTIONS: Please circle the responses that correspond to your opinion about the content and quality of today's
presentations. Use the following scale, BXCBLLBWT (BX or l), GOOD (GD or 2), FAIR (PR or 31, POOR (PR or 41, except
where indicated otherwise. Completed evaluations should be placed in the box by the door that is marked
'EVALUATIONS'. Your feedback is appreciated.

TOPIC

DID YOU RECEIVE INFORMATION
THAT WILL BE USEFUL TO YOU:

CLARITY OF
PRESENTATION

AT WORK?

C L I M A T E  S E T T I N G

SELF-AGSESSWENT .' :,

CULTURAL/A'N!DNL  FACT&5

USE OF VIDEOTAPES " -

VALUES CLARIFICATION

IGSS EXERCISE
CASE STUDIES/ROLE PLAYS

ADULT LEARNING PRINCIPLES

PROBLEM LEARNERS

THE CNA EXPERIENCE

Y N NA

Y N NA

1 2 3 4 1 2 3 4 1 2 3 4 Y N Y N NA
1 2 3 4  la"3 4 1 2 3 4 Y N Y N NA
1 2 3 4 1 2  3 4 1 2 3 4 Y N Y N NA

1 2 3 4 1 2 3 4 1 2 3 4 Y' N Y N. NA

1 2 3 4 12 3 4 1 2 3 4 Y N Y N NA

PLBABB TURW TBfS PAQB OVER ABD COBPLBTB TBB fTBB8 OW THE OTHER SIDE.



TRAIN-THE-TRAINER CONFERENCE
December 1, 1988
Page 2

C GD FR PB

1. Relevance of conference so far: 1 2 3 4

2. Usefulness of conference so far: 1 2 3 4

3. Overall quality of conference
so far: 1 2 3 4

4. COMBfEW'S AND/OR SUGGESTIONS:



-. 1 -L

ROUNVS REGIONAL AIDS ETC
Train-the-Trainer Conference

December 2,. 1988

INSTRUCTIONS : Please circle the responses that correspond to your opinion about the content and quality of today's
presentations. Use the following scale, BXCBILBRT (BX or 11, QOOD (QD or 2), FAIR (FR or 31, POOR (PR or I), except
where indicated otherwise. Completed evaluations should be placed in the box by the door that is marked
'EVALUATIONS'. Your feedback is appreciated. c

TOPIC
CLARITY OF
PRESENTATION PRESENTER(S)

EDUCATION AS A CBANGE
(R. Saylor)

PROCESS
Y N NA

'Y N NA

DISCIPLINE-SPECIFIC SESSION
YOU ATTENDED: 1..2,3 4 Y N NA

. . ., . r .
/. ..' .i. . i

PLBASB  TmLlO TX16  PAQB OVBR A#p,COltPLBTB TRB ITBXS ON THE OTRBR RIDE.*i .



December 2, 1988
Page 2

1.

2.

3.

4.

In your opinion, has anything been OMITTED from this
is NECESSARY for your discipline? - yes - no -
COMMENT

curriculum that.
not applicable

In your opinion, has anything been INCLUDED in this curriculum that
is UNNECESSARY for your discipline? ~ yes _ no _ not applicable
COMMENT

Does the curriculum for your discipline read clearly?
yes no- - - not applicable COMMENT

In your opinion, does the curriculum make a useful contribution to._. -
discipline? yes no- - - not applicable COMMENT

5.

6.

7.

8.

9.

10.

From the evaluation presentation, was it clear that every training
event involving this curriculum, no matter how short, must be
evaluated? - yes - no COMMENT

From the evaluation presentation, was it clear what evaluation tasks
are required of you in your role as an AIDS trainer?

yes no- - - not applicable COMMENT

Did you get all the information you needed at the conference in order
to teach this curriculum:

a. to others in your discipline? yes . no- - - not applicable
COMMENT

b. to other health professionals? _ yes' no- _ not applicable
COMMENT

Do you think that you need clinical experience withAIDS
BEFORE you can teach this i=urriculum to others?

patients ;v

- yes (Please identify yourself so that-we can talk further with you
about this:

no not applicable COMMENT 1.)
- -

Please rate the following: .EXCW
a.

b.

C .

d.

e.

g.

-. _
overall relevance of the conference 1 z 3 4

overall usefulness of the conference 1 2 . 3 4

facilities at the conference 1 2 3 4

amenities (e.g., refreshments) 1 2 3 4

length of the conference 1 2 3 4

overall quality of the conference 1 2 3 4

COMMENTS ON ANY AND ALL ISSUES RELATED TO THE CONFERENCE, THE
ICULUM. OR THE PRESENTERS.



MOUNTAIN-PLAINS REGIONAL AIDS  ETC
Train-the-Trainer Conference

November 30, 1988

EVALUATION BUMMARY  (n = 99)

EX (Excellent), GD (Good), FR (Fair), PR (Poor)

. CLARITY OF
PRESENTATION

TOPIC

fi 23 9

EPIDEMOII)GY
(R. Hoffman) 19 s 20 6 77 12 11

IMMUNOLOGY/VIROLOGY
(J. Vennes) 81 16 M 20 12

TREATMENT/CL. MANIFESTATIONS
(G. Hertz) ep 10 28 12 11

KEYNOTE SPEECH
(J. Arradondo) u 11 11 16 10

PSYCHOSOCIAL ISSUES
(panel) 40 17 2 29 u 16 1 29 a 19 2 88 12 18 15 7

ETHICS/LEGAL/POLICY ISSUES
(panel) fi 31 3 14129 3 l&g30 3 1 -6 94 4 2

AIDS PATIENT/PARENTS
(panel) 89 11 22 24 1 j&g 12 BlZQ6



TRAIN-THE-TRAINER CONFERENCE
EVALUATION SlJMHARY
November 30, 1988
Page 2

EXC (excellent), CD (good), FR (fair), PR (poor)

GENERA&
PERCENT

DC GD FR PS

1. Relevance of conference so far: 44 49 6 1

2. Usefulness of conference so far: 39 13

3. Overall quality of conference
so far: 37 pp .3

4. COMHENTS AND/OR SUGGESTIONS:

GENERA18  COMMENTS

- The conference and curriculum represented a lot of
work, for which participants were appreciative.
Some feeling for less "sit" time vas expressed.

- The panels were excellent and helpful. Stefan, Mike
and June especially were praised for their openness.

- Some participants commented that more information on
the teaching of curriculum content was necessary.
Others commented that more detailed information on
content was necessary.

- The facilities generally were praised. However,
several participants felt that more space per person
would have been nice.

- The immunology/virology presentation was. at too high a
level for many participants. Some also thought that
the immunology/virology material in the curriculum is
too detailed for use in the core.

- Afternoon topics were not as vell related to the
curriculum as the morning topics.



WUNTAIN-PLAINS  REGIONAL AIDS ETC
Train-the-Trainer Conference

December 1, 1988

OVERALL EVAWATION  SUMHARY  (n - 91)

EX (Excellent), CD (Good), FR (Fair), PR (Poor)

TOPIC

CLARITY OF
PRESENTATION

INTRODUCTION TO ADULT LEiiRNING

CLIMATE SETTING 12 39 8 96 4 s 8 10

SELF-ASSESSMENT = 5 84 9 ,8

CULTURAL/ATTDNL  FACTORS 80 9 10

USE OF VIDEOTAPES 9L 3 80 8 $2

VALUES CLkRIFICATION

LOSS EXERCISE 76 13 11

CASE STUDIES/ROLE PLAYS JO 41 18 1 44 47 8 1 36 44 20 87 13 21 16 11

ADULT LEARNING PRINCIPLES x 36 14 x 33 10 18 14 92 8 u 7 11

PROBLEM LEARNERS 59 30 16 &J& 32 7 gj 36 11 94 6 86 8 5

‘THE CNA EXPERIENCE z 33 8 2ez.27 7 31 33 10 s 5 BP 7 10
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EXC (Excellent), CD (Good), FR (Fair), PR (Poor)

1.

2 .

3 .

4 .

t

PERCENT
WC GD FR PB

.
Relevance of conference so far: 22 47 1

Usefulness of conference so far: 52 46 2

Overall quality of conference
so far: z 47 1

COMKENTS AND/OR SUGGESTIONS:

GENERAt:

- This day was extremely useful. Most participants
commented that'they learned valuable teaching
strategies for use in the future. A few suggested
that this material precede that presented on Day 1.

- It might have been helpful to preview videos during
the evening or at mealtimes. A book sale would also
be valuable for those from rural areas.

.SELECTED SPECIFIC COmENTS,

- The three presenters were repeatedly praised for
their expertise, style, and level of involvement.

- Several participants in Zoe-Ann’s group commented
that case studies went too long.

- Experience sharing among participants was helpful.



POUNTAIN-PLAINS  REGIONAL AIDS ETC
Train-the-Trainer Conference

December 1, 1988

EVALUATION SUMMARY FOR PAT WZARTHY  (n = 30)

EX (Excellent), GD (Good), FR (Fair), PR (Poor)

TOPIC

INTRODUCTION TO ADULT LEARNING

CLIMATE SETTING
SELF-ASSESSMENT 8p 3 17

CIJLTURAL/ATTDNL  FACTORS

USE OF VIDEOTAPES

VALUES CLARIFICATION s 7 B 4 18

u)SS  EXERCISE 67 30 4

CASE STUDIES/ROLE PLAYS 50 27 20 3 u 33 10 3 &3 33 23 87 13 a 10 17

ADULT LEARNING PRINCIPLES 56 33 11 Q 33 4 x 33 11 96 4 74 4 22

PROBLEM LEARNERS 68 14 18 68 29 4 44 25 11 96 4 s 4 1 4

’ THE CNA EXPERIENCE 70 15 15 76 19 5 G 20 15 95 5 . 2 9 5 19



MOUNTAIN-PLAINS REGIONAL AIDS ETC
Train-the-Trainer Conference

December 1, 1988

EVALUATION SUMMARY FOR ZOE-ANN FITZHUGH  (n = 30)

EX (Excellent), GD (Good), FR (Fair), PR (Poor)

Eg;WJkT&O;;L OVERALL DID YOU RECEIVE INFORMATION
CLARITY OF
PRESENTATION PRESENTER w

UALITY OF
P ESENTATION

THAT WILL BE USEFU;TT;O;$:

TOPIC AS&TN$?S
PERCENT PERCENT PERCENT PERCENT'

EX GD FR PR EX GD FR PR EX GD FR PR YES NO YES p=:;E" NA

INTRODUCTION TO ADULT LEARNING 54 39 7 62 31 7 57 36 7 100 96 4
CLIMATE SETTING 56 41 4 && 36 4 63 33 4 100 B 4 8
SELF-ASSESSMENT 55 41 3 61 36 4 54 43 4 JQQ 96 4
CULTURAL/ATTDNL  FACTORS 50 36 14 a 29 11 z37 7 4 93 7 88 8 4

USE OF VIDEOTAPES 43 46 11 2 31 4 52 41 7 96 4 111, 19

VALUES CLARIFICATION Q 31 7 70 22 7 a 31 8 100 96 4
LOSS EXERCISE gQ 20 17 3al7 7 3 59 28 10 3 86 14 D 21

CASE STUDIES/ROLE PLAYS 31 48 21 7 24 4 u 15 439 &$ 31 45 96
ADULT LEARNING PRINCIPLES 45 45 10 x 43 5 42 53 5 100 90 5 5

PROBLEM LEARNERS 39 48 13 22 39 9 43 48 10 96 4 90 10
THE CNA EXPERIENCE 48 48 5 5 5 90 5 55 60 35 50 45 95



MOUNTAIN-PLAINS REGIONAL AIDS ETC
Train-the-Trainer Conference

December 1, 1988

EVALUATION SUMMARY FOR HELEN WIRAMOHTES  (n = 31)

EX (Excellent), GD (Good), FR (Fair), PR (Poor)

TOPIC

E;;;;TdO;$L OVERALL DID YOU RECEIVE INFORHATION
CLARITY OF

8
UALITY OF

PRESENTATION PRESENTER P ESENTATION
TAFT$I;kD;E  USEFUIJ~T$~$:

.

PERCENT PERCENT PERCENT
;pR;;g?

 PR EX GD FR PERz?T

.! 5 _A 10 ze 31 10 41 40 10 89 11 a 20 8

CLIMATE SETTING 44 48 7 7 754 37 41 a 92 8 u 12 4

SELF-ASSESSMENT 42 46 12 22 41 7 41 a 7 &g 12 75 21 4

CUL'RJRAL/ATTDNL FACTORS 35 46 19 41 44 15 37 44 18 72 28 78 17 4

USE OF VIDEOTAPES 45 39 16 1648 36 40 39 13 97 3 82 4 15

VALUES CLARIFICATION 40 35 17 50 36 14 46 39 11 4 gg 12 75 12 12

LOSS EXERCISE 43 33 13 10 50 37 13 40 SQ 13 7 79 21 75 18 7

CASE STUDIES/ROLE PLAYS 39 40 1313 39 55 ,6 32 s gQ 20 67 23 10

ADULT LEARNING PRINCIPLES 48 20 a 25 21 44 u 24 JjlJ 19 fJ!j 12 4

PROBLEM LEARNERS 52 32 16 62 29 8 50 38 12 gg 12 &$ 12

THE CNA EXPERIENCE 53 37 10 63 26 10 56 33 11 95 5 85 10 5

.



POUNTAIN-PLAINS  REGIONAL AIDS ETC
Train-the-Trainer Conference

December 2, 1988

EVALUATION BUXMARY  (n = 62)

EX (Excellent), GD (Good), FR (Fair), PR (Poor)

TOPIC

CLARITY OF
PRESENTATION

PERCENT

EDUCATION AS A CHANGE PROCESS
(R. Saylor) 40 41' 19 B 25 3

EDUCATION TO MEET LOCAL NEEDS
(N. Whitman) ee 1 B) 9 1

DISCIPLINE-SPECIFIC SESSION
OVERALL RATING JJ 47 18 33 u 14 1

Dentistry (n = 10)

EMT (n = 10)

Nursing (n - 23) 22 61 13 4s39 4 27 64 9 87 13 32 13

Physician/PA (n 0 19) 16 22 26 5 26 a 10 10 16 21 26 5 jbJ 6 Ml6

Social work (n - 8) 35 38 25 12 38a 25 50 25 100 22 25



TRAIN-THE-TRAINER CONFERENCE
EVALUATION SL'?Q!!RY
December 2, 1988
Page 2

1.

2.

3.

4.

5.

6.

7.

8.

In your opinion, has anything been OMITTED Iron this curriculum that
is NECESSARY for your discipline? m yes pef no a NA .

COMMENT: General summary lecture: burnout and stress: teambuilding;
crisis theory: death, dying, grieving: health care workers
psychosocial issues; overcoming irrational fear that interferes
with quality care; public health information: names of discipline-
specific journals for updates; DDS, treatment and sp. precautions

In your opinion, .has anything been INCLUDED in this curriculum that
is UNNECESSARY for your discipline? m yes m no 41 NA

Does the curriculum for your discipline read clearly?
m yes _11 no 91 NA

In your opinion, does the curriculum make a useful contribution to
your discipline? a yes 2 no 41 NA

From the evaluation presentation, was it clear that every training
event involving this curriculum , no matter how short, must be
evaluated? 88JE yes l23 no

From the evaluation presentation, was it clear what evaluation tasks
are required of you in your role as an AIDS trainer?
m yes m no 2 NA

Did you qet all the information YOU needed at the conference in order
to
a.

b.

tsach-this curriculum:

to others in your discipline? Bp1 yes m no 3 NA

COMMENT: not sure yet; not sure what role is: need state-
specific data: need slides: need more "how to" practical
learning experience

to other health professionals? m yes m no J& NA

COMMENT:  not sure yet: not sure what role is: need state-
specific data: need more "how to" practical learning
experience

Do you think that you need clinical experience with AIDS patients
BEFORE you can teach this curriculum to others?
211  yes  Isl4: no m N A

9. Please rate the following: ':"'"%R PEXC GO0 OOR

a. overall relevance of the conference &Q 39 1

b. overall usefulness of the conference 48 48 5

c. facilities at the conference 64 11
d. amenities (e.g., refreshments) 12 25

e. length of the conference 21 22, 17

g. overall quality of the conference 12 45 2

10. GENERAL COM?Ja :

- Generally, quite complimentary about conference
and curriculum.

- Neal Whitman specifically and repeatedly praised.

- Requests for more breaks, a public health breakout session, more
small groups, and more time for individual state team plcnning.



.

APPENDIX IX

Instruments for Evaluating Mini-Sabbaticals

1. Regional Instrument
2. Nebraska Modification of the Regional Instrument
3. New Mexico Instrument



MOUNTAIN-PLAINS REGIONA& AIDS ETC
Mini-Sabbatical Evaluation

Please give us your thoughtful and complete evaluation of your
mini-sabbatical experience. This information will be used to
structure the experience for others as well as to provide an
overall assessment of the educational enhancement that a clinical
learning experience such as this can provide for health
professionals.

If you would like to make a personal comment about your mini-
sabbatical experience, please call Lorraine Adams, M.S.W., at 355-
1501 or Richard Call, D.M.D. at 270-5885.

NAME

DISCIPLINE AND SPECIALTY

DATES OF MINI-SABBATICAL EXPERIENCE

What were your primary goals for the mini-sabbatical experience?

What is your overall assessment of the quality of the mini-
sabbatical experience?

Excellent Good Fair Poor
m -

- - -

What is your assessment of the usefulness
components of the mini-sabbatical experience
personal goals?

of the following
for meeting your

Colorado AIDS Excellent Good Fair Poor- - - - - NA
Project

Wed PM-
- Support Group (Tues, Thurs)
- Resource Group (Wed night)

Counseling and
Testing site (UH) Excellent Good Fair Poor NA- - - - -

Denver Nursing Project
for Human Caring Excellent Good Fair Poor NA- - - - -

Hemophilia clinic Excellent Good Fair Poor NA- - - - -
(UH)

Hospice of St.
John Excellent Good Fair Poor NA- - - - -

ID clinic at DGH Excellent Good Fair Poor NA- - - - -
Tues PM-
Wed AM-

ID clinic at UH Excellent Good Fair Poor NA- - - -
(Fri PM)

-

continued



MOUNTAIN-PLAINS REGIONAL AIDS ETC
Mini-Sabbatical Evaluation

Page 2

ID clinic at VA Excellent-
(Fri AM)

Good Fair Poor NA- - - -

ID rounds:
DG-

Excellent Good Fair Poor NA- - - - -

UH-
VA

Excellent Good Fair Poor NA- - - - -

. ---

Infection
control

UH-
VA-

Kaiser Case Excellent-
Management

Good Fair Poor NA- - - -

Laboratory Excellent
(CO. Dept. of Health)

Visiting Nurses -
Association

Discussion-
Home Visit-

Other
(specify) -

Other
(specify) -

Other
(specify) -

Excellent

Excellent

Excellent

Excellent

Good Fair Poor NA- - - -

Good Fair Poor NA- - - -

Good Fair Poor NA- - - -

Good Fair Poor NA- - - -

Good Fair Poor NA- - - -

Comments

Was the length of the mini-sabbatical experience lonq enoush for
you to meet your goals? yes no- -

Comments

Were your personal goals for the mini-sabbatical experience met?

- yes no Comments-



MOUNTAIN-PLAINS REGIONAL AIDS ETC
Mini-Sabbatical Evaluation

Page 3

What was the most useful part of your mini-sabbatical experience?

What was the least useful part of your mini-sabbatical experience?

Did you gain skills and/or knowledge from the mini-sabbatical that
you can use in your work or practice? - yes no-

Comments

What suggestions can you offer to improve the mini-sabbatical
experience for others?

General comments or suggestions

Thank you very much for your help. Please return this form to
Lorraine Adams in person or mail it to: Mountain-Plains AIDS ETC,
4100 E. 9th Avenue, Box A-096, UCHSC, Denver, CO. 80262



MOUNTAIN-PLAINS REGIONAL AIDS ETC
Mini-Sabbatical Evaluation

Please give us your thoughtful and complete evaluation of your
mini-sabbatical experience. This information will be used to
structure the experience for others as well as to provide an u
overall assessment of the educational enhancement that a clinical
learning experience such as this can provide for health
professionals.

If you would like to make a personal comment about your mini-
sabbatical experience, please call Lanyce Keel at 559-6681.

NAME

DISCIPLINE AND SPECIALTY

DATES OF MINI-SABBATICAL

What were your primary goals for the mini-sabbatical experience?

What is your overall assessment of the quality of the mini-
sabbat,ical experience?

E x c e l l e n t G o o d Fair P o o r

What is your assessment of the usefulness of the following i.._
components of the mini-sabbatical experience for meeting your
personal goals?

VS Clinic at UNMC _ Excellent _ Good _ Fair _ Poor _ NA

Rounds at UNMC _ Excellent _ Good _ Fair _ Poor _ NA

Dental Clinic
at UNMC _ Excellent _ Good _ Fair _ Poor _ NA

Immunology Lab _ Excellent _ Good _ Fair _ Poor _ NA

Hemophilia Clinic
at UNMC _ Excellent _ Good _ Fair _ Poor _ NA

Counseling/Testing _ Excellent _ Good _ Fair _ Poor _ NA

Research Labs _ Excellent _ Good _ Fair _ Poor _ NA

Comments



MOUNTAIN-PLAINS REGIONAL AIDS ETC
Mini-Sabbatical Evaluation

Page 2

Was the length of the mini-sabbatical experience long enough
you to meet your goals? _ yes - no

for

Comments

Were your personal goals for the mini-sabbatical experience met?
- yes _ no

Comments

What was the most useful part of your mini-sabbatical experience?

What was the least useful part of your mini-sabbatical experience?

Did you gain skills and/or knowledge from the mini-sabbatical that
you can use in your work or practice? _ yes _ no

Comments

What suggestions can you offer to improve the mini-sabbatical
experience for others?

General comments or suggestions



MOUNTAIN-PLAINS REGIONAL AIDS ETC
Mini-Sabbatical Evaluation

Page 3

Thank you very much for your help. Please return this form to ‘c

Lanyce Keel in person or mail it to: Nebraska AIDS ETC, University
of Nebraska Medical Center, 600 South 42nd Street, Omaha, NE
68105-5130.

l/19/90



New Mexico AIDS Education & Training
Minisabbatical Evaluation

Center

Name : Dates:

A. How did you learn about the program?

El. L o g i s t i c s
1. Were you adequately informed regarding your schedule and

locat ions  for  var ious  act iv i t ies?

2. Were there any specif ic  logistical  problems?

C. Education
1. Was your experience tailored to your level of expertise?

2. Did the pr’ogram meet your expectations? Explain.

3. Were your educational objectives met?

4. What were the most valuable aspects of the program?

5. What were the least valuable aspects of the experience?

D. What suggestions do you have for the minisabbatical program?



APPENDIX x

Evaluation of Effectiveness -- KABB Aggregate Analysis



KNOWLEDGE ITEMS (NM AND WY)
PRETEST AND POSTEST EVALUATION

1. The Human Immunodeficiency Virus (HIV) is the causative
organism in Acquired ImmunoDeficiency  Syndrome (AIDS)
and AIDS-Related Complex (ARC).

There is evidence that HIV may be transmitted from an
infected person to an uninfected person by:

2. heterosexual intercourse

3. donating blood

4. mosquito bites

5. A person infected with HIV may have no symptoms but will
be able to transmit the virus to others.

6. After a person develops antibodies to HIV, he/she will not
develop the disease and is no longer infectious to others.

7. Women who are infected with HIV can transmit the virus to
their fetuses during pregnancy.

8. All patients who are HIV seropositive have AIDS.

9. Specimens, tissue, and blood samples from all patients should
be handled with the same precautions as those used for
Hepatitis B patients.

10. A health care worker who is accidently pricked with a
containing traces of blood from an HIV+ client is at
risk of acquiring the HIV virus.

l/90



KNOWLEDGE ITEMS (NM and WY)
PRETEST-POSTTEST RESULTS

ITEM

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTES2

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

el-4e
---A’

0

0

l SD, STRONGLY DISAGREE; D, DISAGREE; A, AGREE; SA, STRONGLY
AGREE



ATTITUDES/BELIEFS ITEMS (NM AND WY)
PRETEST AND POSTEST EVALUATION

1. Most people who get AIDS deserve it because of their
behavior.

2. If I had a choice, I would choose to work with HIV+
people.

3. People who are HIV seropositive should be reported to
protect the public health.

4. All patients should be placed on universal precautions.

5. Masks, gowns, and gloves should be worn during all
contact with HIV+ patients.

6. I have sufficient knowledge to protect myself from HIV.

7. I feel comfortable touching an HIV+ patient.

l/90

P



ATTITUDE/BELIEF ITEMS (NM and WY)
PRETEST-POSTTEST RESULTS

ITEM

1.

2.

3.

4.

5.

6.

7.

PRETEST I
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

lL_-
%

l SD, STRONGLY DISAGREE: D, DISAGREE: A, AGREE: SA,
STRONGLY AGREE



BEHAVIOR ITEMS (NM)
PRETEST AND POSTEST EVALUATION

How sure are you that you could:

1. provide support to the significant other(s) of an
HIV positive patient?

2. protect yourself from HIV infection in a work
situation?

3. wear gloves when coming into contact with
potentially infectious materials?

4. start CPR on an HIV positive patient?

5. maintain the confidentiality of an HIV positive
patient?

6. ask- a male client if he ever had sex with another
man?

7. clean up human blood spills appropriately?

8. interact with an HIV infected client the same as
with any other client?

9. be comfortable discussing relationship problems with
a homosexual couple?

10. ask IV drug users about their habits without being
judgmental?



BEHAVIOR ITEMS (NM)
PRETEST-POSTTEST RESULTS

ITEM

1.

2.

3.

4.

5.

6.

7.

a.

9.

10.

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

PRETEST
POSTTEST

D M C MLC vsc*

l ND, NEVER DO; MLN, MOST LIXELY NOT: PN PROBABLY NOT
PC, PROBABLY COULD; MLC, MOST LIKELY CbULD ; VSC, VER;Y
SURE COULD



- I I Printed in U.S.A. NCS Mark Reflex’ MP82124.321 A2305

I -
B MOUNTAIN-PLAINS REGIONAL AIDS ETC EVALUATION
I
1 USING A NO. 2 PENCIL, COMPLETELY DARKEN A SINGLE OVAL FOR EACH QUESTION BELOW UNLESS INSTRUCTED TO

HOW MANY PEOPLE LIVE IN THE CITY/TOWN IN WHICH YOU WORK? :
0 under 10,000 0 10,000 to 35,000 0 35.000 to 70,000
0 70,000- 100,000 0 over 100,000

;30CIAL SECURITY NUMBER
,ast six digits only)

Mark one digit in each box and fill in the
oval representing the same digit in the
column below the box.

WHAT IS YOUR HIG H EST COMPLETED LEVEL 0~ EDUCATION:, I
0 Hrah school diploma 0 Baccalaureate deoree (ea. BA. BS) 1
0 Vo&rtronal/certificate  program 0 Master’s degree - -
0 Associate degree 0 Doctoral degree

/
WHICH OF THE FOLLOWING E DESCRIBES THE AREA IN WHICH /
YOU PRIMARILY WORK? (Select only one)
0 Mental health care 0 Alcohol/drug abuse program
0 General acute care medtcine 0 Education

/
I

0 Long-term care/rehabilitation 0 Home health I
0 General out-patient care 0 Hospice I
0 Public health agency 0 Other health care /
0 Ambulance service/fire dept. 0 Non-health care (SKIP TO GRID ;
0 AIDS service organrzatron AT BOTTOM OF FORM) I

( -- OQOQOO
: -
’ I
: II

YOUR OVERALL EVALUATION OF THIS PROGRAM g g g $ g g
IS: 0 Excellent 0 Fair

: _I
0 Good 0 Poor

L
’
i

_I WILL YOU USE INFORMATION ACQUIRED IN THIS PROGRAM TO
-j CHANGE YOUR APPROACH TO HIV INFECTION AT WORK?

: - 0 Yes 0 No 0 Not applicable
: -
: - DID THIS PROGRAM MEET ITS STATED OBJECTIVES?
’ - 0 Completely 0 Part ia l ly
i -

0 Not at all 0 Objectives not state{

: - DID THIS PROGRAM MEET YOUR PERSONAL OBJECTIVES?
- 0 Comp le te l y  0 Partrally 0 Not at all

! -, SEX 0 Female 0 Male
I -
i -’ AGE 0 under 2 1 0 21-25 0 2 6 - 3 5 0 36-45
: - 0 46-55 0 56-65 0 66-70 0 over 7 0

WITH WHAT ETHNIC GROUP DO YOU PRIMARILY IDENTIFY?
0 White, non-Hispanic 0 Native American (Indian)

O U T  OOther
O N E  OSD OWY

HOW MANY YEARS HAVE YOU BEEN WORKING IN YOUR CURRENT
PROFESSION?

;

0 1-5 0 11-15 0 21-25 0 over 30
0 6-10 0 16-20 0 26-30 1

1
TO THE BEST OF YOUR KNOWLEDGE, HOW MANY TIMES IN THE LAST ’
YEAR HAVE YOU PROVIDED PROFESSIONAL SERVICES TO HIV+ CLIENTS? I
00 0 6- 15 times 0 over 25 times
0 l -5  trmes 0 16-25 times 0 Don’t know

ESTIMATE THE NUMBER OF AIDS EDUCATION AND TRAINING
COURSES YOU HAVE PREVIOUSLY ATTENDED.
0 None 0 6 - 1 0 0 16-20 0 over 25
0 1-5 0 ‘1-15 0 2-l-25

ESTIMATE WHAT PERCENTAGE OF THE FOLLOWING GROUPS YOU
CURRENTLY SERVE? PERCENTAGE

;

N O N E  l - 2 5  2 6 - 5 0  5 1 - 7 5  7 6 - 9 9  1 0 0 /
!Adolescents 0 0 0 0 0 0

Hemophrliacs 0 0 0 0 0 0
- HOW MANY HOURS PER WEEK DO YOU WORK AT YOUR JOB?
- 0 less than 40 0 40 or more

Homosexuals/bisexuals
Substance abusers
Asians

000000
000000
000000

- DO YOU PROVIDE HEALTH CARE SERVICES DIRECTLY TO CLIENTS?
- OYes 0 No

Blacks 0 0 0 0 0 0
Hispanics 0 0 0 0 0 0
Native Americans (Indians) 0 0 0 0 0 0

RESERVED FOR REGIONAL OFFICE USE

-
I

I

I

WHICH ONE OF THE FOLLOWING DISCIPLINES BEST  DESCRIBES
YOUR CURRENT OR MOST RECENT PROFESSIONAL ACTIVITY?

DENTAL 0 Advanced Certification in
0 Dentist Nursing
0 Dental hygrenist 0 Psychologist
0 Dental assistant 0 Social worker

0
-

E
0=:

0
0 Student
GENERAL AND MENTAL
HEALTH CARE
0 Counselor

0 Student
OTHER
0 Health administrator
0 Health educator

0
6 E

00 EMT/Paramedic 0 Lay volunteer
0 Nurse 0 Other health
0 Physician assistant 0 Non-health
0 Physicran  (specialty

I

=:
0

0z--
RELEVANCE CLARITY EDUCATIONAL KNOWLEDGE

SKILLS ,! ! WRITE PRESENTERS IN PRESENTING ORDER ! !
I

= PRESENTER/PANEL # 1

EXCGD  FR PR 1 EXC GO FR PR 1 EXCGD FR PR 1 EXC GD FR PR

I 0 0 0 0 I 0 0 0 0 I 0 0 0 0 0 0 0 0
I

= PRESENTER/PANEL #2 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

,sRESENTER,PANEL #3 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

L

~ _SENTER/PANEL #4 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
-

= PRESENTER/PANEL #5 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0





NEW ENGLAND AIDS EDUCATION AND TRAINING CENTER

EVALUATION REVIEW

I. OVJBVIEW

The New England AIDS Education and Training Center (NEAETC) is based at
the Statewide AHEC Office at the University of Massachusetts Medical School in
Worcester, Massachusetts. As initially funded, the ETC covered the states of
Massachusetts, Rhode Island, Maine, New Hampshire and Vermont. In the second
year of the project, the region was expanded to include Connecticut. The
three northern states (Maine, New Hampshire and Vermont) are served through a
subcontract with the Maine Consortium for Health Professions Education.

Programs offered include faculty development, train-the-trainers, mini-
residencies, regional conferences and programs targeting providers of care to
minority populations. The program also focuses on impacting students in
professional schools and residents.

The core of the NEAETC’s  evaluation is the collection of output data;
subcontractors are required to provide specified output data on all courses.
The NEAETC staff evaluate its faculty development programs and coordinate
follow-up evaluation of its own faculty development programs as well as the
mini-residencies of its subcontractors. Subcontractors are responsible for
evaluating the programs they present with the format and intensity left to
their discretion. Most do formative evaluation of the events; some use
pre/post or post-only questionnaires to measure program effectiveness.

II . ADMINISTRATION OF THE EVALUATION PROCESS

A. The Evaluation Plan

The NEAETC’s  evaluation plan emphasized both formative and summative
evaluation.

Formative Evaluation. Formative evaluation was planned to provide
information to ETC staff to assist them in the process of developing
effective programming.

Summative Evaluation. Summative evaluation was planned to provide
information to the national AIDS ETC office, to help document use of
federal dollars as well as the effectiveness of various approaches.

The ETC’s evaluation was to be aimed at answering five basic evaluation
questions:

What is being done?

Data aimed at answering this question included:

0 structure and function of various steering committees created for
planning and coordination of ETC efforts
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0 number of programs offered, by type of program, length, content and
location for each program component

0 number of participants for each type of training, by discipline, and
type of practice, or type of resident or student

0 changes in curriculum

0 description of various teaching materials or resources developed
with ETC funds and their use

Is the nrozram  effective?

Evaluation methods aimed at answering this question included:

0 Short Programs. Post-training participant evaluation, via
questionnaire, of speakers, the importance or value of program
emphasis, with suggestions for future programs.

0 Mini-Residencies/Faculty Development Programs. Pre-post tests were
to be utilized to assess changes in attitude or information
retained. To the extent possible, the ETC intended to use
instruments, scales or questionnaires obtained from the literature
or through the ETC network, particularly in the attitudinal domain.

Three to six months after the completion of the above programs,
participants were to be followed up. Faculty development programs
were to be assessed in terms of the new teaching programs
participants have implemented, the ETC curriculum suggestions that
have been adopted, or the teaching materials that have been
utilized. Mini-residencies were to be assessed in terms of the
impact on care provided for the AIDS patients of program
participants, the referral patterns of participants, and the
participant’s use of community resources.

Is the program cost-effective?

Evaluation data aimed at answering this question included:

0 Cost per participant. Cost data was to be analyzed for each program
component with the recognition that this ratio would vary depending
on length, intensity of training, purpose of the program, etc.

Has the ETC contributed productively to the ongoing efforts of the
various organizations/facilities collaborating in the project?

Evaluation methods aimed at assessing collaboration included:

o Qualitative assessment, via periodic interviews, to obtain
information on the contribution made by the ETC to the ongoing
education efforts of its subcontractors were to be conducted
through the three-year project period.
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Has the ETC made a contribution to the development of multi-disciplinary,
community-based care for AIDS patients in communities throughout the
region?

Evaluation methods aimed at answering this question included:

o Qualitative assessment which was to attempt to correlate training
outputs with measures of changes in service, particularly progress
on the development of regional systems for care of AIDS patients and
changes in referral patterns. Information-gathering for this
assessment was to include interviews with individuals responsible
for the provision and planning of health care for individuals with
HIV infection. These assessments were to be made periodically
throughout the program.

For the most part, the evaluation plan with regard to education and
training activities has been implemented as initially conceived. cost
analysis has been minimal and the qualitative evaluations of the collaboration
process and the degree to which training has contributed to multi-disciplinary
systems of care have not yet been undertaken in a formal way.

B. Locus of Responsibility

1. Staff Responsibility

Oversight of evaluation activities of the ETC is provided by the Program
Administrator, Alan Chuman, M.P.H. Mr. Chuman spends 40% of his time on ETC
activities, of which evaluation is only one of his responsibilities. He
concurrently serves as Associate Director of the Massachusetts Statewide AHEC
Program and has been responsible for evaluating data management and manpower
studies for the AHEC program since its inception.

Mr. Chuman is responsible for conducting six-month follow-up evaluations
of programs such as faculty development workshops and mini-residencies to
assess the utility of the program and the degree to which it resulted in
additional training programs being conducted by the participants.

2. Contractor Responsibility

Each subcontractor is responsible for conducting an evaluation of each of
its own programs. While subcontractors are required to do some type of
evaluation, only the nature of the output data is specified. The format of
any additional evaluation is negotiable , and varies according to the level of
intensity of the training offering.

C. Coordination of Evaluation Activities

Coordination of evaluation activities across the ETC is rather informal.
The NEAETC Program Administrator has sent some of the subcontractors copies of
evaluation tools used by the AHECs and others to serve as examples. The
NEAETC staff make themselves available to assist subcontractors in developing
evaluations should they request it. In addition, the Program Administrator
assists some of the contractors by tabulating and interpreting their
evaluation results.
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The primary forum for formal coordination of evaluation activities is the
semi-annual meeting attended by all subcontractors as part of the management
function. During this meeting, the discussion is said to frequently turn to
evaluation issues. Minutes of these meetings confirm this.

The NEAETC maintains quality control over the subcontractors activities
by ensuring that an ETC staff member or an AHEC representative attend most of
the offerings. The Program Coordinator most frequently serves the quality
control function.

D. Reporting of Findings

The NEAETC Program Administrator prepares a report on each of the follow-
up evaluations he conducts. These reports include an aggregation of the data;
the extent of analysis varies somewhat depending on the number of respondents.
In addition, he attaches a cover letter interpreting the findings;
interpretations have become more and more substantive over time.

Subcontractors are expected to prepare evaluation reports on each
training they conduct and submit these as a component of the final report.
However, those subcontractors involved in the more intensive training efforts
such as mini-residencies and faculty development workshops have tended to
submit summary reports of their trainings more frequently, generally
semiannually.

In the first six-month progress reports to HRSA, the NEAETC has included
a summary of its evaluation activities. In more recent progress reports,
descriptions of evaluation activities and findings have been lacking.

III . APPROACHES TO PROJECT EVALUATION

A. Project Honi  toring

The ETC’s goals and objectives in its original grant proposal are defined
in terms of the activities it intended to carry out. These include:

l establish a mechanism for inter-institution collaboration

. provide faculty development and mini-residency training
programs

. provide training on the prevention, diagnosis and
treatment of HIV infection to practicing health
professionals

. provide for development of curriculum and training
opportunities for professional school students and
residents

. provide for special focus training for health
professionals serving minorities

. provide for coordination of ETC activities
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. provide plan for continuation beyond project period

While the ETC generally prepares its reports according to the above-listed
activities, the lack of specific targets and timeframes prevents the ETC from
using the statement of goals as a framework for truly meaningful project
monitoring.

Given the collaborative nature of the NEAETC, a great deal of monitoring
of subcontractor activities occurs informally via ongoing and frequent
contacts between the staff--particularly the Program Coordinator, the Health
Educator, and the Program Administrator--and NEAETC subcontractors.

B. Output Evaluation

The analysis of output data serves as the core of the NEAETC’s
evaluation.

At the outset, the ETC has established targets for each of its training
programs, for each of the three program years. These targets provide a frame
of reference against which the ETC can measure actual level of activity.
These targets are included in Appendix I.

In the first year, the ETC exceeded its overall target number of trainees
by nearly 75X,  reaching 7,606 individuals rather than the targeted 4,366.
Targets were exceeded in all categories of training including the mini-
residencies where 115 providers were trained rather than the 84 targeted.

Data is maintained on all programs sponsored or co-sponsored by the ETC,
including program title, location, date, target population, number of
participants by discipline, and co-sponsor. These data are collected via the
Program Report and the Attendance Report forms developed by the NEAETC. The
Program Report gathers data by offering, be it one hour, one day, two days or
multiple sessions. Data gathered on the Program Report form include:

.

.

.

Program title
Coordinator’s name
Sponsoring agency(s)
Date(s)
Location
Number of contact hours
Number of sessions
Type of program (faculty development, mini-
residency, in-service, train-the-trainer,
conference)
Format (lecture, panel, grand rounds,
consultation clinic, clinical practicum,
audiovisual, workshop, small group)
Registration fee (yes/no)
CEUs (yes/no)
Evaluation methods used

The Attendance Report form enumerates the attendees by crossing “provider
type” (medical resident, physician, dentist, nurse, nurse practitioner,
physician assistant, social worker, dental hygienist, other) with “practice
setting” (hospital, private practice, community health center, educational
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institution, other). A sample of the Program Report form and the Attendance
Report form are included in Appendix II.

Subcontractors are required to complete these forms for all offerings and
are asked to submit them to the NEAETC headquarters within a month of the
offering’s completion. More typically, the reports are batched and submitted
semiannually. Most subcontractors prepare an analysis summary and submit it
along with their progress reports. The Program Administrator reviews all
reports. Depending on the results, he may follow-up with the Program
Coordinator.

The ETC estimates that, realistically, it has hard numbers on about 80%
of the programs under its sponsorship. For the most part, rather than
determining actual counts of minority participants, estimates are made.
However, evaluation forms for some events ask for this data directly. This
information was gathered in one instance, for example, by phrasing the
question “To fulfill Federal funding requirements the following optional
information is requested.”

No automated training database is maintained. Hard copy files are
maintained at the NEAETC headquarters. It is estimated that approximately two
days per year are required to make hand tabulations of the data required for
reporting project outputs to HRSA.

C. Cost Efficiency and Cost Effectiveness

Across the board cost analyses have not yet been done; those analyses
that have been performed have been done more for management purposes related
to issues of budget and equity than for evaluative purposes. Analyses have
been conducted for the faculty development and the conference components of
the program. In the latter case, the unit of analysis has been the cost per
“training day” which is defined as 5-6 contact hours rather than on cost per
participant.

The NEAETC will undertake more extensive evaluative cost analysis when
requested to do so by HRSA and when more definition is given to the purpose
that such a cost analysis is meant to serve.

IV. .PORMATIVE  EVALUATION OF PRODUCTS DEVELOPED

The products developed by NEAETC have been primarily produced in the form
of print media. The major audiovisual product produced under NEAETC auspices
has been the videdtape “Haitians and HIV Infection,” which has been subjected
to extensive external expert review but no other form of formative evaluation.

V. APPROACHES TO EVALUATING INDIVIDUAL EDUCATION AND TRAINING INTERVENTIONS

A. Standardization of Evaluation ETC-Wide

The only truly standardized evaluation component ETC-wide is that for
collecting output data as described in Section 1II.B. However, a relatively
standard approach to the formative evaluation of training events and the
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evaluation of training outcomes are evolving, although subcontractors are not
required to follow this approach.

Informal NEAETC guidelines suggest that, for shorter programs, formative
evaluation of the event be conducted along with a simple assessment of
effectiveness. Standard.approaches  to formative evaluation are described in
Section B below along with other approaches used by individual subcontractors.

Intensive programs tend to include both a formative evaluation of the
event, along with a two-stage assessment of training outcomes (effectiveness
and impact). The approaches to evaluating effectiveness and impact are
described in Section C below.

B. Approaches to the Formative Evaluation of Training Events

The NEAETC uses the dual concepts of “educational quality” and
“usefulness” as the focus of its approach to formative evaluation.
Participants are asked to rate both the overall event as well as individual
components on these two dimensions , generally using a 4 or 5-point rating
scale. NEAETC formative evaluation instruments often contain open-ended
questions, asking participants to identify the most useful and the least
useful aspects of the event.

More focused formative evaluations are conducted on specific events,
usually the more intensive ones. The faculty development program for primary
care providers is one example of a program which conducts a more extensive
formative evaluation. The methodology is described below in Section V1.B.

The format for the formative evaluation of individual events may deviate
from the standard from time to time, particularly when the event is co-
sponsored with other organizations. One example is the evaluation of
workshops included in the “Creating AIDS Care Partnerships: The Clinical and
Community Response to Mental Health Professionals.” A copy of this instrument
is included as Appendix III.

The Massachusetts Hospital Association uses its own format for formative
evaluation. It considers seven questions:

. does the content fulfill the behavior
objectives?;

. was the content presented in a logical and
orderly progression?;

. was the content appropriate to the participants
learning needs?;

. were the teaching methods used effective?;

. was the speaker well-prepared in quality and
delivery of information?;

. was the time allotted for each presentation
adequate?; and
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. were the physical facilities adequate?.

The MBA’s  program evaluation instrument presents these questions as positive
statements, asking whether participants agree or disagree along a 4-point
scale. In addition, participants are asked the extent to which the
information is new or repetitious. A copy of this instrument is included as
Appendix IV.

C. Approaches to Evaluating Training Outcomes

Outcomes examined in NEAETC evaluations include effectiveness in
conveying knowledge, effectiveness in increasing confidence in skill levels,
impact in terms of changes in behavior and tasks, particularly training
others, actually executed.

1. Evaluation of Program Effectiveness

The evaluation plan called for pre/post-training testing for mini-
residencies and faculty development programs. This is actually done in one of
two ways:

. pre and post-training testing; and

. post-training self-reporting.

Pre and Post-Training Testing. Pre/post-training testing is done by
subcontractors according to their individual level of interest. The NEAETC
does not push it. Two of the ETC’s programs serve as examples of the use of
pre and post testing for evaluating training effectiveness. Both examine the
effectiveness of the program in the cognitive domain, i.e. the degree to which
participants’ knowledge increases as a result of the training.

The three-day faculty development program for primary care providers on
substance abuse, developed jointly by the NEAETC staff and the Yale
subcontractor, includes a fairly extensive evaluation of program effectiveness
based on 88-item multiple choice test administered both at the beginning and
the end of the training. The test is entirely knowledge-based and heavily
clinical in nature. A copy of the test is included in Appendix V.

The Massachusetts Hospital Association’s “AIDS: Train the Trainer
Program” includes a pretest/posttest containing 15 fill-in questions, each
keyed to one of the program’s learning objectives. While this instrument is
still used in conjunction with the course, the subcontractor questions
whether the ability to memorize facts is a true measure of effectiveness.
Therefore, the data are reviewed but not tabulated and no conclusions are
drawn. A copy of this instrument is included in Appendix VI for purposes of
documentation.

Post-Training Self-Reporting. For its more intensive courses, the NEAETC
attempts to assess a course’s effectiveness in terms of increasing
participants’ confidence in their own knowledge level or skill proficiency.
At the end of the course, participants are asked to recall and rate their
confidence level prior to the course, and then rate it as it is at the close
of the course. The knowledge and skills examined correspond to those which
are the focus of the course, and therefore vary from course to course.



NEAETC
Evaluation Review
Page 9

Ratings are generally done on a 5-point scale. Section VI illustrates several
applications of this methodology.

2. Evaluation of Program Impact

To evaluate the impact of the faculty development programs and the mini-
residencies, a follow-up evaluation is scheduled to be conducted six months
subsequent to the program. Questionnaires are mailed to participants from the
NEAETC headquarters with a cover letter signed by the trainer. A month later,
a blind reminder with a second copy of the questionnaire is sent to all
participants to give those who have not yet responded a second chance to do
so. As a result, the response rate has been very high.

Impact is measured in one or more of the following ways:

. participants’ general assessment, in retrospect,
of the utility of the course after having had an
opportunity to return to work and try to apply
what was learned;

. participants’ more specific assessment, in
retrospect, of aspects of the course that have
been most useful as they have pursued their
role 1) as an educator for residents, students
or colleagues, and 2) as a provider of health
care for persons with AIDS;

. identification of specific things that
participants do differently as a result of
having taken the course; and

. identification of new educational programs on
HIV infection/AIDS that the participants have
developed, coordinated or served as an
instructor which can in some way be attributed
to participation in the NEAETC course.

The results of the follow-up are summarized by the Program Administrator.
Summaries along with a cover letter containing feedback are returned to the
subcontractor.

D. Unique and Interesting Techniques Used

1. Self-Evaluation Testing

Under subcontract with NEAETC, the Somerville Portuguese American League
developed a self-study manual for Portuguese-speaking health care
professionals. Included in the manual is a self-evaluation questionnaire
which focuses on misconceptions about a multiplicity of possible workplace
risks and infection control precautions. The questionnaire and the answer
sheet, which are included in Appendix VII, like the rest of the manual are in
Portuguese.
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2. Case Conference Debriefing

At the Rhode Island Hospital mini-residency site, informal assessment of
effectiveness is built into the clinical experience. At this site, formal
case conferences are held. Following the case conference, participants
debrief with the trainers, providing feedback to the trainers on what the
participants have learned.

3. Standardized Patients

The Standardized Patient methodology makes use of “actors”  trained to
respond as patients according to a specific protocol. The NEAETC has used
this methodology with fourth year medical students and internal medicine
residents to train them to educate and gather data from patients, and to .
evaluate their performance in doing so.

Two standardized cases were developed for fourth year medical students.
226 students at the University of Massachusetts, Brown University, University
of Connecticut and Albany Medical School each spent 15 minutes with one
standardized patient. They were asked to obtain a focused and relevant
history, perform a relevant physical exam, develop a differential diagnosis,
communicate their impressions and provide patient counseling.’ The students
were given written feedback on their performance. The use of the standardized
patient methodology is ongoing for medical students in their third year
internal clerkship at UMass.

Two standardized patients were also developed for use with the internal
medicine residents. 221 internal medicine residents at 19 training programs
in Massachusetts, Rhode Island, Connecticut and New York participated and were
given written feedback on their performance.

VI. EVALUATIONS CONDUCTED

A significant amount of evaluation has been carried out by the NEAETC and
its subcontractors, much of which was initiated at the outset of the project.
Evaluation of some programs, such as the UMass Mini-Residency Program, did not
begin in a substantial way until the second year. However, currently,
evaluation is an integral part of all programs. For the most part, formal
evaluation reports are prepared in each case. The evaluations conducted on
the ETC’s more intensive programs are described below.

A. Family I4edicine Preceptor Conference

On September 16, 1988, NEAETC co-sponsored with the UMMC Department of
Family and Community Medicine a one-day workshop on HIV infection for private
practice physicians and others who serve as preceptors to third-year medical
students at the UMass Medical School. The workshop, attended by 33 family
physicians and pediatricians, included a didactic component covering
epidemiology, testing and counseling, and clinical manifestations, a panel
including foster parents of children with AIDS, and small group/role play
sessions emphasizing counseling techniques.

The formative component of the workshop’s evaluation indicated a positive
response to the session; the evaluation of its effectiveness indicated
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increased confidence on the part of participants in their knowledge of the
primary care management of patients with HIV infection.

B. Faculty Development Program

The NEAETC faculty development program, “AIDS for the Primary Provider,”
is targeted toward faculty with responsibility for teaching medical students
and/or residents. This two and a half day program has been held annually and
has accommodated 19 participants in each round, the majority of whom were
physicians.

The program is evaluated formatively, in terms of the quality of the
educational experience, for its effectiveness in enhancing specific skill
areas, and for its impact on improving the quality of AIDS teaching.

A pre-workshop questionnaire focuses on the congruence between the
workshop objectives and the participant’s personal objectives for attending
the course. Thirteen knowledge and skill areas are identified:

.

.

.

.

.

.

.

taking a sexual history
counseling a patient worried about AIDS
explaining the pros and cons of AIDS testing to
patients
giving a patient the results of an AIDS test
advising a reluctant resident or colleague about
the care of a patient with AIDS
dealing with the first major illness of a
patient with AIDS
discussing advanced directives and preferences
for terminal care for a patient with AIDS
being aware of issues unique to minority
patients
being aware of issues unique to women and
children
counseling an IV drug user about AIDS
dealing with significant others of a patient
with AIDS
understanding ethical issues
understanding burnout

A major focus of the post-workshop questionnaire is to gain formative
information on the structure, content and process of the workshop. The
questionnaire includes:

. overall impressions of the educational quality
of the program and its usefulness on a 5-point
rating scale;

. assessment of the educational quality and
usefulness of each of the eleven content modules
on a 5-point scale;

. assessment of the value of the workshop’s
primary instructional methods (lectures,
interviewing work groups, self-awareness groups,
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written material) via both overall rating and
specific rating of two of the methods in terms
of educational quality of the experience, the
usefulness of the experience, and the way the
experience was or was not helpful in achieving
the participant’s own learning objectives;

. assessment of the individual facilitators,
specifically what each did to help participants
achieve their goals, and what each did that was
least helpful;

. assessment of the educational “climate,” defined
in terms of the clarity, relevance and
attainability of the educational objectives,
degree to which the process is teacher or
learner-centered, the flexibility and pace of
the process, and the complexity and interest of
the content; and

. open-end questions on the most useful and least
useful aspects of the course;

The questionnaire taps the dimension of effectiveness by asking participants
to rate their knowledge or proficiency in each of the same thirteen areas
covered on the pre-training questionnaire both prior to training and after
completing the workshop via a 5-point scale.

Aggregated post-training data from the first annual faculty development
conference held in November 1988 indicated that the overall quality of the
workshop was excellent and that the course was perceived as extremely useful.
The interviewing workgroups, particularly the role play exercises, were
considered the most valuable portions of the program. The lectures were
considered least valuable, and were said to have been more technical than
needed for primary care providers. All of the modules were rated similarly in
terms of educational quality, with “Medical Aspects of Screening and Testing,”
“Medical Aspects of Infection Control,” and “Intravenous Drug Use and AIDS”
rated slightly higher in educational quality, and “intravenous Drug Use and
AIDS” rated highest in usefulness. According to the participants self-
assessment, the faculty development program was most effective in increasing
their ability to counsel an IV drug user about AIDS and increase their
awareness of issues unique to minority patients, improvement measuring 40% in
each of these areas. Interestingly, participants registered a decline in
their ability to explain the pros and cons of AIDS testing to patients after
the workshop, perhaps because they were more sensitized to the complexities.

A follow-up questionnaire was mailed to the 19 participants by the NEAETC
headquarters in June 1989. A reminder was mailed two months later. 18
participants responded for a response rate of 95%. The results indicate that
their initial interest, measured at the end of the workshop, in using skill-
building teaching methods such as case studies and role play in their teaching
persisted. Another residual effect of the training was a more client-oriented
view with regard to their clinical practice.

The primary impact of the workshop was measured by the degree to which
participants actually engaged training activities utilizing information or
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skills gained at the workshop. In the six-month period since the training,
these 19 physicians’had gone on to develop or conduct 18 programs for more
than 600 participants.

The evaluation reports for the first annual faculty development workshop
are included as Appendix VIII. A similar evaluation has been conducted for
the second annual workshop but neither the post-training data nor the follow-
up data were reviewed.

C. Brown University Hini-Residencies

Two mini-residencies are conducted under a subcontract with Brown
University. Each includes a didactic component and a clinical component. The
clinical experiences are provided through the Rhode Island Hospital and Meriam
Hospital. The mini-residencies are targeted at primary care physicians, most
of whom have had little experience with AIDS patients.

Formative evaluations of the didactic component of the first mini-
residency suggested additional emphasis on the practical patient management
and treatment issues for the primary care physician. Evaluation of
effectiveness of the didactic component indicated increased confidence in
providing various aspects of care for AIDS patients. Findings of more recent
formative evaluations were not reviewed.

The immediate post-training evaluation of the didactic sessions held in
October 1988 and March 1989 showed consistent results. In both cases, the
didactic sessions were rated moderately to very useful overall, the most
useful components being opportunistic infections and to a somewhat lesser
extent, antiviral therapies. Psychosocial issues/community resources also
ranked highly in the first course while infection control was identified as
very useful in the second. Pediatric AIDS was seen as least useful in the
October session while testing and legal issues were rated lowest in the March
course.

The effectiveness of the mini-residency was judged by the participants’
self-assessment of their confidence in their ability to perform in six
specific skill areas:

. answering patients’ questions about AIDS;

. screening patients for HIV history;

. practicing effective infection control for
yourself and your staff;

. counseling patients with HIV infection;

. providing.primary care management for patients
with AIDS; and

. utilizing appropriate community resources and
referral networks.

Participants reported significant increased confidence in their ability to
perform all of these skills. In both cases, their confidence in their ability
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to utilize community resources was reported as lowest prior to the sessions
and highest after- training, with an improvement of over 80%. Confidence in
providing primary care management showed the next most improvement in both
cases. Copy of the subcontractor’s post-training evaluation reports are
included in Appendix IX.

The practical component of the mini-residency is evaluated according to
the standard follow-up methodology. Follow-up evaluations have been
conducted on all mini-residencies held in the first and second years. Because
the numbers for each mini-residency were so small, data were not aggregated.
Individual completed questionnaires were returned to the subcontractor along
with comments from the NEAETC Program Administrator.

D. Beth Israel Nurse Hini-Residency

The Beth Israel Mini-Residency Program is targeted to clinical nurses. It
consists of a didactic portion accommodating 20 nurses followed by a 2Lday
(initially 4-day) practical experience accommodating five cycles of four
nurses at a time. The practical experience is designed to acquaint nurses
with the full spectrum of AIDS care--inpatient, ambulatory and home care.
Graduates are also expected to become the AIDS resource person in their home
institution.

An extensive evaluation is conducted of the program. At the end of the
mini-residency, participants are asked to fill out a lengthy evaluation
questionnaire which includes, among other things:

. a formative evaluation of the offering
(appraisal of each of the faculty, appraisal of
the workshop as a learning experience,
assessment of the best and worst features of the
offering, suggestions for improving the
experience);

. an assessment of the effectiveness of the
experience in conveying specific nursing task-
related information (gathered via open-ended
questions);

. an assessment of insights gained (“As a result
of this mini-residency, I discovered . . . . I
realized...)

. an assessment of effectiveness in stimulating
participant’s intention to change the way they
provide nursing care to people with AIDS.

Review of the aggregated responses of the 20 participants who attended
the mini-residencies in the fall of 1988 and winter of 1989 indicated that the
experience was very positive overall and that faculty were well-informed and
able teachers. Results of the open-ended knowledge test indicated that
discrete information was communicated and understood. The responses to
questions on intended behavioral changes and insights gained were extremely
varied and pointed to the richness that this experience provides.
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Interestingly, many felt that their care wouldn’t change but that they had
better information with which to carry out their duties.

The follow-up evaluation for these mini-residency experiences was
conducted by the NEAETC Program Administrator in June 1989. The 20
participants who had been through the mini-residency program during the
previous 3 to 8 months were sent the one-page follow-up questionnaire; 19
responded for a response rate of 95%. It is worth noting that while the
participants were primarily clinical nurses and the content of the mini-
residency was heavily clinical in nature, the primary impact of these mini-
residencies has been in preparing the nurses for roles as educators and
resource people rather than on improvement in their clinical abilities. In
the time period since attending their mini-residency, these nurses had
collectively done 17 training events for health care professionals, three
public education sessions and two resource books attributable to their mini-
residency experience, and had transferred knowledge acquired in the mini-
residency to more than 1,300 individuals.

A copy of these evaluation reports is included as Appendix X.

B. Hassachusetts Hospital Association Training of Trainers Program

The Massachusetts Hospital Association Training of Trainers Program
targets individuals who have training responsibility in community hospitals.
The objective of the program is to prepare these individuals to conduct
elementary AIDS training within their own institutions. Five courses are
offered each year encompassing 25 hospitals and 125 individuals. The program
began as a two-day event, but has been expanded to three days in order to
include a unit on substance abuse.

As a subcontractor of the NEAETC, the Massachusetts Hospital Association
completes the required Program Report and Attendance Report. The Program
Evaluation, as it calls its formative evaluation form, (described in Section
V.B) and the pre/posttesting (described in Section V.C.l) are of their own
design.

The Program Evaluation focused on sub-sections of the Train-the-
Trainers Program. Each section contained seven statements with which the
participants could agree or disagree. A four-point forced choice scale was
used for the evaluation. Results of the Program Evaluation for the five
training programs given between September 1988 and April 1989 are included in
Appendix XI. From the data, MHA concluded that, in this preliminary analysis,
the majority of the participants agreed or strongly agreed that the content
fulfilled the objectives; was presented logically; and was appropriate to
learning needs. It also concluded that the majority of participants
considered the teaching methods to be effective, the speakers to be well
prepared, and the time allowance and physical facilities to be adequate. The
final report, to be rendered at the conclusion of the subcontract, will
integrate the results from all of the courses and offer a more comprehensive
discussion of the results obtained.

The Massachusetts Hospital Association plans to evaluate the impact of
the Training of Trainers program by surveying all participants who have taken
part in the program over the three-year period to determine what they have
done in the way of training since completing the Train-the-Trainers program.
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VII. SUHHARY  AND CHALLENGES FOR THE FUTURE

The NEAETC has made a significant commitment to evaluation, although in
their eyes, they have taken a minimalist view. Output data are routinely
collected for all events, both those sponsored by the ETC and those conducted
by subcontractors. Reports are hand-tabulated as needed. Quantitative data
is estimated to be reliable for about 80% of the past events.

Additional evaluation beyond collecting output data is at the option of
the subcontractor. Most do at least some formative evaluation of the events
they sponsor.

Evaluations of program outcomes, while not entirely standardized, are
conducted routinely on all intensive courses. Data are aggregated and
interpreted, and written reports are prepared. Reports prepared by
subcontractors are submitted to the NEAETC headquarters to keep them apprised
of activities; reports prepared by the NEAETC headquarters are sent to
subcontractors to provide them with feedback. Reports appear to have become
more and more substantive.

In one case, the evaluation process actually serves an instructional
purpose. The post-training evaluation questionnaire used in the faculty
development workshop for primary care providers requests participant feedback
on detailed aspects of the structure and process of the workshop, highlighting
and reinforcing the qualities of a workshop considered important.

The NEAETC is conducting a number of creative training programs,
particularly in the area of faculty development and mini-residencies, which
may well be models for the national ETC program. However, as a prerequisite
to become a model, more rigorous evaluation of the outcomes produced would be
required to confirm the effectiveness of the training design and the impact of
the overall experience. The ETC is in somewhat of a quandary over this issue.
They fully understand and appreciate the value of sound research, but
recognize the difficulty in conducting such research in an environment where
the primary goal is getting the job of training done. They also recognize
that to commit additional resources to the evaluation effort would mean a
reduction of resources in the training effort. In the short term, there are
some relatively simple things that can be done to improve the quality of the
current follow-up studies, such as focusing more on specific changes that have
been made in practice than on simply asking what aspects of the training
contributed most to specified roles. In the longer term, the larger ETC
program would be well-served by a more intensive level of evaluation on
programs with high impact potential.
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NJUETC’s  Trainee Targets by Type of Intervention

Year 01 Year 02 Year 03

Faculty Development and
Train-the-Trainers Programs

Special Workshop for Residency
Faculty, Dentists, Nurses

20-25 20-25 20-25

Faculty in Schools of Nursing and
and Allied Health

100 200 200

Workshop for Primary Care Preceptors 50 50 50

Hospital Trainers 100 150 150

Subtotal 275 425 425

“Primary” and “Secondary” Training of
Health Care Providers

“Primary”  or “Basic”  AIDS Training
for Practicing Health Professionals

“Secondary” AIDS Training in Mini-
Residency Format

Subtotal

2100 3300 3300

84 96 96

2184 3396 3396

Student and Resident Training

Mini-Grant 300 300 300

Second Year Symposium 100 100 100

Third Year Family Medicine Preceptorship 100 100 100

First Year Community Medicine Course 7 7 7
and Summer Assistantships

Standardized Patient Methodology 460 460 460

Subtotal 967 967 967



Programs Focusing on Providers of

Community Health Center Site
Presentations

Regional and State Association
Workshops

Minority Provider Workshops

AHEC HealthNET

Subtotal

TOTAL 4366 5938 5938

c -

Care to Minority Populations

300 300 300
w

200 250 250

240 300 300

200 300 300

940 1150 1150



APPENDIX II

Output Evaluation -- Data Collection Forms

1. Program Report Form
2. Attendance Report Form



Date: LOc9efOlX

Tole&otm:Contact  parson:

* calm. I EdUC&fOd
Eilth. IIlStftUtfO~
Catr .

RitraEB
Practice

Don't
Kuow

Other1
t

. .

I

.I

I.

I

I.

.

*

.I

.I

.

I

1
I

i

Medical  Resident

Physician

Dentisr:

Nurse

Nurse Practitioner

Physician Assistant

Social Worker

, Dentai Hygenist

Other (specify)

1 1

I
7 1

I I

TOT&S
I I

Please rem form within one month of completion of program to:

Alan Chuman
AI-EC Program
55 Lake Ave. No.
Worcester, MA 01655
(508) 856-3255



Program Title :

Coordinator:

Sponsor (3) :

Dote(s):

Location:

Number of Hours:

Type of Program:

Format:
(check all
that apply)

Registration Fee:

Evaluation:
- .

NEU EEGLAND AIDS EDUCATION b TUININC OZNTER

Number of Sersio~:

Faculty Deve~oQme~t
= Mini-Residency

_ Train-the-Trainer
Conference

_ In-Semite = Other

Lecture Consultation Clinic
- Panel - Clinical Practicum

-

= Grand Round _ Audiovisual
-
-

$ CEUs: Y e s No

Yes No If Yes, briefly specify method.

Workshop ,
Small Group .U
Other

PLEASE ATTACH A COPY OF BROCHURE OR AGENDA INCLUDING DESCRIPTION OF PROGRAM
AND SPEAKERS.

Note: Please complete a form for each program. A program for this purpose is
defined as an offering, be it one hour, one day, two days, or multiple sessions,
which is provided for a particular group of attendees. The same program offered
to two different populations on different days would be defined as two programs,
and should have two forms completed. A series of related sessions which are
attended by different audiences should also be defined as separate programs.



APPENDIX III

Formative Evaluation of Training Events

Sample Instrument for a Co-Sponsored Event



3

WORKSHOP EVALUATION

Title o f  W o r k r h o p : - - - - ---I_-

Facllltrtor: ______________-----------~~~~~~-~~~~~~~~~~~~~---~~~----~~~

Please complete the first question before the workshop beglns:

1. What are your personal objectives for this workshop?

Please complete the remaining questions after the workshop i$ over (Cltcle
your response):

2. To what extent did the workshop presentation/activities meet your personal objectives?

Poorly 1 2 3 4 5 6 7 Extremely Well

3. How well do you feel that the objectlves of the workshop facilitator(s)  matched your own objectives?

Poorly 1 2 3 4 5 6 7 Extremely Well

4. In your opinion, what was the overall quality of the wofkshop?

Poor 1 2 3 4 5 6 7 Excellent

5. How helpful  was the w&shop for your professional activities?

Poor 1 2 3 4 5 6 7 ExCBllent

6. How effective was this workshop in adding to or expanding your knowledge?

Poor 1 2 3 4 5 6 7 Excellent

7. How effective was this worMop in adding to or expanding your skii?

Poor 1 2 3 4 5 6 7 Exceflent

8. How effective was the workshop facilitator in encouraging and supporting active patticiition of ail the
workshop  attendees?

Poor 1 2 3 4 5 6 7 Excellent

CREATING AIDS  CARE PARTNERSHIPS: The Clinical and Community Aosponse to Mentai  Health Professionals



APPENDIX IV

Formative Evdation of Training Events

Sample Subcontractor Instrument



.’ -

Masssdwtts Hospital Assocbh

MASSACHUSETTS HOSPITAL’ASSOCIATION
and

DEPARTMENT OF PUBLIC HEALTH

AXDS:  Train the Trainer Program

Title:

Pronram  Evaluation

Speaker :
.

Total:

1. The content fulfilled the
behavioral objectives,

2. The content was presented
in a logical and orderly
progression.

,r- 3. The content was’appropriate
to your learning needs.

4. The teaching methods utilieed
were effective.

5. The speaker was well preparad
in quality and delivery of
information.

6. The time alloted  for each
presentation was adequata.

7. Physical facilities were
adequate.

8. Was the informationt

all new information _

a worthwhile reviaw _

Strongly Strongly  No
Agree ASrea  Disagtae  Disagree Responsa

.

.

partially new information

repititious old information

no response



APPENDIX v

Evaluation of Program Effectiveness

Pre/Posttest Used to Evaluate

Vubstance Abuse and AIDS: A Faculty Development Program
for Primary Care Providers”



?z.rt 1

Select the one best answer or completion:

1. The patient with delirium tremens typically shows all
of the following except

vA ! normal physical examination.

c:
disorientation for time and place.
short attention span.

3. increased motor activity.
2:. marked inability to sleep.

2. Immediately following each of the event listed below,
the numbgr of opioid addicts increased significantly
except

A. use of patent medicines in the second half of
the 19th century.

9. treatment of Civil War veterans with

0

injectable morphine.
c. passage of the constitutional amendment

establishing Prohibition.
D. imoortation of Chinese laborers to the West

Co&t between 1852 & 1870.
3:. return of veterans of the Vietnam War.

3. The ratio of alcoholics and problem drinkers to the
total drinking population in the united States is
estimated to be

A. 1 in 5.

4. Among teenagers the three most widely abused chemical
substances are

0A alcohol, tobacco, marijuana.
a . marijuana, barbiturates, cocaine.
c. heroin, solvents, cough syrup.
D. hallucinogens, opiates, depressants.
E. barbiturates, herion, alcohol.



d
. .

.

3. The i.n,k,alation of volatile soi*;ents fcr puracses of
intoxication may result in da=&*--l-=1 dze most often to

A. pulmonary edema.

bc:,
convulsions.
cardiac arrest.

9. cerebral kemorrhage.
34. acOt”- bilateral pneumothorax. .

6. wiklsr and many behavior theorists have _oostulated  that
ogioid addiction results primarily f r o m

4.
0

peer pressure.
3‘ conditioning.
c . akarma reward systems during the first

three years of life.
9. economic deprivation.
2:. effcrts to control chronic depression.

7. All o f t:?e following are in the XA Schedule 1
classification excazt

csA’ .Yethadone  #
3. Tetrahydrocannabinols.
c. l-methyl-2,  S-dimethoxyamphetamine  ( S T ? ) .
3. Xeroin.
2d. Xescaline,

3. Xistorically, the United States hzd at oze time legally
sazctiozed .Taintenance  clinics for addicts of

L .Q cocaice.
3. ,morshine  .

3:
barbiturates.
aqketamine.

5. Sromide.
^ .,b

9. Ths analgesic effWs of morghine are due to

A . alteration of the threshold of peripheral
nerve endings.

3. alteration of the responsivity of peripheral
nerve endings.

s
ijj.

impairment  of conduction in peripheral nerves.
actions on the central nervous system.

0. decreased metabolic rate in peripheral nerve cells.



1 o-. .r..ll of tke following stata~tnts  about ethyl an,d alcokol
are true except

x . absorDtion occurs directly into the blood

0

strss.;j from tke sto.r,sch.
3. in3estion  of wa ter before ingestin alco:?ol

decreases rate of abscrptioz.
2. inststion of carbonated liquids before or

wit,i alcohol increases rate of absorDticn.
3. izy estion of food before ingesting alcDr;o!.

decreases rate of absorgtioa.
2. izcreased secretion of stomach mucus

decreases rate of absorption of alcohol.

11, xl1 of t2e following comments about fruit-flavored
"?O?" wines ara trC:a exce9t

r-3 t:?s alcohol content is half that of beer.
‘3 . the sweet flavor disguises t5.e alcohol content.
c. they are especially appealing to teenagers.
3. they are inexpensive in comparison  to liquor.
2:. they make the transition from soda pop to

alcohol an easy ste?.

12. ?,hysical dependence and an abstinence syndrome can
occur in all of the following exceot

A. Chloral hvdrate.

&D khchlorv~not (?lacidyl).
Zbenytoin (Dilantin).

9. =rosoxyptene  (Darvon).
2. !<eDrobamate  (Zguanil).--

13. which of the followin  is Fharmacologically  most
similar to alcohol?

A . LSD
3. marijuana
c . cocaine
3.

CJ

amphetamines
;.- barbiturates

14. AII opioid antagonist which has no clinically relevant
agonfstic action is

A . levallorghan. (Lorfan)

&
calorphine. (Nalline)
naloxone. (Narcan)

D. cyclazocine.
Z. d isu l f i ram. (Antabuse)



.

15. 100 micrograms Of Xbich of tha following dr;;.;s will
produce clinical affects?

A. Naloxone.
3. Fhencyclidi?e.
c.
Q

Delta 9 Tetra~ydroc~~n~bi~ol.
’ , Lysergic Acid Diethylamide.
2. ?ropoxyphene.

15. The oeculiar type of sedation, “going on the nod”,
refeks  to

A. egisodes of proloqtd  sleeg in barbiturate
addicts.

3. breakthrough episodes of stldden  sleep in

*; CJZI

amphetamine abusers.
a state of semisomnolence from which arousal
is easily obta iced in narcotic addicts.

3. rspatitive up and down movements of the head
in patients with tardive  dyskir,esia.

3. use of barbiturates to overcome the chronic
icsomia of amphetamine abusers.

17. After single doses of morphine intravenousley in
theraoeutic  dosage,
ex?e&ed except

all of the following might te

A, Dupillary constriction.
3. flushing and itching of the skin.
c. lowering of body temperature.
3.
0

depression of respiratory  rate.
3. relaxation of smooth muscle sphincters.

18. Overdose with pure heroin is characterized by all of
the following except

A. unresponsiveness.
3. slow respiratory rate.

6
hypotension.

D convulsions.
E. hypothermia.

19. In typical amphetamine psychosis all of the fo&lowing
are frequent except

A, visual hallucinations.
3. i rr i tabi l i ty
c .
@

delusions of persecution.
disorientation.

2:. violent behavior.



‘\
.

2O.i 12 gatie.-,cs zakin3 900 zg c8: 52~ of sentobarbital
'w months

_ fcr 6

abrust cessation will ?rc?ably cause
convulsions.

3.
c.

the patient will pcbably.  asFear sedated.
?hysrcal dependence is not present.

7W. o?foi5s would relieve *withdraw21 syz~tcz:  ir'
sentobarbital  is discontinued.

3. tters is cross tolerance to osioids.

21. All ofk following are frequently seen in tke
barbiturate withdrawal syndrome exctnt

A . tremors.
hallucinations.
voiiliting.
insoi;mia.

2. conv)llsions.

22. Alcohol abuse can cause all of the following except

A . imcaired body utilization of vitamins.
3. 10; resistance to bacterial infection.
c. gastritis.
II
0

impotence.
7_. cross tolerance to aiqhatamines.

23. All of the follcwing  statements about 2athologLcal
intoxication with alcohol use are true except

A . it occurs after intake of even small Z30U,h,tS

13
of alcohol.
onset is gradula over a period of 12 to 24
hours.

C. disorientation occurs.
D. delusions occur.
3. hallucinations occur.

24. Delirium tremens in alcoholics
by all of the following except

A. restlessness.

is frequently _oreceded

.

tremulousness.
ego non-intact hallucinations

D. aversion to food and alcohol.
E. disturbed sleep with terrifying dreams.



.j ‘1
f25. ‘: A patient

next day.. .ogeratlon wlttiout LxiCent. TXO days gost-og, afttr ka
is no longer sedated, he is frightened and is sae,i.-.g
bugs and snakes. There is no evidexe of fever or
infection.

26.

27.

2 a::

29.

is admitted for s~rgary to take place the
h’e is sedated that night and has his. . . . . .-

::‘hat is the most likely diagnosis?

A. Korsakov’s PSyCkOSiS.
alcohol oaranoid  state.

& delirium- trtmens.
il. pathological intoxication.
E. alcohol hallucinosis.

Which of the following is an organic brain syndrome of
transient duration following minimal alcohol ingestion?

A . i<orqakov’s psychosis.
3. alcohol paranoid state.
c. delirium tremens.
cs3’ . pathological intoxication.
c. a l c o h o l i c  hall;cinosis.

A chronic organic brain syndrome associated with
peripheral neuropathy and confabulation suggests

P
'A. itorsakov’s  psychosis.

c :
alcohol paranoid state.
delirium tremens.

ZJ. pathological intoxication.
E. other alcoholic hallucinosis.

which is the most likely effect of a blood alcohol
level of 200 mg % to 300 mg % in the non-alcoholic
individual?

A*, death.
c

9
mental impairment and ataxia.

D:
euphoria.
improved sexual potency.

E. improved interpersonal relationships.

"Talking down" is a commonly accepted form of treatment
for a person with acute intoxication from

A . amphetamine.
B
CJ

heroin.
LSD.

D. barbiturate.
E. alcohol.

. _ _ _ . .



33. ;hysical  desezdence ar.d withdra:Jai  syndrome ~zy GCCJT
with all of-tke  foll0wir.g excact

x . XemDro,bamate.
!-!ethadualoce.

(Yiltown)
3. (Quaalude)
C. DiateDarn. (Valium)
3.

CJ
23

F!ethy$ryloCe. i.'\'oludak)
sortriptylice. (Xventyl)

*. \

3 1,‘. ~11 of tke following state.Tents about disulfiran-
\\, alco,;lol  reaction are true except
L’

A . symptoms begin  5 to 10 mkutes after

c;\3?
icsestion.
_c3llor of tke face and u?ser extremities
occurs.

C. there is Coughing and bronchospas,m.
3. lsbcred  breathi-?. occurs.
=_- nausea and vomiting  occ-Jrs._

32. ike term "?sychedelic18 is most accurately defined as

A. Fertaining  to drugs that ca-dse

0

nallucinations.
3. pertaining  to drugs that are said to cause

expansion  or heightening of consciousness.
C. 2ertainizg  to drtlgs  that  cause
3. 2ertsining to drugs that cause
3. pertaining  to drugs that causeA’~27ie sense.

illkr; ior .
delusions.
distort ion of

33. All of tke follcwing  substances are
enalysis by DEA laboratories of ';_%I
street except

(7
A.' sy:tketic tetrahydrocannavinol.

c :
XI (p-chlorophenylalaine).
LSD.

D. ‘methaqualone.
2. marijuana.

tyoically found in
peddled  on the

31. In detoxification of a patient with barbiturate
addiction the total dosage optimally should be reduced
each day by no more than

x . 1% of the established daily intake.
3.
0

3% of the established daily intake.
10% of the established daily intake.

9. 2_0_% of the-established daily intake.
s. 32% if the established daily intake.

_:’



‘F
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,,~53\ A 23 year old ma& kc~.‘csex-~al is a&mitted by CC--+~-~--

L
,, to the psychiatric  ~ar=i after

..-..-;...-..,
.a - !lazgi.?g * Ee was brought

attezsing  suicide by
i,? b y  his r00.~~3t3  xho :?s3

discovered him ccr.stoss but in tint 'ta resuscit=‘a  3:~
Ihe roomata says tk?s ?atiant has been taking VV’~~;b~~“”
for at least 6 months. Ihe C3tio*k

d Russ or any suicidal ideation.
_"lrb d e n i e s  22y LSS o f

Xe demands to be
rslesssd. ‘;he patient dismissed his suicide attcqt zs
an i.mFJlsive gesture of anger at. his roo;rzate. .I I-_ e
mcst reliable way to determine the level of
bar’biturate which ke has been taking xould be

measurement of urine level of barbiturates.
observation of the effects on the _catient cf
a test dose of sentobarbital.
measurement of blood level of barbiturate.
analysis of barbi’ turate content of ca_csules
brought by the roo.?,r;iata.
confrontation of the catient with the
infirmation  obtained ?rofi the roommate,

35. I::-;.9 withdrawal syndrome normally seen in mesrobamate
users most resembles the withdrawal syndrome of

A . methadone.
3. cocake.
Ct FArOiil.

,fgJ barbiturates.
.4--2. alcchol.

37. ,I.L.e  withdrawal syndrome With chlordiazesoxide
can shcw all of the following except

A. inso.mia.
3. convulsions.

agitation.
increased appetite.

3. sweating.

33. In chronic alcoholism, the earliest symptcm of
withdrawal typically .is

c3 tremors of ,hands.
3. nystagmus.
c . d i a r r h e a .
D. convulsions.
2. ha l luc ina t ions .



33. ;$hich of the follcwicg  is mcst liXsly to cause
convulsions with high dcses?

A . Morohine.
3. KetQ0,r.e.
C. E’eroi-?.

ca Temerol.
2. Dilaudid.

40. Xeroin maintenance is

A .
3.

:-5.33.

a synonym for "chilling".
a system of support involving provisic3 for
nutritional needs, emotional support and
vocational counseling for heroin addicts.
a procedure in which addicts are regularly
given heroin under medical suetrvision.
a procedure of surveillance 03 sources of
opikm Froduc tion to maintain production at a
level sufficient for medical but not illicit
use.34. a term used to refer to the network of
cri,minal  activities which insure regular
delivery of heroin to addicts.

41. A 33 year old man who is a barbiturate addict is being
detcxified  uneventfully when his clinical signs began
to vary in an unusual way. At ti.?;es ke is
uncooperative, garr-ulous,  overtly friendly, and
slightly ataxic. _\t other times he seeins  his usual
cdiet cooperative self. Tke first co'urse of action for
6is ohysician  should be to order

A . thyroid function studies.
3. blood cultures, frequent vital signs.
C. 6 hour glucose tolerance test.

i’I . .
3

search of the patient's belongings for
barbiturates.

2:. EZG, repeated neurologic  exams.

42. zetoxification  from a substantial dependency on
tarbiturates requires

3.

c.

D.

E.

a gradual withdrawal of the sedative
medication - over days or weeks.

the administration of insulin and IV glucose
to prevent coma.
the immediate withdrawal of all medication to
clarify the clinical picture.
gastric lavage to wash out residual amounts
of the hypnosedative.
administration of a stimulant drug.

.



43. In the presence Of liver disease, which of the
following would be the safest barbiturate?

.

A. Secobarbital
3. Amobarbital

0
t. Fhenobarbital

’ . zentobarbital
3. Xexobarbital

44. x11 of these statements about Alcoholics Anoymous are
generally true except

A. there are no dues.
3. anyone can become a member who considers

himself an alcoholic..
c . no one can contribute more than $~CO per

,3/.’ 3 .I.

year.
current research has shown this approach to
be ineffective.

3. members help each other instead of using
_-_ professional therapists.

4s. ff a patient presents to you in the 33 with coma and
.& smelling strongly of alcohol, which would be the most

important  next ste_o?
e-i-

blood sugtr level
comglete  blood count
V3X4

D. csz protein level
3:. ZSG

45. All of the following statements about detoxification
from physical dependence on alcohol are true exceot

A. traditionally one of the primary sites for
detoxification was jail.

3. in mild cases outpatients detoxification may
be medically currect.

c. sedative or tranqukliting agents are
sometimes indicated.

,p: non-medical detoxification programs have been
‘/ proven to be ineffective.





4. .

31. Talking down" may ks defined bgst 2sn
‘A.-!)
w’

3 .

C.

D.

2.

direct verbal remarks in which the Datient
given repeated assurance that frightening
hallucinations are a drug effect.
direct form of criticism given to a rctmter
a therapeutic comnunity by the other membe
when there has been 2 serious breach o=
rtlles. l A

is

Of
rs

a method of teaching through behavior
modification a new set of contingencies for
drug-seeking behavior-
or” 3. -aspect of transactional analysis
narent , inchild, and adult behavior are re
to problems  of drug dependence.
a form of marathon grou?  tteraay  in whit
drng  dependent ,catients meet continuous1
43 to 72 hours to break through defenses
related to drug-seeking. behavior.

*
32. i?aendizg delirium trenens could be managed by

acministration  of a l l  3s’ the. following-excegt-

A. barbiturates.
3 . whiskev.

52. Addict ion to ainor traaqzi-Zizsrs-i:as *been. rs~or%;i.
’.\ggro2riate detoxification

includes titrated doses of from these substa&ts
which of the following.

A. gro?oxyphene.
3 .

C3
chlorpromazine.

c. secobarbital.
D. dishenylhydantoin.

.

3. 2entazocine.

54. Disulfiram is usually given
0‘* 9x8 daily.; -.

c :
twice daily.
three times daily.

3. four times daily.
3. avery four hours.



.
* J.-‘-y-

t--3. ‘ihere has been reported  a shsq derr===aW-_--W in the ""^"'3
of registered heroin addicts kst~een t,i,e  ages of"-.  -ii433
40 years. Al?. of the follcwing  are _olausible razsc.?s
for this except

A . early death.
3. prolonged incraceraticn.
r

03:
more effectivs s.?iXc z.', evading the law.

2:.
faster metabolism of heroin with increased age.
pychological maturaticn.

-c23. xl1 of the following statements about methadone
maintenance are true exceot.

A. methadone oroduces constication.
3. ,methadone  Las a lonser dukation of actio.2

than heroin.
C.

9

methadone products physical deoendence.
;?37 intravenous methadone is used for naintenance.
Z. the 2osas-e of methadone used is cenerallv

.N

‘\

57.)
‘.-.

53.

23.

kegk i,? the ranse of 10 mg to 80_mg/day.-

Tke most comn;on first socrce of illicit drugs
geogle  is

.A . a physician..Q a friend.

9:
an adult pusher.
a teenage pusher.

74. a pharmacist.

-__.-

;_mcng teenagers the mcst widely abused chemical
substance is

A. cocaine.
3. heroin.
C.
(2

alcohol.
. marijuana.
3:. hallucinogens.

In monetary terms, the mcst expensive street drug for
maintenance of a “daily habit” is

A. hero in .
barbiturate.

:: LSD.
,2*

\
amphetamines.

3;. cocaine.

. ..___



.

50. All Of the fOll0wi.?g  are a t  hj.# risk Zcr al.cs:?olitx
exce!ot

A .
3.
c.
D.

American males between the ages of 21-2:.
a b s t a i n e r s  w h o  beqin drinkiw later in life.
medical doctors ii grinar’y  care and specialty ,-ractics.
drinkers who life in “dry” regions or t:?cse
eqosed to 3izSri:3 iemperance  orientations in
their culture.
members of the Jewish religion where  alcohol
is an integral part 0 f religious ceremonies.

of the following statements are true except

A . Peyote is in Schedule I of the federal list
of controlled substances.

a. Peyote may be used by some research

0

laboratories.
’ c. ?eyo,te may be legally prescribed by any

licensed M.D. for terminal cancer patients.
D. Peyote  may be legally used in religious

ceremonies by the Native American Church.
B. i?eyote is obtained from a cactus which grows

in the southwestern part of the United
States.
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Answers l.
..__.

( -A 1
(3)
(C)
(3)
(2:)

62.

63.

64.

65.

only
only
only
only

1,2, and 3 are correct
1 and 3 are correct
2 and 4 are correct
4 is torract-

all- aYe correct

Alterations of life style seen in heavy users of
amsbetamines  frequently include

1.
3

intensification of the emotion of anger.
increased suspiciousness. . -_. I

3. increased “grooming behavior”.
rubbing,

(examining, 5
and picking at the sk in )

4. episodes of great involvement in repetitive tasks.
_

Co,m-non psychological effects of hallucinogenic drugs
include

1. aggressiva and violent behavior.
2. synesthesias such as V1seeingl*  music in color

and "hearing" a painting as music. .*
3. measurable increase in intellectual ability. 'Ls
4. mystical or ‘8insightful”  experience.

.%To_ng  the behaviors most indicative of alcoholism
is/are

1. the patient's deeg-rooted insistence that he
can control his drinking.

2.
3.

repeated geriods of self-imposed abstinence.
avoidance of food when drinking.

4. use of alcohol with religious rituals or
family customs.

Drugs which often release violent and aggressive
behavior include

1. b a r b i t u r a t e s .
2. a lcoho l . A--
3. amphetamines.
4. cannabis.

/

.._’



.

5 6..

67.

68.

63.

70.

xacent research regarding the possible  medical utility
of cannabinoids  (marijuana) suggests it might be useF;l
in

1. suppressing nausea. ?
2. stimulating appetite.
3. decreasing intraccular gressure.. fi

4. st:mhfing +ac+-+-rom  production.-““.-----

Studies on the genetics of alcoholism.

1.

2.

3.

4.

with

1.

2.

3.

4.

suggest alcoholism is more likely to occur
among those whose
have evaluated children born to alcoholics 4
but raised by non-alcoholic parents.
indicate an association with bipolar
depression illness in women.
suggest it is a sex-linked trait accounting
for .$he 3:1 male famale ratio of alcoholics.

regard to methadone maintenance programs,

methadone must be kep t stored in a  separa te
safe within a secure area.
annual approval is required by federal
agencies.
mainteaacco  is defined as any regi.men which 1,
orescribes methadone for over 21 consecutive
says.
a hospital with a Kethadone  Maintenance
program is thereby approved for using
Kethadone  for  analgesia.

Zxcessive uss of caffeine through beverages such as
co f fee , tea, cola d r i n k s , and cocoa can lead to

/
1. mild delir ium.

!,L
2. sensory distrubances such as flashes of light

and ringing in ears.
3. diuresis.
4. gout.

The general public has ready access to stimulant drugs
through the use of

1*. cof fee .
2. cola  dr inks.
3. tea.
1. cocoa.



7;. Iqortant  factors  F3 tke rtcogniticzl  of t::e alcoholic
include

1. irregularity and xnstsble wcrk history.
2 . falls with co~t~~sio~, fractures 2nd other

trauma.
3. social, marital, and legal economic

diffic*A_ties.
4. denial of an alcohol problem 03

confrontation.

77. Factors determining the severity of alcohol withdrawal
incl*Lde

1. abruptness  of abstinence.
2. amount and concentration of alcohol beverage. i'
3. pattern of consungtion.
4. age of onset of problem drinking.-

73. A blood alcohol level of 200 mg percent is often
associated with which of the following in non-alcoholic
individuals?

1. increased reaction tine.
2. dysarthria.
3. ataxia.
4. co.ma  .

A

79. Correct statements concerning the female alcoholic
includea

1
a. the ratio of female to male alcoholic persons

in 2 to 1.
2. a history of depression is present more often

than in males.
3. the age of onset of alcoholism is earlier

cc

than in males.
4. more women than men seek treatment for their

problems with alcoholism.

80. Sensations described by users as akin to orgasm are
often reported after use of

1. cocaine.
2. heroin.
3. tmphetamine.
4. marijuana or IHC. k



71. fn cases of gkysital deqtndence, abr:z:f :Jith,dra:..-al
which of the drug(s) belcw may cause death.

='*7-_ W..

.
1.

::

4.

barbiturates.
morohine.
alc&ol.
chlordiate?oxide.

I“rJ

72. Ihe following drugs produce cross tolerance to herair!,:

1. Morghine. a
2. Secobarbital. * c-,
3. Codeine.
4. THC .

+

73.

74.

75.

Which of the following is/are frequent presenting
complaints of an alcoholic to the primary care
physician?

1. injiries due to accidents or falls.
2. gastrointestinal distress. 1<-
3. various complications arising from malnutrition.
4. inability to handle or control drinking.

Life threatening conditions commonly associated with
alcohol withdrawal include

1-. delirium tremens.
2. hesatic coma.
3. esoohageal varices.
4. acute renal failure.

Correct statements regarding the alcoholic include

.

1. In withdrawal, if the person has consumed
more than l/Sth of 50% distilled spirits ger
day, seizures occur in nearly all cases.

2. Alcoholism now ranks as the leading cause of
death in persons over 35 years of age in the
U.S.

3. Acute hallucinosis  in withdrawal can not
occur earlier than 48 hours after
discontinuation of alcohol.

4. The symptoms of withdrawal frequently include
an acute brain syndrome.

c!



83.

93.

84.

85.

86.

Cf tk-,s iollcwi23
producing a true

1. LSD l

2. cocaWe.
3. i.mi?ramine.
4. alcohol.

d!xcs, w:?ich  is-/z.re  c2;Cole  25
?hyGical withdrawal syndrome?

The llceuses" of drug and alcohol addiction are complex
and controversial, though generally thought to inclt;dt

1-. socioecono.mic factors.
2. personality factors.

2.
‘4

3. pharmacological factors.
4. genetic factor.

Abusers of certain drugs typically develop an "action-
reaction" cycle with the action phase associated with
hallucino'sis, paranoia and often violence and the
reaction phase associated with exhaustion depression
znd tendency to use sedative or narcotic drugs. Drqs
which show this cycle include

1. cocaine.
2. LSD. L’

t_
3. amphetamine.
4. phencyclidine.

Amghetanines are considered appropriate  treatment for

I.. minimal brain dysfunction.
3L. chronic fatigue states. c-_.
3. narcolepsy.

-/

4. barbiturate overdosage.

In telephone crisis intervention with parents of
children involved in drug-seeking behavior, good
procedures include

1. avoid inducing guilt in parents or child. (2.
2. ask the child why he is seeking drugs.
3. remember the person on drugs is super-

suggestible.
4. talk to the child about yourown drug

experiences.

Pe chronic alcohol abuser is especially prone to

1. infections.
2. opiate addiction.
3. suicide.

J’

.

4. leukemia.



.
.w
;.  . .~lcc:c.olisim  is associated with

1. depression BS a correlated affective state. Y
2. ada_otive  ia;airment. b-
3. organic disease complications.
4. an established preexisting personality  tyss.

68. zesearch on the relationship of drugs. to crime
indicates that

1. alcohol use is strongly associated with
violent crime.

2. the incidence of violent crimes by heroin
addicts is less than one-half that of the
general population.

3. heroin use is associated primarily with
crimes of acquisition such as shoplifting and
burglary.

4. marijuana use is directly associated with
violent crime..

:, -.
y$!



APPBNDIX  VI

Bvaluatibn of Program Bffectiveness

Pre/Posttest Used to Evaluate Massachusetts’s Hospital Association’s

“AIDS:  Train the Trainer Program”



MASSACHUSETTS HOSPITAL ASSOCIATION,
DEPARTMENT OF PUBLIC HEALTH, and

NEW ENGLAND AIDS EDUCATION AND TRAINING CENTER
AIDS: Train the Trainer Program

Pratest/Posttest

1. What are the three major fears/phobias associated with the
initial phase of the caring for the patient with AIDS?

1.

2.

2. After experience in caring for patients with AIDS,
issues caregivers need support with are:

1.

2.

3. The two primary supports to provide caregivers are:

1.

2.

the two major

4. The HIV virus primarily attacks the cells

of the system thereby destroying the

body's ability to fight .



5. Four major symptoms of AIDS/ARC are:

1.

4.

6. Two common opportunistic illnesses associated with AIDS are:

1.

2.

7. The only four body fluids known to transmit HIV, the AIDS virus
are:

1.

2.

3.

4.

8. List two of each; safe, possibly safe and unsafe sexual
activities.

Safe 1.

2.

Possibly Safe 1.

2.

Unsafe 1.

2.

9. Describe why needle sharing is considered high risk.



10.

11.

12.

13.

1

The risk of HIV infection from occupational exposure is

as compared to Hepatitis which is .

Use of universal precautions means:

The three critical elements of HIV testing are:

Identify three common concerns of persons with AIDS.

14. The four critical assumptions about adult learning which should
. be incorporated into educational programs are:

1.

2.

3.

4.

15. The five major components of AIDS 101 are:

1.

2.

3.

4.

5.



APPENDIxvII

Unique and Interesting Evaluation Techniques

Self-Evaluation Questionnaire Accompanying "AIDS: huual de Treino"



Ii2 AUTO-AVALIACAO.
0 Seplhte  (gIldO& SefYe para  teStar  OS RUS Conbecimentos s&E a

doengl  AIDS. Sii-se a vontade em marcar no espaqo  apmpriado,  a resposta
que pensa  ser a mais  correcta.  A chave  das respostas  6 a seguinte:

V (= Verdadeiro); F (Falso); NS (N&Y  Sabe); HIV (= Virus da Imunodefi-
cihcia Humana,  do inglts  “Human Immunodeficiency Virus); AIDS (= sin-
dmme da Imunodeficiencia Adquirida, do @l&s  “Acquired  Immunodeficiency
Syndrome”); DST = Doen- Sexualmente  Transmissivel);  PCA (= Pessoa Corn
AIDS).

l-

*

2-

3-

4

5-

6-

7-

Ao beijar uma pessoa corn AIDS, o risco de ficar  infectado C muito
grande.

V-F-N&

AIDS C uma preocupa@o  nas f&ricas, onde muitas  pessoas  podem
transmitir 0 virus a utros, scm 0 saber.

V - F - N &

OS medicos S&I OS que mais  dinctamente podem apanhar AIDS, quando
examinam OS dames,  principalmente se estes ja t&m a doenqa.

V-F-N&

OS enfermeiros,  porque XI& rcceitam  medicamentos aos doe&s,  estb
livres de apanhar a AIDS.

V-F-NS--

k um @no  muito grave classificar AIDS coma send0 uma DST.

V-F-NNs--

Gononeia  e SiBlis  s& exemplos  de DST, mas MO AIDS.

V-F-NS--

Uma assistente  social deve sempre usar luvas e mascaras ao aproximar-
sedeumdoentecomAIDS.

V-F-NS--



-

a-

9-

lO-

ll-

0s t&n&s de laborat6rio  Mo correm risco  de apanhar AIDS, porque
todos  OS materiais  usados  na maniplla$io  diagnkica siio automaticos. __

V - F - N N C

OS bancos  de sangue  sb OS locais  onde etiste  a maior percentagem  de
contamina$So  pela AIDS.

V - F - N %

0 acupuncturista,  ao inserir  a agulha numa  pessoa, pode  infecta-la corn 0
virus e a si prdprio  tambern.

V-F-N%

Entre um dentista  e um thico  de laborat&io,  o primeiro  tern maior
probabilidade  de ficar infectado.

v- F---N%

12-  6 impossivel apanhar-se

V - F - N +

AIDS MS prisdes.

13-

14-

Devia haver uma lei que  banisse por complete  as casas e agencias
funerhias.  0 virus HIV pode pexmanecer  af corn0 um resewat6iio  para
fuhuas infec@es.

V - F - N &

OS maqueinx  das ambulancias deviam perguntar sempre se a pessoa que
vai usufruir  dos serviqx tern AIDS ou MO. Se tiver, MO deveria usar tal
meio de transporte.

V - F - N N C

15 Se vai viajar para fora do pafs Mo prwisa preocupar-se sobre AIDS. 0
problema  x5 existe nos EUA.

V-F-NL



5. RESPOSTAS A0 TESTE DA
SEC@0 AUTO~AVALlA@O.

01 -False

02-F&0

03-False

04-F&0

OS-Faho

06-F&0

07-Fake_
07-F&0

OS-False

09-F&0

lo-False

11-False

1ZFalso

13-False

14-False

15-Falso

,f---.
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"AIDS for the Primary Care Physician--A Faculty Development Course"
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EVALUATION SUMMARY



PRE-WORKSHOP QUESTIONNAIRE

PURPOSE: The purpose of this workshop is to improve your teaching skills on“
the subject of AIDS. To evaluate how well the workshop meets this purpose
and to identify its most effective components, we need to know your
individual proficiencies and objectives. At the end of the workshop, we will
ask you whether or not your objectives were met.

DIRECTIONS: In the column to the right of each item please indicate the
extent to which an increase in your ability to understand and discuss the
material in the area is an objective of yours for the workshop, using the
following scale:

Not applicable Not at all Very much so

A.

1)

2)

3)

4)

5)

6)

7)

8)

NA 1 2

AREA OF KNOWLEDGE OR SKILLS:

Taking a sexual history

Counseling a patient worried
about AIDS

Explaining the pros and cons of
AIDS testing to patients

Giving a patient the results
of an AIDS test

Advising a reluctant resident or
colleague about the care of a
patient with AIDS

Dealing with the first major
illness of a patient with AIDS

Discussing advanced directives
and preferences for terminal care
for a patient with AIDS

Being aware of issues unique to
minority patients

* denotes evaluation responses

NA

NA

NA

NA

NA

NA

NA

NA

3 4

Objectives of Yours
For this Course?

1
1

1
1

1
1

1
1

1

1
1

1

1
1

2
3

2
2

2
2

2
1

2
1

2

2

2
1

3 4
6 2

3 4
4 6

3
4

3
4

3
2

3
9

3
3

3
5

4 5
6 4*

4
4

4
5

4
4

4
10

4
5

5

5
5*

5
4*

5
8*

5
9*

5
5*

5
4*

5
5*



/---~ 9 1

10)

11)

12)

13)

14)

.flB.

Being aware of issues unique to
women and children NA

Counseling an IV drug user
about AIDS NA

Dealing with significant others
of a patient with AIDS NA

Understanding ethical issues NA

Understanding burnout NA

Please add other objectives you
would like to pursue during the course

1 .2
2

1 2

1 2
2

1 2

1 2
1

3
5

3
7

3
5

3
2

3
3

4 5
4 6*

4
5

4
6

5
5*

5
5*

5
9*

5
10*

1. Describe briefly a difficult professional encounter that you or a
colleague have had with an AIDS patient, a patient's family, or
significant others. Describe some of the things that you said or
did to be most helpful. Describe any mistakes that you feel you
may have made.

2. Based on this experience, what are you most interested in learning
from this course? Try to identify skills, knowledge, or attitudes
that specifically interest you.



1) Taking a sexual history NA

2) Counseling a patient worried
about AIDS NA

3) Explaining the pros and cons
of AIDS testing to patients NA

4) Giving a patient the results
of an AIDS test NA

5) Advising a reluctant resident or
colleague about the care of a
patient with AIDS NA

6) Dealing with the first major
illness of a patient with
AIDS NA

7) Discussing advanced directives
and preferences for terminal
care for a patient with AIDS NA

POST-WORKSHOP QUESTIONNAIRE

PURPOSE: The purpose of this questionnaire is to see how well the workshop
improved your ability to understand and discuss the following. To do this
we would like you to rate your skill levels as they were before the course,
and as they are now after it.

DIRECTIONS: In the column to the right of each item please indicate your
assessment of your PRE-COURSE LEVEL OF KNOWLEDGE OR PROFICIENCY using the
following scale:

Not applicable Not at all Very much so

NA 1 2 3 4 5
AREA OF KNOWLEDGE OR SKILLS:

RATE YOURSELF RATE YOURSELF
BEFORE THE COURSE AFTER THE COURSE

1 2 3 4 5 NA
3 9 3 2

1 2 3 4
2 8 5

1 2 3 4
1 5 6

1 2 3 4 5 NA
1 1 7 4 4

1 2 3 4 5 NA
3 11 2 1

1 2 3 4 5 NA
1 7 7 2

1 2

5 NA
2

5 NA
5

3 4 5 NA
8 6 2

2
1

2

2
4

2

2

2

2

3
5

3
3

3
7

3
3

3
7

3
5

3
3

4 5
9 2*

.‘._-/'
4 5
11 5*

4 5
6*

4 5
7 6*

4 5
7 4*

4 5
8 5*

4 5
9 5*

.d



8)Being aware of issues unique
,p- to minority patients NA 1

2

9) Being aware of issues unique
to women and children NA 1

1 1

10)Counseling an IV drug user
about AIDS NA 1

2

1l)Dealing with the significant
others of a patient with AIDS NA 1

12)Understanding ethical issues NA 1

13)Understanding burnout NA 1

2
5

2
4

2
5

2
2

2
3

2
2

3
7

3
8

3
10

4 5
2 1

4 5
2

4 5

3 4 5 N A 1 2 3 4 5
9 23 5 7 5*

3 4 5
8 41

3 4 5
2 203

NA12 3 4 5
12 3*

N A 1 2 3 4 5
2 4 4 7*

NA 1 2 3 4 5
1 2 12 1*

N A 1 2 3 4 5
1 4 5 6*

NA 1 2 3 4 5
3 3 01*

A. OVERALL EVALUATION

First we would like a global rating and gestalt impression from you.
/I

1. Please rate the overall educational quality of the course.

2.

POOR EXCELLENT
1 2 3 4 5

2 2 9*

How useful was the course to you?

NOT AT ALL USEFUL EXTREMELY USEFUL
1 2 3 4 5

2 2 9*

3. In your own words, what was the greatest strength or most helpful aspect
of the course?

A.
B.
c.

A method for discovering ourselves and our interviewing skills
Meeting people, using role play techniques
The sharing of concerns 61 issues among HCP the sharing of information
and frustration and improvement in techniques.
Small group role plays and especially the chance in them to focus on
IVDA issues.
Role play, Esp. regarding pts. with which I have little contact,
Lectures esp. Schooley.
Becoming aware of the powerful role of role playing as a basis for
discussion of a great range of issues.
The small groups provided a great amount of knowledge and interaction.



H. Meeting with colleagues who care for AIDS pt's around the issues of AIDS
- knowledge, interview skills and personal experience.

I. The chance to work with the others in the small groups.
J. Role playing getting to know other people. .-'
K. Small groups with role playing.
L. Increasing my personal awareness of the issues. I need to deal with in

caring with patients and colleagues .
M. 'Excellent selection of attendees. Excellent selection, for the most

part, of faculty.
N. The close - small groups especially the workgroups by the enhancement

of the small group be lecture were essential.
0. Formal talks, especially AIDS and minorities, Meeting with others in the

same work
Q.

4.

A.

B.
C.

E.
G.

I.

J.
K.

L.

M.

;:

5.

What was the greatest weakness or least helpful aspect?

I would have enjoyed and benefitted from a couple of hours spent asking
Mr. Wizard;" to compare and contrast DX, resources use etc.
Medical lectures way beyond primary care
I would have preffered more nuts and bolts talk on taking a sexual
history. A short lecture on 8tburnout11 signs/symptoms and prevention.
Also would have liked everyone to do a role play where they became the
person in less control and power.

Fact oriented lecturers were hard to intergrate and continually atteni
to. x._/-
Not enough time for the PA groups to develop. The groups themselves
added positively to the concerns. Not enough real patient contact in
the interviewing groups.
Lectures especial medical group.
Too many talks. I would have allowed more time such as longer lunches
for us to get to know each other.
PWA came to group with his own agenda and it became the groups agenda.
To oriented toward personal issues for gay. Lecture on testing and
talking to health care providers.
Rooms
Long program ( not a major weakness!)
Very limited direction. Goal was unclear and needed more focus.

With regard to your learning objectives for the course, please RATE EACH
OF THE COURSE COMPONENTS ON A SCALE FROM 1 TO 6. 1 BEING THE LEAST
VALUABLE:

Least Valuable MOSt Valuable

Lectures 12 3 4 5 6
12 1 7 5 1*

Interviewing work groups 12 3 4 5 6
2 2 3 12*

Self-awareness groups 1 2 3 4 5 6
1 2 4 6 2*



Syllabus, reading materials 1 2 3 4 5 6
3 1 4 1*

/"-. . FACILITATORS

1. INTERVIEW WORE GROUP FACILITATOR

Who was your Interview Work Group Facilitator

What did he/she do that helped you achieve your goals?

A.
B.
c.
D.
E.
F.

H.
J.
K.

L.
M.

71.
,.

c.

D.
E.
F.

G.
H.

M.
N.
0.

Nudge here and there
Superb facilitator, supportive
Define and explore feelings
Allowed us to continuely set our own goals for each session
Role play encouraged
She is a very good listener. Sensitive able to reflect back feeling and
content that me comfortable
Identified goals/organized us. Brought in Rohrs to work with us.
Listened well. Steered the group very gently, taught about teaching.
Allowed us to use play whatever we wanted - didn't always stick to the
program. Very good facilitator. I learned alot.
Made each person set agenda for learing.
Listened, corrected, supported, and organized.
Enabled us to develope our own interests.
Perception about how to teach role playing

What was least helpful?

At times felt that the group rambled off into areas that were not
revelant to what we were trying to accomplish
Reticence to use expertise/experience and prod group forward to work.
More Direction
I urged her to push the role play and not let us avoid a stressfuil, but
valuable situation.
Some rambling but,it was ok
Focus on role playing per se my not be as useful as it is with the
general SGIM interview groups. In some sense we needed just to talk
more but pushing us was helpful.
Did not introduce Richard Kahn.
The negotiation of what to do with the time.
To much emphasis on process. Too frequent interruptions in the midst
of discussions which groups were enjoying.

2. SELF-AWARENESS GROUP FACILITATORS

Who were your Self-Awareness Group facilitators?

and



What did they do that helped you achieve your goals?

A.
B.
C.

D.
E.
F.

G.
H.
R.
L.
L.

A.

D.
K.

M.
Q.

3.

A .

B.

C .
D.
F.

G.
H.

I.

K.

Nudge here and there
Helped focus groups \/'
Felt this group did not meet any of my goals not was there a clear sense
of goals. the group was probably to large.
Set ground rules and occasionally helpful comments
Encouraged discussion of personal experiences in care of patients/
Both were very good at facilitating
discussions.

rather than controlling the
It is very special skill to have.

Did not direct let happen
They just left us alone to talk about our issues.
Allowed us to vent
I think groups did this.
Allowed group to run self.

What was least helpful?

They could have also shared their own feelings a bit more - as leader
participant more than leader
Let some dominate a bit muCh
Could have pulled more of the quiet people into the group. A few tended
to dominate.
The facilitators did not help the "quiet ones" to speak.
Limited focus

OTHER PEOPLE

Please comment on any other people who influenced your experience in any‘-,/
significant way.

Charlie Rohrs was absolutely wonderful as
participant.

a lecturer and group
The idea of having an expert join the group was excellent.

Participants in small groups were outstanding

Thank you John for sharing so much what a cleansing process
Charlie Rohrs excellent, Mark, Chip, and Mike excellent
Hanrey M. was very upbeat, positive; friendly. He set a nice tune for
the conference.
PA's were very helpful.' Other participants were wonderful teachers.
Lectures, the low keyness of the organization: especially the smaller
work groups and the relationships engendered there.
The people that care for the AIDS patients are very unique. It was a
priviledge to be able to work with them.
Everyone was a unique gift to me. I enjoyed mostly hearing the others
experieinces  and getting their feedback and different situations.
Participation in my small groups.
Ken Mayer talks were useful for a variety of reasons.

c. GROUPS



>$' Interview Work Gram

a. Please rate the quality of your Interview Work Group.

b.

POOR MODERATE EXCELLENT
1 2 3 '4 5

4 13*

How useful was the Interview Work Group for your learning?

C .

POOR MODERATE EXCELLENT
1 2 3 4 5

1 4 11*
How effective was the role play technique in contributing
to your learning?

d.

POOR MODERATE EXCELLENT
1 2 3 4 5

1 5 11*
In what ways did you find the Interview Work Group helpful in
achieving your goals?

In what ways not helpful?

,/--?. Self-Awareness Grout

a.

b.

C.

Please rate the educational quality of your Self-Awareness Group.

POOR MODERATE EXCELLENT
1 2 3 4 5

10 7 2*
How useful was the Self-Awareness group for your learning?

NOT AT ALL MODERATELY EXTREMELY
USEFUL USEFUL USEFUL

1 2 3 4 5
7 8 3*

In what ways did you find the Self-Awareness Group helpful
in achieving your goals?

In what ways not helpful?

D. RATINGS OF INDIVIDUAL MODULES
:fi..Lease rate each of the eleven written modules on &Q dimensions: the



educational cualitv of the materials and their usefulness for your teaching
and clinical practice. Use the following scale for both dimensions:

POOR MODERATE EXCELLENT -__,,’

1 2 3 4 5

YOUR RATING FOR

MODULE

The Need for Primary
Care Givers

EDUCATIONAL OUALITY USEFULNESS

1.
1 4

5*

2. Overcoming Reluctance
to Care for HIV
Infected Individuals 1 4

6

3. The Sexual History in
Context of a Medical
Interview

the

1 4
3

4.
4
6

5.

Counseling People who
are Seropositive

Intravenous Drug
Use and AIDS

6. Caring for Minority
Population

7. Women and Children
with HIV Infection

8. Medical Aspects of
Screening t Testing

9.

10.

11.

Medical Aspects of
HIV Infection

Ethical Concerns

Avoiding Burnout

1

1

1

1

1

1

1
1

1
1

2

2
1

2
1

2

2
1

2
1

2
1

2

2

2

2

3
3

3
3

3
3

3
2

3
1

3
3

3
2

3
1

3
2

3
2

3
2

4
5

4
3

4
3

4
5

4
3

4
2

4
4

4
4

4
3

4
4

4
4

5

5
1

5
1

5
1

5
3

5
2

5
1

5
3

5
3

5
1

5
1

1

1

1

1

1

1

1

1

1

1

1

2

2

2

2

2

2

2

2

2

2

2

3
3

3
1

3
2

3

3

3
3

3
3

3
1

3
3

3
3

3
3

4
3

4
2

4
2

4
3

4
3

4
3

4
3

5

5
1*

5
3*

5
1*

5 ..-..Ji
5*

5
3*

5
2*

5
4*

5
2*

5
3*

5
3*

--->
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E. Learnins Climate

Please rate the following aspects of the climate for learning provided in
this course.

1. Educational Objectives

CLEARLY STATED
5
3*

INCOHERENT
1 2

1
3
4

4
7

NOT AT ALL
RELEVANT

1
HIGHLY RELEVANT

5
9*

2 3
2

4
4

UNREALISTIC
NOT ATTAINABLE

1 2 3
2

REALISTIC
ATTAINABLE

5
7*

4
6

2. Teaching and Learning Process

LEARNER
DIRECTED

5
3*

.f- TEACHER
DIRECTED

1 2 3
2

4
11

INFLEXIBLE,
RIGID
1

FLEXIBLE
RESPONSIVE

5
0*

2 3 4
8

PACE TOO
SLOW

1

APPROPRIATE
PACE

2 3 4
1 11 3*

PACE TOO
FAST
5

TREATMENT WAS
TOO SIMPLE

1

APPROPRIATE LEVEL
OF COMPLEXITY

2 3 4
5 9*

TREATMENT WAS
TOO COMPLEX

5

CONTENT WAS
OF LITTLE
INTEREST

1

CONTENT WAS
EXCEPTIONALLY
INTERESTING

5
.f-----.

2 3 4



2 a 6*

3 .

G.

A.

E.

F.

G.

H.

I.

K.

L.

N.

0.

DISCOURAGED ENCOURAGED
ACTIVE ACTIVE

PARTICIPATION PARTICIPATION
1 2 3 4 5

13*

What changes in course content or process would improve the learning
climate?

FUTURE PLANS

List a few personal goals, activities, and collaborative arrangements
that you would be interested in pursuing during the next six months as
a result of your participation in the course.

COLLABORATION &
PERSONAL GOALS ACTIVITIES & PROJECTS LINKAGES

Bring it home Look forward to
linkage. Resources,
mail, etc. .-._'

Develop closer contact Monthly Quarterly
with other providers support/information

Exchange meetings
Establish on going education programs for family practice residents in
our program and for medical students. Improve our department links with
AIDS resources in RI both the medical and community. Establish AIDS
education for foriegn students who come to Brown (many of whom will be
come leaders in their home medical communities). Specifically prepare
a series of sessions for a period in the next year or so when I hope to
be a guest faculty person in East Germany.

More active coherence - hopefully with some of the people who
participated
Establishing a support group at work with outher AIDS providers. Just
supported and llbouyed "up enough to keep going in this very difficult
work.
To be a better facilitator. Would like to follow through again as a
facilatator for this gourp it the opportunity arose.
Refined my interview and dealing with people in crisis. Take much of
the teaching material from here and give to others.
Establish group of socially responsible physicians who can set an agenda
make a plan of action for addressing social issues related to AIDS.
I need more knowledge of AIDS. Implement a short series in our
residency. Focus on seriousness of role play.
Use of role playing in teaching. Further work with AHEC possible mini- _____~



grant applications.
,/-P* Teaching teacheres how to better teach. Patient care models. Establish

a data base of epidemiologic studies.
Q. House Officers identifies of HIV dx and emotional feelings. Role plays

didactic situations, exposure to PWA@s and apply for mini-grant.
Support grousp for patients and families and better sharing of emotion
feelings. It was a worthwhile experieince if for no other reason than
hearing similar problems and feelings elsewhere.

,P..



AIDS For Prismn Caregivers:  A Facultv  Development Course

wve&er 17-19. 1988

Follow-~ Evaluation

Follow-up one-page questionnaire mailed in late June, 1989, uith reminder mailed in August. Responses uere
obtained from 18 out of 19 participants, a response rate of 95 percent.

1. In retrospect, please note the overall educational quality of the course (Scale of 1-5, uith 1 being
poor, 5 being excellent)

Rating Nurber of
responses

Poor 1 0
2 0
3 5
4 7

Excel lent 5 6

Pearl  = 4.06

2. How useful has the course been to you? (Scale of 1-5, uith 1 not useful, 5 being very useful)

Rating Number  of
reswnses

Not useful 1 0
2 0
3 11
4 5

Very useful 5 2

mean = 3.50

3A. Since the Aids for Primary Caregivers course in November, 1988, uhat has been the most important
contribution the course has made to you in terms  of your role as an educator for residents, students
or colleagues?

getter able to discuss issues related to counseling uith residents/students.

Wrote and got approval on an H.H.S. grant to organize a course on AIDS.

Increase in my confidence in counseling skills.
Initiated patient centered approach in counseling discussions.
Practical and valuable knowledge that facilitated discussions with residents uho care for HIV+
patients in the outpatient setting.

Better role model.

Gained  better understanding of issues of AIDS in minorities and a knowledge
technique.

Greater knouledge about availabe  resources and an increased awareness in
colleagues to consult with on issues.

of role playing

the netuork of

Exposure to these issues broadened and deepened understanding of problems which enhanced
effectiveness in teaching residents.



Given several lectures to AHEC and non AHEC groups  on HIV issues.

More in touch with issues of "burn-out" and need to develop supportive group of other
healthcare providers.

Provided materials for teaching.

Use of role plays has been incorporated into educational activities.

Case method teaching knouledge has provent to be an important  tool in teaching.

More insight into role playing.

Resources available to HIV+ people.

* 38. Since the Aids for Primary Caregivers course in Novemkr, 1988, whet has been the most important
contribution the course has made to you in terms of your role as a provider of health care for persons
with HIV?

HIV counseling uith specific emphasis on who should be tested, why they uant to ba tested and
what happens to results.

More comfortable dealing with PWAs.

.
Recognized need for emotional support in physicians as well as patients.

Recognized the need to slow dom and listen to the patient.

Gained knowledge of resources in area.

More indepth  perceptions of the problems faced by gays and IVDU.

Increased awereness of their point of view.

HIV counseling on uho should be tested, why they want it and what  happens to results.

More comfortable interacting uith PuAs.

Resources available to HIV+ people.

4. Please provide a list or description of new educational programs on HIV infection/AIDS uhich you have
developed, coordinated or for which you served as an instructor since November. Please include only
those activities for uhich you feel the course made a contribution in terms of ideas, knowledge,
methodologies or faculty participation.

Program

Comonwealth  Provider Ed.

Core curriculus for
management of HIV related
problems in primary care
setting.

Second ETC faculty
development course

Target Groug

Physicians

Residents - 3 core
experiences provided
monthly for first yeer
residents.

UDs/RNs

Aomoximate Number of
Particioants

30

12 per year

20

Maine AHEC course

Residents Lecture series

Videotape of patients,
Neu lecture material

RNs - cont. ed. 25

Snterns/Residants 80

students 45



Development of a hospital-
uide program for managers
uhich uill resemble formt
of November  program.

Multi-disciplinary AIDS
Program at hospital.

In-service

in-service

HIV case atgmt
meetings 1 - 4x/ma

FP Uorkshop

Monthly clinical
case conference

RI Hospital
HIV Clinic

Lecture

AIDS seminars
(monthly)

Video tape of HIV+
pt. to examine pscho-
social sessions, MD/patient
relationships.

AIDS: A Caring Response

N/A

Providers
in AIDS
clinic

Pastoral students

Kidney Foundation

Medical students,
Interns, residents
attendings, SYs,
nutritimalists

FP residents

FP residents

Residents, PC physicians

2nd yr. medical students

PC physicians

2nd yr. medical students

Healthcare Providers

N/A

125

--.-

N/A

10

20

10
ea. session

20

8-10

80 residents
12 PC bids

70

5-6 per month

43
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Evaluation Reports

Brown Mini-Residency Program



massachusetts
SL

Area Health Education Center
fl/Mase  Medical Center

.5 lake Avenue. North
Worcester, Massachusetts 01655

area
health a

education
centers

GE

statewide pmgram
(5061  656-3255

November 10, 1988

Kenneth Mayer, M.D., Chief
Infectious Disease Division
Memorial Hospital
Prospect Street
Pawtucket, Rhode Island 02860

Dear Ken,

I've enclosed a summary of the eleven evaluation forms completed by
participants in the October 5 and 12 workshops.

In general the evaluations are positive. Participants reported increased
confidence in'the various skills we inquired about. As we've already discussed,
several participants suggested more emphasis on specific patient management
issues in the outpatient setting.

I'd also like to follow up with people subsequent to the clinic sessions.
I'll send you a copy of a draft questionnaire.

Talk to you soon.

Alan Chuman, Associate Director
Massachusetts Statewide AHEC Program

4s
Encl.

an oqurl  oppofiunity omployir



Resuondents Number of HIV or AIDS patients seen

Internists 8 o-5 5
Other M.D. 2 6-10 5
Nurse Practitioner 1 20+ 1

EvaluationSummarv

AIDS For Primarv Providers

Pawtucket, Rhode Island

October 5 and 12. 1988

Overall Usefulness of Conference

Very useful 4 I
Useful 4
Somewhat useful 1

Mean resnonse for usefulness of each comuonent (Scale of l-4).

Natural history (Carpenter) 3.2
HIV testing (Wachtel) 2.7
Opportunistic Infections (Fisher) 3.4
Pediatric AIDS (Smith) 2.4
Antiviral Therapy (Mayer) 3.0
Infection Control (Boyce) 3.2
Psychosocial Issues/Community Resources 3.3

(Smith/Fish)

Before and After Mean Scores of Confidence
in Specific Skills (Scale of l-4)

a>

b)

c>

d)

e>

f>

Answering patients' questions
about AIDS

Screening patients for HIV history

Practicing effective infection
control for yourself and staff

Counseling patients with HIV infection

Providing primary care management for
patients-with AIDS

Before
2.4

2.6

2.5

2.2

2.0

Utilizing appropriate
and referral networks

community resources 1.7

After
3 . 1

3.3

3.2

2.8

2.7

3.1
.x.1



What comnonents  were most useful?

Opportunistic infections
Antiviral Therapy
Infection Control
Psychosocial

. Testing
History
All

Least Useful?

,-, Pediatric
Antiviral Therapy
Infection Control
Testing

4
4
2
2
2
2
1

2
2
1
1

Other issues or tonics?

Practical aspects of therapeutics,
More on outpatient management and initial workup for HIV
settings.
Specific recommendations for AZT use.
More time for questions/discussions, perhaps by holding

patients in outpatient

three sessions.
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WORCESTER
Statewide AHEC Office
UMASS Medical Center

55 Lake Avenue North
Worcester, MA 01655
(506) 6563255

.--

June 6, 1989

Kenneth Mayer, M.D., Chief
Infectious Disease Division
Memorial Hospital
Prospect Street
Pawtucket, Rhode Island 02860

Dear Ken,

I've enclosed a summary evaluation for the AIDS Primary Providers Course

-'_l ’
held on March 22 and 29. Sorry its taken me awhile to compile it.

It's clear from the evaluations that the program was well received. Each
/ speaker's talk,was evaluated as being "useful" by the participants, although the -_-.

legal update 'took it on the chin.

Participants also reported increased levels of confidence in various
aspects of.caring for HIV+ patients. Interestingly, the area in which they
reported the least initial confidence, and the. greatest increase in confidence,
was in "utilizing appropriate community resources and referral networks".

The open-ended comments on the most useful and least useful aspects are
the usualmixedbag. The material on opportunistic infections and antiretroviral
therapy got lots of kudos.

The reque$ for additional suggestions once again yielded requests from
several participants for more concrete information regarding patient management
issues for prpary care physicians. Perhaps you and-your colleagues could put
your heads together again on this to see if there is &other way to address this.1

As you know, we recently conducted a follow-up evaluation of the first
group of providers to go through the clinic sessions. '*We received six out of

(Cont'd. - Page two)

.

BOSTON NORTHERN NEW ENGLAND X_,
Beth Israel Hospital Libby 314 Maine Consortium for Health Professions

330 Brookline Avenue, Boston, MA 02215 (508) 735-2328 150 Capital Street, Augusta, ME 04330 (207) 623-2531
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Kenneth Mayer, M.D.
June 6, 1989

nine responses. They're brief, so rather than summarize them I've made copies
and included them in the package.
good about the program.

They are positive, and obviously people feel
The principal problem people had was the small number

of patients seen and discussed in the clinic sessions.

I hope this information is helpful. Talk to you soon.

Sincerely,

Alan Chtian, Project Administrator
New England AIDS Education and

Training Center

.-



AIDS For Primarv Providers

March 22 and 29, 1989

Pawtucket, Rhode Island

Evaluation Summarv

SpecialtvApproximate number of
HIV+ patients seen

0 - 5 14
6 - 10 4
11 - 20 2

21+ 2

Total 22

Family Medicine 4
Internal Medicine 8
OB/GYN 1
Nurse Practitioner 4
Physician Assistant 1
R.N. 4

Overall Usefulness of Conference

Very useful 7
Useful 8
Somewhat useful 3
Not useful 0

.._.
Usefulness of each comnonent (Scale of 1 to 4, 4 - very useful)

A. Natural History

m
Useful

9

Somewhat
Useful

2

yoJ
Useful

0

Mean
Score

3.3

2.9

3.5

2.4

3-L

3.2

3.1

2.9 ..J

Useful
10

(Mayer)

HIV Testing
(Wachtel)

4 12 3 2B.

C. Opportunistic Infections
(Fisher)

,;
Legal Update

(Fine)

I
Antiretroviral Therapy

(Carpenter)

13 6 2 0

D. 1 a 9
.\
..<

1
0

2

E. 13 7 2

F. Infection Control
(Boyce)

9 9 3 1

G.

- -

H.

Community Resources
(Silvia)

10 4 06

Psychosocial Issues
(Smith)

9 3 26



. ,

Confidence of oarticinants  before and after sessions (Scale of 1-4, 4 = very

A.

B.

‘- c.

D.

E.

F.

Answering patients' questions
about AIDS

Screening patients for HIV
testing

Practicing effective infection
control for yourself and staff

Counseling patients with HIV
infection

Providing primary care management
for patients with HIV infection

Utilizing appropriate community
resources and referral networks

Most useful Dart of the DroPram

Opportunistic Infections

Infectioh Control
, i’

1 !
Antirktroviral  Therapy

Psychosocial Lecture

Community Resources

_ Testing

Natural History

Least helDfu1 Dirt of the Droscram,

Testing
;

_ Legal'Issues

- Infection Control

Psychosocial Issues

Community Resources

_ Opportunistic Infections

(4)

(4)

(3)

(2)

(2)

(1)

(1)

(4)

(4)

(2)

(2)

(1)

(1)

Before

2.7

2.9

3.1

2.5

2.1

1.8

confident, 1 - not confident)-

Mean Score

After

3.2

3.3

3.5

3.0

2.8

3.4

--a,.

,.<
1

.,’

2



Natural History

All but antiretroviral
therapy

(1)

(1)

Other issues that should be covered

More concrete recommendations for work-up for suspected PCP, etc

Would like to see course offered on yearly basis

More information on how to suspect/diagnose during physical examination

Wanted to hear more detail about managing patients. These issues were
covered fairly quickly. Drs. Fisher's and Carpenter's talks were most
useful. I'd rather see an emphasis on this rather than legal/social issues

Nice program

Overall sessions were very good. They should not be allowed to run until
9:00 PM.... .assimilation of material is impaired when it runs so late.
Have you considered 3 sessions?

Different research projects - directly available to our patients or non-
traditional (underground).

Strategies for maintaining health in relatively healthy HIV infected
patients; i.e. immunization, nutrition, exercise, etc.

*

It would be useful to have a printed summary of names and numbers of who's
available for referrals and connections

_ None, other than to hold it during one day, not at night



APPRNDIXX

Evaluation Reports

Beth Israel "AIDS Mini-Residency Program for Clinical Nurses"



Beth Israel Hospital
Nursing Services

AIDS MINI-RESIDENCY PROGRAM FOR CLINICAL NURSES

EVALUATION

Date:

I. As a result of participating in this residency, please rate the extent to uhich  you are able to:

To a oreat  extent Scmwhat No, unable to

1. Explore the role of the nurse 11 6 2
practitioner in an amkrlatory
setting in the care of the person
with AIDS.

2. Identify the role responsibilities 17 2
of the members of the inter-
disciplinary team in caring for
people with AIDS-related illness.

3. Explore the role of the nurse 14 4
in the care of people uith AIDS
in the home.

4. Describe the nursing care consider- 17 3
ations associated uith the care of
people with AIDS-related illnesses
in the inpatient setting.

II. Please appraise Faculty/Preceptor effectiveness (in presenting, discussion, and/or clinical teaching)
in the following areas by designating your rating using this scale. (Write nwbers  belou.

Poor 1 2 3 4 5 Excellent
____________--______________ ____________________---_____----------------------------------------------------

Nemsof
Faculty/Preceptors

Teaching General Knouledge Depth
Ability .of Subject Coverage

Uarren Goff
Mary Gorman
Sheila Hussey
Vickie Griffen
Jean Chaisson
John (PWA)
Carol London
Betty Morgan
Sal Tassone
Mary Ellen Ricardi
Bonnie Titelman
Gail Pearlstein
Anita Backestose
Linda Schmidt
Ros Avita
Amy Paul
David Hannaberry
Marcia Haurer
Laura Curtian
Andrea Dercolia
Karen Dick
Lauren Wood

4.10
4.96
4.72
4.49
4.5
5
4.21
4.33
4.33
4.8
4.7
4.25
3.75
4.33

:
5
5
4
5
5
3

4.7
5
4.8
5
4.95
5
4.63
4.33
4.67
4.8
4.9
4.8
4.25
4.6

z
5
5

:
3

4.40
4.46
4.70
4.41
4.68
5
4.63
4.33
4.17
4.7
4.6
4.5
3.75
4.33
4
4.5
5
5

5
4
3



Glen Kimball 4
EL ten Kitchen 5

I I I . Please respond to the foLlowing  statements:

1. Attending the workshop “Caring
for people uith AIIW enhanced
my learning.

t.The content was relevant to the
objectives.

3.The envircment uas conducive
to my Learning.

4.Hy personal objectives for
attending this residency
uere met.

Yes -Somewhat El0

18 I

20

18 2

13 5

Comnents:

IV. Please complete the following questions:

Included  for cmtact hour prposes. Participants uere able to ansmere  qr#stions correctly, indicating that
deacrete  infomtim m renewed  within didatic end clinical practicus sessions uas comMicatad and
mderstood.

l.List  the major components of nursing assessment  for a parson admitted  with HIV-related illness.

Z-List  two major side effects of the drug Pentamdine.

3.List 3 major considerations in discharge planning of people with AIDS-related illness.

4.Describe 3 essential elements to be incorporated in health teaching for newly diagnosed people with
AIDS.



S-List 3 comnunity  resources that you learned about this during residency and describe how you might
utilize them on behalf of people uith AIDS.

6. As a result of participating in the residency, will your nursing care of people with AIDS change? Hou?

Besides knowing resources to contact, I think I may be more 18holistic I1 in my assessment and ask questions
to patients that might not have been asked before. I think that I’m more prepared to hear their answers.

My nursing care will not change, but I have a more well-rounded view of resources which are available to
patients on the outside. What I can do nou is pass all the info. on that I have learned and accumulated,
to my colleagues. Therefore, ne uill all ba able to care for the AIDS patient in more holistic manner.

I feel that my nursing care will change in that I feel a lot more knouladgeable  about support services,
medications and treatment, diagnostic procedures, and nursing diagnosis, and assessment. Since my position
involves Nursing Education I will be imparting this information to my colleagues at a nursing forum.

I am more aware of opportunistic infections that occur and the physical assessments needed for early
detection. also aware of research protocols patient can becoma  involved in.

Better approach.

I will be able to utilize the resources I have obtained.

My care will not change, krt this course has alloued  ma to deepan my commitment  to my patients.

The program helpad me re-think my thinking and approach to the I.V. Drug population-- in particular to issues
of pain control, limit setting, and my own role in providing care.

7. As a result of participating in the residency, I changed: (Check all that apply):

A. Hy thinking about AIDS 10

B. My attitude about people with AIDS 5

C. My beliefs about people uith AIDS 2

CCWENTS:

I don’t feel that I really changed my attitudes towards PlJA’s,  but I feel I uas able to learn a lot about
coping with IVDA’s which was a big issue for me.

I became more auare  of the anormity of the problem.

I have learned much about the other people with AIDS (children, IVDA, and ucmen) as opposed to just the
gay man population.

Greater Understanding of how really i 11 people with AIDS can become; especially with fever spikes and
diarrhea.



My knowledge of what  it is really like to have AIDS , books and reading can only do so much. An advanced
awareness of uhat 61 is doing and certainly an appreciation for the fine job nursing is doing for all
patients uith AIDS.

I think I see AIDS more as a major public health problem that effects all segments of society not just high
risk groups or behaviors. There are no typical patients of situations - all are individual.

Increased empathy  and auareness of their plight.

I did not change my thinking, but rather looked at this as an update. I obtained a lot of information in
greater detail in regards to IV drug abuse., HIV testing, inpatient care of an AIDS pt. etc.

8. As a result of participating in the residency,

I learned:

Hou difficult the research studies are, how involved taking care of an educated gay man,  and AIDS (very
sensitive to health care system) and a little bit about a better approach to the IV drug abuse, uho's usually
such a management problem.

About the many comwnity  services available to AIDS patients and their families from counseling nursing care.

I learned that the state of Massachusetts allous  up to 100 mg q-d.  of methadone a day.

The complex system of care providers necessary to deal with HIV positive patients and persons uith AIDS.

I expanded my knouledge about epidemiology of the disease, more risk factors.

More about drugs used in treatment.

Caring for AIDS patients is one of the greatest challenges for nursing.

More about the different populations affected with AIDS.

Hou extensive the netuork of AIDS related information and people is.

How extensive the Shattuck program is.

I discovered:

Hou to manage complicated terminally ill patients.

The problem of insufficient home  health aids and the barriers to care for minorities.

The enormity of the epidemic and the huge and varied populations that it affects.

That the AIDS virus effects the eyes, GI, and resp tract system.

Many resources available to people with AIDS

I had some pre-conceived judgments that needed to be reevaluated.

A uonderful group of highly skilled nurses uho have rekindled my love of nursing.

The extent nursing must go to bridge the void in nursing AIDS research. Hou centered approach to nursing
changes all the hospital roles and attitudes especially if all believe that is focus. It can uork. I have
my own prejudices I have to deal with in treating AIDS patients more effectively.

That patients can administer their pentamidine therapy at home.

The vacuua  in services needed for home care. The increasing demands on all people for discharge planning.

The Boston AIDS Consortiun

Just hou such the AAC does offer and unfortunately hou scarce AAC are; i.e. Cape Cd area - none are



available.
I realized:

My issues with MA's can be broken down and dealt uith as I deal uith other types of paitents.

State and Federal financial constraints limit extent of services available.

Education is the key to the whole AIDS issue.

What a wonderful support nurses can be for each other.

How difficult it is for AIDS patients to deal uith insurance and jobs etc.

There is so much ue don't know.

The public's greet fear of AIDS.

That not all people uith AIDS are male or gay or MA. Uomen uith AIDS have such more complex issues of
family, etc.

That drug abusing people be put in charge of their own lives.

That nursing care is the key to quality of life for PUA's. AIDS paitents challenge every nursing skill ne
have.

How quickly the population of AIDS patients is increasing.

There can be some reward for taking care of IM)A's.

I re-Learned:

The contrast betueen the teaching institution and special attention to staff and the state institution.

The devastation of the disease!

Side effects of medications. i.e. pentamidine, AZT, ribiviran, bactrim.

Uhat  the inpatient setting is like nou. It is all different my past clinical experience.

About the pathophysiology of AIDS and hou it affects other organs.

Modes of transmission testing, basic physiology of the inname  system.

Some nursing problems never change.

AIDS patients are people and the loss of one effects us all.

The importance of caring holistically.
mentally.

AIDS patients have so many needs that need to be met physically and

The lou socio-economic class of IVDA's is going to be the most challenging to educate.

9. When I return to my work setting, the

My impressions and drug information.

Professionelism of nursing care at 61.

first thing I uill share with my colleagues is:

I have been able to ccmptete  a Resource Manual for my unit.

New drugs under investigation.

Risks of opportunistc infections that can set in after diagnosis.

Refining our universal precaution procedure.



How to best approach the subjects of sexuality and addiction with patients.

In hospital Wontactu or 9esource80  people to seek out information needed.

10. The best part of this program uas:
Sharing of information among small groups; lots of rorm  to ask questions or talk about uhatever interested
me.

Spending time with several different nurses uho are experts in their fields and being able to question them
in person among a mail group.

Discussing patients with their primary care nurse and seeing hou much they actually kneu inpressed me.

The opportunity to netuork and learn from such a broad scope  of health care professionals dealing with PUA’s.

Meeting uith Sheila Hussey and Gail Pearlstein’s  discussion about the studies and research they are doing
now.

Attending didactic session with Mary and ciinical session with Sheila Hussey and the psychiatrist that
lectured at the all day program.

People ue met uith and uho shared their real Life experiences uith us. Seeing and speaking uith patients
who have AIDS. Visits uith homa care and AIDS patients in hcme or IV care.

Home  visit and anonymous testing.

The varied range of experiences that uere offered to us. The high quality of speakers and preceptors.

Time spent uith Mary Ellen.



11. The uorst part of this program uas:

r‘ Not being able to go on clinical rounds or visit a pedi site.

Too such  focus on inpatient nursing and discharge planning from the perspective of the staff nurse on the
second day.

Second day immersion  in HIV related issues. Feelings of being overwhelmed with the extent of the problem.

Sitting so long in one place the first morning.

Not having Vickie available for ambulatory  care conference.

Needing more tima with one area and had too much tima in another.

Not long enough (4days)  for individual to have clinical experience in all areas; just really touched the
surfaces of many areas.

Inpatient tima uas too non structured.

The cost of parking.

Trips to the Boston VIA uhich  did not uork  out.

Clinical session needs to ba more structured with a nurse specialist in AIDS who is oriented to teaching.
Also being  given an opportunity to observe a physical assessment of a PUA  and going over his/her drug regimen
in detail i.e. comon doses, side effects.

Spending too much time with a patient who needed rest and privacy.

A lot of learning contact in a relatively short amount of time.

Some  lack of structure from such a broad scope of health professionals dealing uith AIDS.

12. Uhat uould improve the experience?

Really can‘t amphasire  hou informative these last two days have been for me, I enjoyed the privelege of
small group participation among the 3-4 of us.

Time spent uith clinical nurse was non-structured. Supplemental therapies discussions.

Getting a patient uith AIDS to share his experiences uith us. Audio visual of the program i.e skin lesion
or kaposi sarcoma.

Observing particular procedures that I am not familiar with i.e. aerosal ired pentamadine, giving drugs
through portacath,  mixing and preparing of experimental drugs i.e. DHPG, etc.

Visiting and hearing from more patients.

More patient contact with nurse practitioner. Availabilty to talk with nurse practitioner.

More concrete types of treatment plans such as:
Physical assessment
Drugs used end S/E and uses of these medications.

Interest group was saneuhat repatious of mutual information in Workshop in November.

Maybe people who uere at the workshop uho do not have contact with AIDS patients could benefit from spending
a day uith a nurse mho  is in care of an AIDS patient.

The parking and traffic issues uere horrible and made things difficult. Spending time with an in-patient
who was willing to open up to me.

Having case studies presented on the second day.



Asking 4 day residents before they arrive if they wanted a particular experience.

ADDITIONAL COMMENTS:

Everybody uas so nice.

I particularly enjoyed seeing the various supports in place to encourage professional developsent  of clinical
nursing. I think the netuork lists will be valuable in the future.

The best program I have ever attended and I really appreciate the opportunity.

Would have liked to spend time at Shattuck on AIDS uards. Packet of information uas very helpful.

If possible schedule a public health clinic when there are appointments for HIV testing. Carol London while
counseling was very informative.

Discharge planning uas very irrpartant  for staff nurse.

Disdain for the husan  being is the worst of ail evils. You have presented a timely, professionally astute
uorkshop uith reaffirms my hope that ue are not just treating the HIV, the disease, but encompassing  the
body, mind and spirit as our responsibility to each other.

I uoutd have liked more information before to decide uhich workshop I uanted to attend.

I think it is very difficult to design a program to meet the diverse needs of RNS in very different practice
setting and on the uhole the program suqeded.



AIDS Mini-Resickncv Prow-m  for Clinical Nurses

Follow-rp  Evaluation

Method

A one page follow-up questionnaire was mailed to all participants in late June 1989, 3-8 months subsequent to
the 2-4 day course which was offered on a staggered basis between November and March. A reminder uas mailed
in August. Responses Were obtained from 15 out of 20 participants, a response rate of 75 percent.

1. In retrospect, please note the overall educational quality of the course. (Scale of 1-5, with 1 being
poor, 5 king excellent)

Rating Nunber  of
reswnses,

Excel lent

1 0
2 1

34 :
5 6

Rean = 4.2

2. Hou useful has the course been to you? (Scale of 1-5, with 1 not useful, 5 being very useful)

Rating Number of
Resoonses

Not useful

Very useful

Mean  = 3.8

3A. Uhat  has been the most important contribution the mini-residency has made to you as an educator for
students or coileagues?

Able to dismiss fears and myths on a one-to-one basis with young people.

Able to complete a resource manual for colleagues and serve as a resource nurse on unit.

Source of information to supervisors/managers both verbally and with uritten materials.

Broadened perspective and expansion of nursing role in the care of these patients.

Promoting HIV treatment with amktlatory  care at health center.

nore confident about teaching abilities.

Abie to update the staff uith new facts on AIDS.

More comfortable as a resource person and educator on AIDS and HIV infection.

Direct experience with PUAs uas informative learning experience.

Bibliography and presentations uere  useful in AIDS 101 class that I teach.

Able to pinpoint Weak  spoW in colleague’s knouledge  base regarding AIDS and plan inservices
addressing these issues.



What has been the most important  contribution the mini-residency has made to you as a provider of health
care for persons with HIV?

Resource person to those who need information.
‘-.__,

Care of patients has been enhanced because I can offer them greater information and resources on
inpatient and outpatient basis.

More of an educator/facilitator than direct-care provider.

Enhanced knouledge of drug use for HIV patients and increased use of nursing diagnosis.

Flare  understanding of sane of the syrrptomo  of HIV patients and able to provide information on support
systems.

Can better educate the patient/family about the illness and available resources.

Increased knoutedge  base, more sensitivity to psychosocial issues, and more confidence with persons
uith HIV in the ccmnunity.

Please provide a list or description of neu educational programs on HIV infection/AIDS uhich  you have
developed, coordinated or for which you served as an instructor since Noven&r.  Please include only
those activities for which  you feei the course made a contribution in terms of ideas, knowledge,
methodologies or faculty participation.

Prowam

Aids Comprehensive Health &
Informational Sessions (5)

IV medications used on HIV pts

Inservice uorking with AIDS pts

AIDS 101 - epidemiology,
transmission, drug use, safer
sexual practices

AIDS nursing care: Utilize the
standard of care developed after
the course

AIDS 101 - High school sessions

STDs/HIV

STDs/HIV

In-service

Resource

Resource book

Public education, minorities

Dvervieu on AIDS

HIV transmission & risk factors

Unprotected exposure for pre-
hospital care providers

Universal precautions &
Infection control practices

Target Group

Homa  Health Aides

Nurses in IV program 5

Hcwnemaker/HHAs 25 - 50

All health care uorkers 250

All nursing service orientees

High school seniors

High school students

Adolescent therapy group

Staff nurses

Staff nurses

Staff nurses

Tenant housing

Nursing staff

High School seniors

Firemen, EHTs, police officers

Hospi tat personnel

Approximate Nmber of
Particioants

lk - 18

63

250

30

6

5 - 6

20 - 30

20 - 30

8 - 10

10 - 20

25

70

200+

..%.-Y



AlDS  101 Nursing students 100

AIDS 101 .Nursc  Aides 50

AIDS in the Uorkplacc Company  health programs 30

AIDS High school students 70

AIDS interest group Nurses, social uorkers 30

Update of AIDS Home Health Aides 15 - 20

5. Have you undertaken a new or expanded role as a resource person regarding HIV infection in your facility?
If yes, please explain.

Considered AIDS information resource person by colleagues.

Enhanced role as an AIDS resource nurse on unit. Increased knouledge  enabled cmpletion  of a resource
manual on the care of the AIDS patient for use by my colleagues.

Increased role in policy setting/input into training and greater access to other offices that haven’t
had much contact with HIV patients.

Nursing care resource and a resource to all employees for services in comwnity.

Role as HIV resource person has developed over the year and has added depth to preparation and contacts.

Regard4 as resource nurse on the floor. Uore involved uith HIV pts as a primary or assoc. nurse.

Although role has not expanded it is more uell-rounded.

Expanded  rote as Infection Control Coordinator with a resource library of articles. Consult with
nursing staff and staff education and to clients/businesses outside the hospital.

Nou participating in AIDS interest group as a speaker.

Course gave me more credibility and recognition as a nurse uith special expertise. Sought out for
questions by the other nurses and I sea many HIV infected persons at the supervisor’s request.



APPENDIX XI

Evaluation Report

Massachusetts Hospital Association’s “AIDS: Train the Trainers Program”
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/1 Table 1: ‘Avrtr~a  Pecmntqr  of Responses Within Program Evaluation Serb.

A. Support for the Caregiver

1. Content fulf illod .object;ives.

2. Content presented logically.

3. Content was appropriate to learning needs.

4. The teaching methods ware effective.

5. The speaker was well prepared.

6. Time allowance was adequate.

7. Physical facilitier were adequate.

Sb A 0 SD

KEY: SA 0 Strongly Agree, A - Agree,  D - Usagree,  SD - Strongly Disagree..

8. Clinical Information; “Beyond  Feet” SA b D SD

1. Content

2. Content

3. Content

fulfilled objectives.
.

presented lollically. 1 55% 1 42% ) 3% 1

was appropriate to learning needs. 1 28% 1 63% 1 9% 1 1
I I I I

I I I I
4. The teaching methods were effectim.

5. The speaker was well prepared.

6. Tima allowance war adequete.

7. Physical facilities were adequete.

42% 51% 7%

53% 47%

38% 59% 3%

41% 57% 3%
1

c. HIV Testing SA b D SD

1.

2.

3.

4.

5.

/--.. 6.

7.

Content fulfilled objectives.

Content presented logically.

Content war appropriate to learning needs.

The teaching methods were effective.

The rpeaker wa8 well prepared,

Time allowance was adequate.

Physical facilities w&e adequate.
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D. Personal Tranmirtion SI A D SD

1. Content fulfilled objectives.

2. Content presented logically.

3. Content was appropriate to learning needs.

4. The teaching methods were effective.

5. The speaker was well prepared.

6. Time allowance was adequate.

7. Physical facilities were adequate.

E. Occupational Rirks SA A D SD

1.

2.

3.

4.

5.

6.

7.

Content fulfilled objectives.
..

Content presented'logically.

Content was appropriate to learning needs.

The teaching methods were effective.

The speaker was well prepared.

Time allowance was adequate.

Physical facilities were adequate.

P. Psychosocial Issue8

1. Content fulfilled objectives.

2, Content presented logically.

3. Content was appropriate to learning needs.

4. The teaching methods were effective.

5. The speaker was well prepared.

6. Time allowance was adequate.

7. Physical facilities were adequate.

37% 63%
1

43% 53% 3%

38% 51% 7% 3%

50% 47% 3%

33% 65% 3%

17% 63% 21%

SA A D SD



Educating Adults About HIV SA A D’ SD

1.

2.

3.

4.

5.

6.

7,

Content fulfilled objectives.

Content presented logically. 29% 71%
.

Content was appropriate to learning needr. 23% 65% 13%

The teaching methods ware effective. 21% 67% 13%

The speaker was well prepared.

Time allowance was adequate.

Physical facilities were adequate.

AIDS 101 Overview

1. Content fulfilled

2. Contant presented
.

SA  A D SD

objectivea.

iogically.

13% 83% 3%
.

16% 84%

3. Content was appropriate to learning needs.

4. The teaching methods wera effective.

5. The sp+aker was well prepared.

6. Time l llowanca was adequate.

7. Physical facilities were adequate.

‘%I I I13% 87

17% 78% 5%
I

Small Group

1. Contant

2. Content

3. Content

Presentation SA A D SD
b 4

fulfi l led objectives.  . 61% 39%

presented 108ically. 51%. 49%
I. -

was appropriate to learning needs. 49% 41% 7% 4%
1

4, The teaching methods were effective.

5. The speaker was well prepared. I 52% I 48x I I I
6. Tima  allowance was adequate.

7. Physical facilities were adequate.

.
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f---. NEW YORK-CARIBE AIDS&IDA EDUCATION AND TRAINING CBNTKR

BVALUATION BBVIBW

I. Overview

The New York-Caribe AIDWSIDA Education and Training Center (NYU AIDS
ETC), after some rearrangement of its region, currently serves the areas of
metropolitan New York City, New Jersey, Puerto Rico, and the Virgin
Islands. Activities in Puerto Rico have been subcontracted to the
University of Puerto Rico; teleconference activities, previously under
subcontract as well, have been discontinued.

Like the NYU program itself, the ETC’s evaluation activities are
highly centralized. The NYU ETC program consists of three broad
components: education and training programs for medical providers, dental
providers and other health professionals; trainer/faculty development; and
telephone support for practicing providers. The ETC evaluates all of its
program components to some extent, including short- and/or medium-term
impact of a number of the components. Formative evaluation is conducted
informally on many of the ETC’s *lproducts’l.

A description of the evaluation activities of the University of Puerto
Rico subcontractor, to the extent that they differ from those of the rest
of the ETC, were not available at the time that this review was prepared.

II. The Evaluation Process

A. Evaluation Plan

1. Evaluation Plan as Proposed

According to NYU’s initial grant proposal, the ETC’s  evaluation
procedures were to address each of its three components. The first
component, training programs for primary care givers, dentists and other
health care professionals, was to be evaluated using the following methods:

o trainee assessment (examinations, attitude scales and
inventory assessments - these assessment tools were to be
translated into Spanish to be used in Puerto Rico);

o cost efficiency and cost.effectiveness.

The second component, trainer/faculty development, consists of two
separate programs: the Train-the-Trainer Institute and the Faculty
Institute. The approach to evaluating this component was to be primarily
descriptive. The measures to be used to evaluate the Train-the-Trainer
Institutes were as follows:

o assessment of participants’ perception of the training;

o documentation of the number of regional trainees reached by each
trainer.
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methods:

0

0

documentation of the frequency and nature of incoming calls;

sampling callers, at a future date, to determine whether the
information received proved helpful.

The planned timeframe for the evaluation was as follows._

Year 01

The Faculty Institutes were to be evaluated based on:

o revision of curriculum based on information received in-the
training.

The cost efficiency and cost effectiveness of each of these institutes
was also to be assessed.

The evaluation of the third program component, the AIDS Warm Line,
was to be descriptive as well. It was to be evaluated using the following

At the end of the first year, the Year 01 offerings were to be
evaluated by the Director of Evaluation for the project. The initial plan
did not indicate exactly what the scope of this evaluation was to be. In
addition, the Educational Program Committee (EPC) was to evaluate the
teaching modules intended to be used in structuring the training program
for “other health care nrofessionals”. The AIDS Warm Line activity
reports were to be

Year 02

developed during the first year, as well. -

An evaluation report of the Year 01 offerings of the Train-the-
Trainers Institute was be completed early in Year 02. Also, the Year
training offerings for providers were to be evaluated.

Year 03

02

In Year 03, all program components were to be evaluated.

2. Implementation of the Evaluation Plan

A review of NYU’s evaluation to date, measured against its plan,
indicates the following:

a. Evaluation of Training Programs for Health Care Providers

o trainee assessments are ongoing, but variables examined have
been changed and refined over time; in particular content
tests have been eliminated and attitude items have been
defined and refined through ongoing analysis; the primary
emphasis in evaluation of programs has been of participant
satisfaction;
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o the Evaluation Program Committee members were primarily
responsible for developing rather than evaluating the
teaching modules, although they do participate informally in
formative evaluation;

o the assessment of cost-efficiency was carried out in the
third year through a rudimentary calculation of cost per
trainee (about $125) and cost per contact hour (about $21);
an assessment of cost effectiveness has not been possible.

b. Evaluation of Train-the-Trainers Institutes

o evaluation of participant satisfaction was carried out as
planned ;

o number of trainees trained by train-the-trainers graduates
are being tracked through the required 50 second generation
trainees as a condition of certification;

o second year graduates conducted evaluations of their
training programs consisting of knowledge change and
participant satisfaction;

o the assessment of cost-efficiency and cost-effectiveness have
not been carried out in any formal way.

c. Evaluation of Faculty Institute (activity to be carried out
in Year 03)

o a needs assessment providing baseline data has been
conducted.

d. Bvaluation of the Warm Line

o a Warm Line log is being kept;

o a sample of Warm Line callers have been followed up.

B. Locus of Responsibility

1. Staff Responsibility

Professor Robert Malgady has been designated as the Director of
Evaluation for NYU’s ETC project. Dr. Malgady is a Professor in the
Department of Mathematics, Science and Statistics Education with
experience in statistical and psychometric research and program evaluation.
Dr. Malgady’s  responsibilities in the project include analyzing and
interpreting pre/posttest data, revising instruments as necessary, and
designing additional evaluation activities, as indicated. Dr. Malgady is
also responsible for coordinating the evaluation activities of the
University of Puerto Rico site with those of the rest of the ETC. While he
has committed only 10 percent of his time as Director of Evaluation of the
ETC project, his involvement is enhanced by the fact that he devotes an
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additional 10 percent time to the NIMH project’s evaluation activities
which are closely related.

Bill Sakolsky, the Project Administrator, attends all of the ETC’s
offerings in the New York Metropolitan area. He is responsible for seeing
to it that evaluation instruments are used and that participants complete
them. Following the session, he reviews written evaluation comments and
shares them with the trainers.

The ETC has several graduate assistants to assist in the evaluation
effort, particularly in the analysis of the participant satisfaction data.

2. Advisory Responsibility

At one point, it was anticipated that the Educational Program
Committee would be responsible for the formative evaluation of each
training module. As the program unfolded, they became the actual
curriculum developers. Their role in formative evaluation was limited to
seeking the input of clinical experts on AIDS as the curricula developed.
Initially, as well, the EPC faculty members were to work with the
Evaluation Coordinator in preparing questions for evaluating knowledge
gains derived from the discipline-specific modules. This portion of the
evaluation has since been discontinued because it proved logistically
difficult to keep the content items up to date and tailored to the
curricula.

The Council for Professional and Health-Related Organizations (CoPHRO)
was also to have a role in the evaluation process. However, because of
uncertainties ,about the ETC’s geographical region and, therefore,
membership in the CoPHRO, this group has not been able to carry out the
evaluative function initially assigned to it.

3. Subcontractors

Each of the State Coordinators is responsible for distributing and
collecting evaluation questionnaires at the training events that they
conduct and for transmitting the completed questionnaires to the ETC
office.

The University of Puerto Rico subcontractor is responsible for
conducting its own evaluation. These efforts are coordinated by Gilda
Padilla Rodriguez, MPH, MEd. The subcontractor uses a variant of the ETC’s
standard instrument (described in Section III.D.l.) which has been
translated into Spanish, musing back translation methods to assure that the
original meaning of the items was retained.

The teleconference portion of the provider training program was
subcontracted to Hospital Satellite Network which was supposed to provide
estimates of the number of providers reached. Concern on the part of the
ETC that it was not getting accurate data on the number of providers
reached and the inability to gauge the effectiveness of the programs was
one of the reasons that the ETC terminated the teleconference component of
their program.
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c . Coordination of Evaluation Activities

Evaluation activities of the NYU ETC are centralized and,
consequently, coordination of these activities appears to be rather
straightforward. Instrumentation is developed centrally and used for all
programs under the ETC’s auspices whether they are conducted by the ETC
staff and faculty or by subcontractors. Analysis, too, is done centrally,
except for programs conducted by the University of Puerto Rico, making
efficient use of the ETC’s Evaluation Coordinator.

D. Reporting of Findings

Annual evaluation reports are planned for the Training Programs, the
Train-the-Trainers Institute and the Faculty Institute. For the AIDS Warm
Line, the frequency of calls and the nature of the calls are reported every
six months.

The evaluation reports’for each year of training programs conducted
for “other health care orofessionals” as well as for Warm Line activities
have been completed. _

III. Program Evaluation

A. Project Monitoring

The NYU ETC has specified its goal
task-specific table which establishes a

and objectives, and has developed a
timeframe for accomplishment and

identifies the party responsible for each particular task. Although the
ETC does not identify project monitoring as an evaluation objective, it
does use this goal/objective structure for much of its reporting.

B. Project Outputs

NYU’s program outputs are summarized in the case study.

Data on participants of NYU’s training programs are collected by means
of a supplementary sheet attached to its pretest instrument. This sheet,
included as Appendix I, collects information on sex of the trainee;
professional level of the trainee (professional, support, faculty, graduate
student, undergraduate); profession; highest degree earned; and ethnic
origin (optional).

Evaluation data on the Warm Line is collected using a log to document
the number of calls, types of callers, and the nature of the incoming
calls.

Graduates of the ETC’s Train-the-Trainer Institutes are required to
train 50 others as a condition of certification. No attempt is made to
track second generation trainees beyond the required 50.
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C. Cost Efficiency and Cost Effectiveness

The initial project proposal called for a computation of the cost
efficiency and cost effectiveness of the program. The efficiency ratios as
originally projected based on budgeted figures and projected trainees, are
as follows :

Physician Dental Train
Tele- Tele- the Faculty Warm

Year conferences conferences Workshops Trainers Institute Line

01 $35
%

$77 $33 - - $3.89
02 63 46 36 3.89
03 63 38 47 - - 50 3.89

As mentioned, an assessment of cost efficiency was carried out for the
overall program in the third year and estimated cost per trainee at about
$125 or cost per contact hour of $21. Assessment of specific components or
of cost effectiveness has not been done.

D. Evaluation of Impact

1. Short-Term Impact

The NYU ETC assesses the changes produced by its provider training
programs on a routine basis, thus providing data for the assessment of
short-term impact.

Initially, the NYU ETC planned a rather elaborate evaluation of its
training programs for primary care givers, dentists and other health care
professionals. The ETC’s approach has been modified in light of experience
in the early months of the project. It was found that extensive testing
significantly cut down on the time available for training and that
participants did not respond well to having to fill out numerous forms.

a. Evaluation Design

The following is a comparison of the initial and current designs. The
way in which the ETC has had to modify its design in response to practical
considerations is instructive.

o Format

Initial. The evaluation format was to be based on pre- and
post-testing of trainees. Additionally, a six month follow-up was included
to measure the persistence of gains recorded immediately after training.

Current. Attitudes are measured both before and after the offering.
Satisfaction with the training program is measured after the offering only.
The six-month follow-up is no longer planned, although the ETC may conduct
follow-up for specific programs or events in the future.
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o Variables

Initial. Variables were to include cognitive change (knowledge
gained);ective  change (decreased anxiety; decreased phobia and
increased positive attitudes); and behavioral change (quality and quantity
of interactions with patients).

Current. Preliminary evaluation activities focused on both cognitive
and a variety of affective variables. Because of complaints of overtesting
by participants and other reasons discussed below, knowledge variables have
been dropped from the design. Anxiety was initially measured but shown to
be relatively low, particularly among sophisticated city providers.
ltPosi  tivi ty” of attitudes remains the dominant variable.

0 Controls

Initial. Since there was no natural control group against which toccompare trainees’ change, control was to be created by staggering the entry
of participants into the training programs. For example, half the dentists
were to have been randomly assigned to early training sessions and half to
a “waiting list” control group. Both groups were to have been pre- and
post-tested before and after the experimental group’s training. Following
testing, the control group would have been eligible to receive training.

Current. Because of the logistic difficulty of this approach, the
idea of a control group has more or less been dropped. However, recently
the ETC has begun thinking about a small controlled study, drawing on a
group of 40 graduate students, divided into two groups, following the
design described above.

0 Instruments

Initial. The cognitive change evaluation was to consist of content
examinations on each module. Those tests were to have been developed by
the project evaluator after receiving proposed questions from the EPC
faculty member responsible for the module. The question format was to be
multiple choice.

The evaluation of affective change was to be based on available
instrumentation in the field (e.g. the Gaines and Michal  AIDS Inventory)
and on the adaptation of standardized scales to be AIDS-specific in
content.

Current. The content pre/posttests are no longer to be used for
asses-e  provider training programs. Their use has been discontinued
for several reasons. Curriculum developers were asked to submit 25
multiple choice questions that would discriminate between those who had
successfully mastered the informational aspects of the training and those
who had not. Typically, ten relatively transparent true-false questions
were submitted instead. It was found that, even when questions with face
validity were submitted, content changed so quickly that instrumentation
could not be kept current. Content pre/posttest were developed, but are
now used only in the Train-the-Trainers Institutes and by graduates of the
train-the-trainer program to assess their own trainees.
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Rather than using an existing instrument, a new “attitude scaleW
instrument was developed by Barbara Hummel  Rossi, the evaluator for the NYU
NIMH AIDS Training Program in its first year. Scale items were taken from
several existing scales, supplemented by questions developed by Ms. Rossi.
The instrument has since been revised considerably by Dr. Malgady upon
experience with using it and based on analysis of the items to develop
subscales. The instrument is also used to evaluate NIMH training
activities in order to assure consistency between the activities of the two
projects. It is a non-specific scale intended to measure the
“positiveness of the provider’s attitudes toward people with AIDS” and, by
inference, a “predisposition” to do AIDS-related work. The instrument
consists of 20 items which are rated on a 5-point scale. The instrument is
included as Appendix II.

In addition, the ETC measures participant satisfaction. The
instrument used to measure this satisfaction is a modification of the
“CSQB” (Client Satisfaction Questionnaire 8) found in the psychiatric
literature. This instrument consists of 8 items, each with four
alternative responses. The instrument is included as Appendix III.

As mentioned in Section III.B, demographic information is also
collected: sex; professional status; discipline; and, ethnicity.

o Validation of Instruments

Initial. The items composing all of the tests and scales were to have
been submitted to content specialists at NYU and elsewhere to establish
both face and content validity.

Since some of the instrumentation was to be newly developed, the
psychometric properties of the scales for the population of trainees would
have had to have been established, requiring a preliminary pilot analysis.
The pilot version of the scales were to have been administered to the
trainees as pretests prior to the onset of training, and an item analysis
and internal consistency and reliability estimates calculated. Based on
the results, the measures would be revised for subsequent use.

Instruments that were translated into Spanish were.to have been “back
translated” to assure the validity of the translation.

Current. As discussed above, content variables are no longer being
consideredand therefore, this aspect of instrument validation is no longer
relevant.

Internal consistency is measured, i.e. reliability, is measured via
alpha coefficient of the pre- and post-workshop attitude scales. The
attitude scale has been shown to be highly internally consistent, with most
alphas in the range of .85-g. Item analyses are also carried out, with
mean scores in the range of .45-.50. Rather than validating the instrument
through a pilot test, the ETC does internal consistency checks and item
analyses on an ongoing basis.

Back translation was used to validate the Spanish version of the
attitude scale and remains an important means of assuring the validity of
translations.
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0 Analysis

Initial.
covariance.

The analysis was to have consisted of an analysis of
Because of the problems with unreliability of difference

scores, residualized posttest scores (pretest = covariance) was to be used
in the statistical analysis. Separate data analyses were to have been
conducted for each of the three professional programs on a state by state
basis.

Current. When the control group design was tabled, analysis of
covarianceas  no longer appropriate. Under the current design, mean
attitude change is reported. A dependent t-test is used to assess the
significance of the change. The effect size (standardized mean
difference) is reported as an indication of the meaningfulness of the
attitude change with .25 SD-unit change = weak, .50 SD-unit change =
moderate, .75 SD-unit change = strong effect).

Satisfaction levels for each of the eight items as well as an overall
satisfaction level are analyzed and converted to a 4-point scale.

b. Data Collection

The ETC evaluation instruments are widely used. However, a number of
the host institutions that request on-site ETC training insist on using
their own evaluative tests.

c. Findings

The ETC has analyzed the data by the degree to which the site was
actually involved with AIDS work. Interesting findings emerged. Sites at
which most of the attendees were academically-oriented showed high
positivity on the pretest; these trainees showed modest gains in positivity
and expressed only moderate satisfaction with the training. Trainees at
sites in the front line of health care with significant chance of contact
with PWA’s  (predominantly those in city settings) showed only moderate
positivity on pretest; they, too, showed modest gains in positivity and
were only moderately satisfied with the ETC training. Trainees at more
remote sites with less chance of contact with PWA’s began the training with
a low positivity towards people with AIDS but showed significant increase
in positivity on posttest; these trainees expressed high satisfaction with
the ETC training.

As a result of these finding, the ETC will try to develop a modified
program as an alternative to better meet the needs of the more AIDS-
sophisticated trainee groups.

2. Hid-Range Impact

a. Provider Training Programs

The ETC’s  original evaluation plan included an assessment of the
medium range impact of its provider training program component in terms of
assessing whether knowledge gained and improvement in attitudes towards
AIDS patients was translated into practice. The evaluation was to make



NYU
Evaluation Review
Page - 10

use of an inventory designed to assess the quality and quantityeof
interactions with AIDS patients.

Ideally, the design of such a study was to include direct observation
both before and after a provider attended training. While a candidate who
could carry out such a study has been identified, this aspect of the
evaluation has not been implemented due to budgetary constraints.

Dr. Malgady feels strongly that this aspect of the evaluation should
be pursued for the evaluation to yield truly insightful information on the
effects of the ETC’s programs. As a less costly alternative, the ETC is
considering a telephone follow-up survey in which training participants
would be asked to self-report any job-related behavioral changes they have
experienced and attribute to the training program.

b. Train-the-Trainers

The objective of the Train-the-Trainer Institute is for the trainers
to reach and train as many health care providers in their region as
possible. The impact of the Train-the-Trainers Institutes in the mid-term
is measured in terms of the number of second generation trainees trained by
ETC train-the-trainers graduates. Thus, the evaluation focuses on
documenting the number of regional trainees reached by each trainer and on
documenting the specific training goals achieved.

Currently, documentation of second generation trainees is limited to
the first fifty individuals trained by each graduate. Presumably, these
trainers will go on to train additional health care workers. Therefore,
NYU is probably understating the impact of this aspect of their program.

Graduates of the second Train-the-Trainers Institute, held in June
1989, have agreed to evaluate the training that they subsequently do.
Using the ETC’s  standard questionnaire, they will assess the satisfaction
of participants in the training they provide. Further, using the knowledge
pre/posttests initially developed by the ETC and later abandoned for use
in their own provider training programs, these train-the-trainers graduates
will assess knowledge changes of their own trainees. The results of these
assessments will be shared with the ETC staff.

c. Faculty Institute

The ETC has conducted an extensive needs assessment for the Faculty
Institute planned for December 1989. An extensive questionnaire (see
Appendix IV) was mailed to faculty involved in curriculum planning in 18
health professions schools throughout the NYU region, including Puerto Rico
and the Virgin Islands. A similar but less extensive questionnaire was
sent to administrators of the schools. The comprehensive survey covers the
nature and amount of HIV/AIDS content in the current course offerings,
barriers encountered in including HIV/AIDS content in curriculum,
expectations and plans for expanding HIV/AIDS curriculum content in the
future, practicum policies, student attitudes and opportunities for working
with AIDS patients/clients, the availability and need for various types of
resource materials on AIDS, as well as logistical consideration for
planning the institute.
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In all, 268 questionnaires were sent out; 150 responses were received.
The ETC is currently in the process of analyzing this baseline data.

A six month follow-up of the Faculty Institute will be conducted. A
questionnaire will be sent to participants to determine whether
information gained in the workshop has been incorporated into the
educator’s own teaching or curriculum.

d. AIDS Warm Line

A sample of Warm Line callers is taken from those who give their
voluntary consent to participating in a follow-up survey. This sample is
called back by a graduate student within two to three weeks to determine
whether the information the caller had received from the Warm Line proved
helpful in resolving the caller’s problem.

IV. Evaluation of Specific Education and Training Interventions

NYU’s specific education and training interventions have been
identified and described in Section IV.B.l of the case study.

A. Evaluation Designs for Specific Interventions

1. Teleconferences

The Healthcare Information Network was to have gathered post-program
survey data within four weeks of each broadcast. While some surveying was
done, the report submitted by the Bealthcare Information Network was
unsatisfactory, in part leading to the ETC’s decision to discontinue this
aspect of their program.

2. Videotapes for Physicians and Dentists

In the second year of the project, videotaped panel presentations
replaced interactive teleconferences as NYU’s primary strategy for reaching
large numbers of physicians and dentists. The videotapes for each of these
disciplines are in the final stages of production.

The current strategy calls for a mass mailing of the videotapes to
area physicians and dentists through professional associations and health
care institutions as well as directly to providers in zip codes containing
significant minority populations. A knowledge-based posttest  has been or
will be developed for each videotape and will be included to enable the
viewer to obtain continuing education credit. This test will also serve as
the ETC’s evaluation instrument for this program component.

3. Training Programs for Other Health Professionals

As described in Section II.A.l., evaluation of training programs for
“other health professionals” is a major focus of the ETC’s evaluation
activities. Apart from and preliminary to the evaluation of impact
described in the previous section, the data collected via attitude scales
and participant satisfaction questions is used to analyze individual
offerings.



NYU
Evaluation Review
Page - 12

In its evaluation report of April 1989, the ETC presented the findings
of the evaluations of ten selected programs presented between October 1988
and April 1989. Those findings found to be statistically significant are
summarized below:

Major Response Positivity
Site Target Rate at Pretest

NYU Medical Medical 77% 70.64/100
Center Students (n=43)

Kings County Multidisc. 98% 57.12/100
Hospital Staff (n-106)

Brooklyn NYSNA Nurses C 93% 63.401100
Others (n=145)

Goldwater Multidisc. 64.5% 60.98/100
Hospital Staff (n=l24)

Riverhead, LI Nurses & 84% 69.74/100
Therapists (n--110)

Creedmore Psych PAS & 84% 58.711100
Center Therapists (n-95)

Norwich Hosp. Nurses 64% 71.02/100
(CT) (n=44)

New York Nurses & 46.5% 70.291100
University Therapists (n-129)

CCNY School of Faculty & 50%
Nursing Students (n=26)

St. Thomas, VI Nurses 6 43% 64.961100
Therapists (n--185)

4. Train-the-Trainers

Attitude
Change

Moderate

Moderate

Moderate

Moderate

Participant
Satisfaction

Mod.- High

High

High

High

Mod.-Large High

Moderate High

Very Large Very High

Moderate High

Not Signi- High
ficant

Large High

The Train-the-Trainers Institutes are evaluated using the ETC’s
standard participant satisfaction questionnaire. In addition, knowledge
gains of the participants are assessed using the content tests initially
developed for use in evaluating the provider training programs but latter
discontinued for this purpose.

5. Faculty Institute

The Faculty Institute assessed participants’ perceptions of the
quality of the three-day workshop by means of the same participant
satisfaction questionnaire as is used to assess satisfaction in the ETC’s
provider training workshops.
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6. Warm Line

Warm Line activities are analyzed descriptively every six months from
data collected on the log. During the period October 1988 through February
1989, the number of calls per month increased from 12 to 36. Analysis of
the log data showed that the Warm Line was used by a broad spectrum of
health care disciplines, with a large increase in requests from health
educators and social workers. Questions tend to be about available
research, counseling and, to some extent, legal issues with a large
increase in inquiries about educational opportunities. The Warm Line does
not seem to be used as a source of referral information. Questions of a
professional, rather than personal nature, were the focus.

V. Formative Evaluation of Products Developed

The NYU ETC does not engage in what they consider formal formative
evaluation. They do conduct formative evaluation of curriculum modules in
the sense that they undertake “expert reviews” as part of the development
process. The EPC faculty member responsible for developing a discipline-
specific module is required to obtain input from a clinician in their
discipline actively working with AIDS patients. In addition to providing
input during the planning stage, the clinical experts do content reviews of
the draft materials as well.

Videos are being or have been developed to support the discipline-
specific curricula. Videos for therapeutic recreation, nutrition, nursing,.
social work occupational therapy and physical therapy are being developed
by the EPC faculty and produced by the NYU Center for Media Services.
Four videos, three for physicians and one for dentists, are being produced
through a subcontract to Telesource. The physician videos are being
produced under the direction of Conrad Rosenberg, M.D., the ETC Medical
Director while dentists’ video is being prepared under the Direction of
Harriet Goldman, D.D.S. The videos, too, undergo “expert reviews.”

VI. Recommendations

1. The ETC invested a considerable amount of time and effort in
developing its attitude questionnaire. By their own descri;;ion,
it is a non-specific scale of “positivity” of attitudes.
usefulness of this tool might be enhanced by subjecting it to a
factor analysis, thereby identifying sub-scales. Before and after
comparisons of sub-scale changes or lack thereof would be helpful
in identifying attitudinal areas which are not responding to ETC
inputs, thereby pinpointing areas for course improvement. The ETC
might benefit from a review of the evaluation work done in this area
by the Arizona site of the UCD ETC.

2. Most of the products the ETC plans to produce have been completed
or are nearing completion. They have been produced professionally,
but have not been subjected to formal formative evaluation. Should
the ETC produce more products in the future, it is recommended that
they go that one little step further, building in a pilot testing
step before the final production step.
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I.D. Number

**********************************+************************~****~*************
PLEASE CIRCLE ONE

FEMALE MALE

**********************************************************~******~**~*~*****
PLEASE CIRCLE ONE

1.

2.

3.

4.

5.

Health Care Professional

Support Staff

Faculty

Graduate Student

Undergraduate Student

***************************************************************************

PLEASE CIRCLE ONE

CLERGY COUNSELOR - DRUG COUNSELOR - HIV

COUNSELOR - OTHER COUNSELOR - REHAB DENTAL HYGIENIST

DENTIST

NURSE [RN]

PHYSICAL THERAPIST

PSYCHIATRIST

RESPIRATORY THERAPIST

HEALTH EDUCATOR

NUTRITIONIST/
DIETICIAN

PHYSICIAN

PSYCHOLOGIST

SOCIAL WORKER

NURSE [LPN]

OCCUPATIONAL
THERAPIST

PHYSICIAN'S ASSISTANT

RECREATION THERAPIST

OTHER:

HIGHEST DEGREE EARNED:
***************************************************************************
YOUR ETHNIC/RACIAL

ASIAN BLACK

ORIGIN (OPTIONAL) PLEASE CIRCLE ONE

CAUCASIAN HISPANIC NATIVE OTHER
AMERICAN

***************************************************************************

PLEASE ESTIMATE WHAT PERCENTAGE OF YOUR CLIENT LOAD IS:

ASIAN BLACK

(Numbers across should total 100%)

CAUCASIAN HISPANIC NATIVE
AMERICAN

OTHER

ove r . . .
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NYU’s Attitude Scale (Pre/Posttest Instrument)



New York University
A private university in fhe public service

NYU AIDS Education Projeots
Post - Evaluation

I.D. Number Profession

NYU HIV/AIDS ATTITUDE PUESTIONNAIRE: Health Care Providers

Instructions: The following statements refer to your feelings about various aspects of caring for patients
or clients uith  AIDS/HIV infection in your role as a health care provider. Read each of the follouing
statements and choose the response option that best corresponds to your feeling about each statement.
Indicate the extent of your agreement or disagreement with each statement by choosing one of the follouing
options (write the letter corresponding to your choice in the space next to each statement):

A. Agree Strongly
8. Agree Somewhat
C. Neutral/No Opinion
D. Disagree Somewhat
E. Disagree Strongly

.___ ,_ 1 often uorry about contracting HIV
because I do not aluays follou universal
precautions at work.

---- 2. I often worry abut co-uorkers
contracting HIV because of their high risk
personal behavior.

---- 3. Health care providers should not be
obligated to care for patients/clients with
HIV/AIDS.

-,-m  4 . Current knowledge abut HIV transmission
is effective in protecting health care providers
uho work with PUAs.

____ 5. I sometimes uorry that it is possible to
contract HIV from  patients/clients at uork even
without contact uith their body fluids.

---- 6. Uorking uith patients/clients with
HIV/AIDS is no more dangerous than uorking with
others uith communicable  illnesses.

_-_. 7. I prefer not to care for
patients/clients uho have acquired HIV/AIDS
through homosexual or bisexual experiences.

____ 8. Infection control procedures at uork are
sufficient to protect health care providers from
increased risk of contracting HIV from
patients/clients.

____ 9. Sufficient information about all aspects
of HIV/AIDS is being provided in educational
programs for health care providers.

---I  10. The spread of HIV infection has not made
ma resentful of homosexual patients/clients at
work.

---- 11. I rarely worry about contracting HIV
from patients/clients with whom I uork.

---- 12. I: often uorry that my own knowledge
about transmission of HIV is,insufficient  to
protect me frcm  infection at work.

---- 13. Ethnic and cultural sensitivity are very
important in relation to the care of
patients/clients with HIV/AIDS.

---- 14. I prefer not to care for drug users uho
have acquired HIV/AIDS through sharing needles.

---- 15. My family and friends will disassociate
themselves from  me if they knou that 1 care for
HIV/AIDS patient/clients at work.

---- 16. A pregnant HIV-infected patient/client
should have an abortion.

---- 17. Health care providers should be able to
accept and support non-traditional families, same
sex partners, and friends of patients/clients with
HIV/AIDS.

---- 18. I would prefer not to have direct
contact with HIV/AIDS patients/clients at work.

---- 19. 1 sometimes find myself trying to avoid
treating patients/clients with HIV/AIDS.

---- 20. The spread of HIV infection has
instilled feelings of resentment in me touards
patients/clients at work who are knoun IV drug
users.

October 1989
ATTPOST.OUE
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I . D .

NEW YORK UNIVERSITY AIDS EDUCATION PROJECTS

1. How would YOU rate the quality of training you received?

2.

P 3 2 A
Excellent Good Fair Poor

Did you get the kind of training you wanted?

3.

4.

A 2 a a
No, No, not Yes, Yes,

definitely not really generally definitely

To what extent has our program met your needs? .
.

4 3 2 1
Almost all of nost of my Only a few of None of my
my needs have needs have my needs have needs have

been met been met been met been met

If a co-worker/colleague were in need of similar help, would
you recommend this program to him/her?

5.

f 2 2 4
No, No, I don't Yas, I Yes,

definitely not think so think so definitely

HOW satisfied are you with the amOUnt of information YOU
received?

1 2 a
Qu if8 Indifferent or l4ostly

dissatisfied mildly dissatisfied satisfied

P
very
satified

6. Has the training you received helped you to deal more
effectively with your work with PWA's?

TIONN-
(Post-Evaluation)

A
Yes,

Helped
a great deal

;I 2 a
Yes, No, No, seemed

Helped Really to make things
somewhat didn’t help worse

over . . .



CIRCLE YOUR ANSWER

7. In an overall, general sense,
training you received?

how satisfied are you with

4 2 2 t
Very Mostly Indifferent or Quite

satisfied satisfied mildly dissatisfied dissatisfied

8. If you were to seek help again, would you come back to our
program?

1 2 2 P
No, definitely No, I don't Yes, I think Yes,

not think so SO definitely

WRITE COMMENTS  BELOW:

.

THE FOLLOWING SECTION IS FOR WllRsES ONLY
TO MEET NEW YORK STATE NURSES ASSOCIATION REQUIREXENTS

Please rank the following questions

Relevance of presentation's content to the
program objectives

Appropriateness of the physical facility
for training

Achievement of personal objectives by
the learner

Attainment of program objectives

Teaching l ~fsctiveness of presenter

LOW

1

1

1

1

1

1

1

1

2

2

2

2

2

2

2

2

4

4

4

4

4

4

4

4

HIGH L

5

5

5

5

5

5

5

5

‘L__
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Regional
School of Education, Health, Nurriq,  and Arts Professions
K.Y.U. AIDS Rqionol  Education and Tfalning  Center

429 Shimkin  Hail
Washington SqWre
N e w  Y o r k .  NY. 10003
T&h&& (212)  998.$332. 5330
FAX: (212)  995-3143 Education and

Training Cmer
$URVEY OF HIV/AIDS CONTENT IN THE CURRICULU!j

.'

THIS QUESTIONNAIRE FOCUSES ON HIV/AIDS CONTENT IN COURSES YOU
TEACH. IF YOU TEACH IN MORE THAN ONE LEVEL OF YOUR CURRICULUM
(E.G. BACCALAUREATE AND MASTER'S) PLEASE FILL OUT A SEPARATE
QUESTIONNAIRE FOR EACH OF THE LEVELS. PLEASE ANSWER THE QUESTIONS.
AS FULLY AS POSSIBLE.

NAME OF DEPARTMENT OR PROGRAM (Please specify which)

II. A. PRESENT PLACE OF HIV/AIDS IN THE CURRICULUM .

1. What percent of your curriculum is related to HIV/AIDS
content?

2. Please list the courses you teach which have content relating
to HIV/AIDS?

3. In the-past year the amount of HIV/AIDS information in your
courses has:

1. increased
2. decreased
3. not changed

4. Referring to question 3, in what area has this change (if any)
taken place? (Circle all that apply)

1 .  cogni t ive
2. attitudes
3. clinical
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5. Which one of the following terms best describes your view of
the amount of HIV/AIDS content in your curriculum?

y.._/.

I. Poor
2 Fair
3. Adequate
4. Excellent

6. If instructional hours have not been devoted to HIV/AIDS,
please check u the reasons that explain why.

1. AIDS isn't at all relevant to courses
2. There hasn't been time to revise course syllabi to

include AIDS
3. Couldn't find handouts or readings related to AIDS

that are appropriate for courses
4. Very few of the students are interested in AIDS
5. Most of the students will get instruction on AIDS

related topics elsewhere
6. Faculty are not interested
7. Faculty do not believe it necessary

.

7. Which of the following best describes the expectations for
including HIV/AIDS content in the curriculum for the remainder
of this academic year and the next academic year (1989-90)

__I
1. Plan to increase coverage of HIV/AIDS specific content
2. Plan to decrease coverage of HIV/AIDS specific content

(because
3. Won't be making any changes in HIV/AIDS specific content
4. Need more information before making a decision

8:How is HIV/AIDS information presented in your
current curriculum? (Circle all that apply)
1. integrated into courses
2. sgparate elective course
3. separate required theory course
4. separate required clinical course

9. Do you foresee this presentation
1. no, keep as is
2. keep as integrated course
3. change to separate elective
4. change to separate required
5. change to separate required
6. change to integrated course

changing in the near future

course
theory course
clinical course
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10. What teaching methods are used to relate HIV/AIDS  specific
content? (Please circle all that apply)
1. seminars
2. lectures
3. symposia
4. guest speakers
5. field trips
6. other (please list)

8. SPECIFIC CONTENT RELATED TO AIDS

1. Do you have separate clinical/theoretical objectives
to HIV/AIDS

1. yes, both clinical and theoretical objectives
2. only theoretical objectives
3. only clinical objectives
4. no objectives specifically related to HIV/AIDS

2. The following is a list of HIV/AIDS related topics. In the-_ .
first column check those aspects relevent to your discipline
which are presently included in your curriculum content
specifically related to HIV/AIDS. In the second colummn please
indicate those topics you would like to see included in the
curriculum.

related

PRESENTLY
JNCLUDU

1.
1.-
1.-
1.-
1.-
1.-
1.1 .

2.
2 . -
2 . -
2 . -
2 . -
2 . -
2 . =

f’-

2 : -
2 . -
2.z

HIV INFECTION
a. CDC definitions/diagnoses
b. immune system
c. pathophysiology
d. geographies
e. epidemiology/virology of HIV
f. demographics
g. counseling/testing

INFECTION CONTROL
a. CDC guidelines
b. aseptic practices/techniques

occupational risks
g: transmission of HIV
e. blood banks
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L-1._Y
INCLUDED

1. 2.1 . - 2 . -
1 . - 2 . -
1 . - 2 . -

1.z 2.z

RESOURCES/ENTITLEMENTS
a. communityb.

county
state

Z: national
e. federal/governmental

CARE OF PATIENTS

it:

::
e.
f .

2
;:
k.
1.

patient care
case management
current research findings
nutrition
drug management
activities of daily living
opportunistic infections
neuropsychiatric complications
resources/entitlements
social/community support
spiritual support
psychosocial seguelae

1._ 2.
2.-
2 . -
2 . -
2 . -
2 . -
2 . -
2 . -
2 . -
2 . -
2 . -
2 . 1

.

LEGAL/ETHICAL/SOCIAL ISSUES AND HIV
a. legal issues
b. politics of AIDS care/

legislation/prevention
c. ethical issues
d. politics of AIDS testing
e. community networks
f. confidentiality
g. effects of mass media
h. change strategies
i. politics of health care (relating to

HIV/AIDS)
j. politics of poverty (relating to

HIV/AIDS

2.
2 . -

1.
1.-
1 . -
1 . -
1 . -
1 . -
1.1

2.
2._
2.
2 . -
2 . -
2 . -
2 . =

.
2._

HEALTH CARE PROVIDER ISSUES
a. coping with death and dying, of the

young
b. patient/family/lover counselling

values clarification
z: coping with fears of transmission
e. stress reduction techniques for above

issues \-'

l._ 2._

l._

k-
1.z

2.
2 . -
2 . -
2.1



PRESENTLY
INCLUDU

C. STUDENT ISSUES

2.
2 . -
2 . -
2 . -
2 . -
2 . -
2 . -

2.
2 . -
2 . -
2.z

5

GROUPS/AT RISK BEHAVIORS
a. home/bisexuals
b. hemophiliacs/blood product recipients

i: women
substance users/abusers

a. infants, children
f. heterosexuals
g. racial/ethnic minorities

AFFECTIVE COMPONENTS FOR PATIENTS
SIGNIFICANT OTHERS/FAMILIES
a. fear and anxiety
b. death and dying

communication
Z: ,acceptance  of alternative life styles

1. Which statement best describes your policies for students caring
for AIDS patients/clients?

1. Students are assigned to and required to care for
patients/clients with HIV/AIDS when appropriate

2. Student preferences are taken into consideration when
assignments are made

3. All students are required to have cared for at least one
HIV/AIDS patient/client during their schooling

4. Faculty do not usually assign students to care for
HIV/AIDS patients/clients

5. Have not addressed this issue

2. What percentage of your students have cared for an AIDS
patient/client?

1. o-252
2. 25-502
3. 50-752
4. 75 - 100%
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3. How would you describe your average student's attitude toward
caring Zor an’ AIDS patient/client

‘i../'.

1. readily providis  dire& care
2. reluctantly provides direct care
3. chooses to have no contact wiith AIDS patients/clients
4. don't know

4. What actions take place if student refuses to care for a
patient/client with AIDS?

D. INSTRUCTIONAL RESOURCES

The following is a list of. teaching aids and instructional
resources. Please indicate:

E:

RESOURCE

1. Student
Reference

I would

resources you know you can easily obtain
the degree to which you have used that resource -
1 - never used s- always use

. OBTAINABLE USE

1. Yes 2. No 1 2 3 4 5
lists never always

like to have references on:



.f-

RESOURCE OBTAINABLE

2. Faculty
Reference lists 1. Yes 2. No

I would like to have references on:

3. Audiovisual
Material

1. Yes 2. No 12 3

USE

1 2 3
never

4 5
always

4 5

I would like audiovisual material on:

.

Y---.,
4. Lecture material 1. Yes 2. No 1 2 3 4 5

I would like lecture material on:

5. Guest Speakers 1. Yes 2. No 1 2 3 4 5
/

I would be interested in guest speakers on:

7

.

6. Workshops 1. Y88 2. No 1 2  3 4 5

I would be interested in workshops on:



.
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D. FUTURE DIRECTIONS

1. would you be interested in attending a curriculum workshop on
HIV/AIDS for your

1. yes
2. no
3. undecided

discipline?

2. Please look at the following list of HIV/AIDS
Mark in order of preference those topics you
curriculum workshop.

related topics.
would included in a

l= most preferred 10 = Least Preferred

HIV/AIDS Infection
Infection control
Resources/Entitlements
Care of patients/clients with AIDS
Political/social issues
Legal/ethical issues
Health care provider issues
Groups/Behaviors at risk
Affective components for patients/significant
others/families

3. Other topics you would like included (please specify)

.

4. Please circle the day(s) most convenient for you to attend
such a workshop

1. Monday
2. Tuesday
3. Wednesday
4. Thursday
5. Friday
6. Saturday
7. Sunday

.
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5. I would b8 willing to attend a workshop for :
1 .  omday
2. two day8
3. three days
4 . four days
5. five days

6. Best time of year
1. Fall
2. Winter
3. Spring
4. Summer

7. Comments/Suggestions

Please return this form by March 27, 1989

to:
Patricia M. Hurley, Ph.D. R.N.
NYU AIDS Project
532 Shimkin Hall
Washingon Square
New York, New York 10003

.
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Yes, I've participated in the HIV/AIDS CONTENT IN THE CURRICULUM survey
and would like a copy of the results.

.

Position

ADDRESS

THANK YOU FOR TAKING THE TIME TO COMPLETE THIS QUESTIONNAIRE
_





WAl41-0 AIDS EDUCATION AND TRAINING CENTER

EVALUATION RBVIEW

I. Overview

The WAMI-0 AIDS Education and Training Center Program (WAMI-0)
identified as its mission the integration of existing resources and
delivery of multidisciplinary education and training to primary care
practitioners and allied health and support professionals in the Northwest
and Alaska.

The WAMI-0 AIDS ETC Program offers a train-the-trainer program, a
series of clinical updates, and other special courses and activities
identified as regional needs. It is also intending to create
multidisciplinary “centers of competence” or “resource cities” around the
region (Washington, Oregon, Montana, Idaho and Alaska) to serve as the
foci of education and HIV clinical care at the local level. Additionally,
WAMI-0 plans to assist area professional schools in expanding-the HIV/AIDS
content in their curricula.

The WAMI-0 program is closely associated with the NIMH project in the
Consequently, much of the training curricula and most of the

%zi;ion approach is either borrowed directly or adapted from the NIMH
program. The ETC’s  evaluation activities address each of the above
activities, with a major focus on the evaluation of its train-the-trainers
program. There has been heavy emphasis on assessing multiple dimensions of
any given program, particularly mid-range impact.

II. The Evaluation Process

A. Evaluation Plan

WAMI-0 formulated a general evaluation plan in the early stages of the
project. Subsequent plans which are more specific have been prepared. The
most recent, prepared in March 1989, presents current evaluation priorities
and delineates the specific activities to be undertaken and the kinds of
data to be collected.

1. Initial Broad Plan

WAMI-O’s evaluation plan, as set forth in its original statement of
goals and objectives is as follows:

o Create criteria for competence/standards of practice for the
care and prevention of AIDS, ARC and HIV infection

o Develop and implement evaluation of the train-the-trainer
program to be used by the AIDS ETC

o Develop and implement quantitative measurements to evaluate the
effectiveness of training provided by the centers of competence.
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o Develop and implement quantitative measurements to evaluate
clinical updates (on-site and in Seattle)

o Research response to AIDS training in urban and rural
communities of the Northwest and Alaska.

Time frames are given only for establishing the criteria for
competence, to be begun and completed in the second half of Year One, and
for analyzing data from the outcome evaluation, to be begun and completed
in Year Three.

2. Implementation of the Evaluation Plan

Midway into the second year, WAMI-0 AIDS ETC had developed instruments
to evaluate several programs and has completed analysis for both pre/post
test measures and follow-up questionnaires for two of its training
programs and two train-the-trainer programs. The broader evaluation goals
have not yet, of course, been accomplished. A review of WAMI-0 AIDS ETC’s
evaluation measured against its plan revealed the following:

(1) Criteria for Competence/Standards of Practice:

o Criteria for Competence/Standards of Practice have not yet been
formulated

As was noted in the Case Study Report, achieving consensus on
appropriate standards and devising a method of measurement are
problematic tasks. Furthermore, legislative action prompted
immediate attention to training activities and this activity has
not received great attention to date. The ETC will be
addressing this issue indirectly by working closely with another
group at the University of Washington School of Medicine that
have recently received a grant to pursue development of
competency criteria.

(2)

(3)

Evaluation of Train-the-Trainer Program:

o extensive instrumentation is in place for the train-the-trainers
program

Evaluation of the Effectiveness of Centers of Competence
Programs :

o Centers of Competence concept is not yet in place, although a
modified version, “Resource Cities”, has been initiated

The project is continuing toward the development of the
capabilities of a regional network of important foci of medical
care. The resource cities concept differs somewhat from the
centers of competence concept in that there is more of an
emphasis on development of local caregiving resources in the
former than local edcuation and training capabilities, although
the two are obviously related. Since the the concept is just
getting underway, there has been no effort, to date, to evaluate
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progress or effectiveness, although evaluation of both is
planned.

(4) Evaluation of Clinical Updates:

o needs/demands assessments are being done prior to most offerings

o offerings are routinely evaluated via participant feedback
questionnaires

(5) Research Response to Training in Urban and Rural Communities:

o no activity has yet been recorded in this area

B. Locus of Responsibility

In an administrative sense, the Project Director, Dr. David Johnson
has the final responsibility for evaluating the project’s progress, while
the Deputy Project Director, Ms. Ann Downer, is responsible for the
evaluation of the multicomponent and multidisciplinary programs.

Initially, Dr. Lewayne Gilchrist was designated as the Program
Evaluator with responsibility for implementing evaluation activities. Dr.
Gilchrist, who is the principle investigator for the NIMH AIDS Training
Program, began by integrating many of the NIMH evaluation tools into the
ETC program. In the second year of the project, Lynn Mandel, PhD,  took
over the responsibility for coordinating evaluation efforts: developing
evaluation designs; developing and revising evaluation tools; and,
implementing evaluation activities. Dr. Gilchrist is still officially
listed as the ETC Program Evaluator, but is now involved only as an
internal evaluation consultant. In the third year of the program, again a
new individual, Bernadette LaLonde, PhD,  took over the role of program
evaluator. The ETC staff feel that Dr. LaLonde brings excellent
capabilities to the program and will be very instrumental in improving the
intensity and utility of evaluation activities for the ETC. She has spent
much of her time initially attempting to clean and analyse the data
previously collected. She is also beginning to develop evaluation
plans for the ETC’s  future programs.

C. Coordination of Evaluation Activities

In the first year and a half of the project, little in the way of
coordination of evaluation activities had taken place. The project
evaluator was to have visited each AHEC to assist in implementation of
evaluation methods developed for each state. Travel costs apparently
proved too high to allow any of the ETC project staff to travel to the
sites for coordination purposes.
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D. Reporting

General reporting of subcontractor outputs and evaluation activities
to the ETC coincides with the preparation of the semiannual progress
report to HRSA. The ETC is considering requesting these reports on a
quarterly basis.

To date, evaluation activities have concentrated on the train-the-
trainer course on which the ETC issues periodic, indepth  evaluation reports
on select courses. To date, two such reports have been published, each
covering two train-the-trainers courses.

III. Program Evaluation

The current WAN-0  ETC AIDS Training Project Evaluation Plan (March,
1989) delineates four priority areas of evaluation: implementation,
process, impact/outcome, and costs.

o Im lementation is to be evaluated through a case study description of
+-----*t e program which will include an articulation of goals and
objectives, documentation of the development process, description of
structure, as well as a case description of a program from planning
stage to evaluation.

o Documentation of program processes will include information about
training outputs as well as a description of program planning and
evaluation processes. While data will be aggregated, thereby
rendering this a form of program evaluation, the primary unit of
analysis appears to be the training offering; this aspect of the
evaluation will therefore be described in Section IV of this report
which is devoted to the evaluation of specific training offerings.

o The impact/outcome evaluation for the Train-the-Trainer (T3) will
include outputs; pre/post measures of training plans, attitudes, and
practice; quality control or certification of trainees; observations;
as well as second generation trainee assessments of the T3 trainers.
The impact/outcome evaluation for Training Direct Service Providers
will include measures of change in knowledge, attitudes, and practice.

o The evaluation of products and other outcomes will include
descriptions, reviews, and related trainings.

o Cost analysis will examine costs per T3 trainee, direct service
eider, and materials.
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A. Evaluative Case Study

Case Studies will offer a description of the overall ETC program
including statements of goals and objectives, descriptions of the program’s
development, its organizational and management structure, and operational
activities. The ETC had intended to use case studies to document the
rationale for program changes, description of activities and each stage of
program design and implementation. Finally, case studies were to provide a
description of external relationships. To date, no specific activity
toward case study development has taken place.

B. Impact/Outcome Evaluation

WAMI-0 has identified impact assessment as a component of its
evaluation since the outset. Preliminary designs appeared in the ETC’s
early documentation. The current plan, which was produced in the second
year of the project, is a more well-defined version of earlier documents.
The ETC’s  plans for implementing the evaluation, while still evolving, call
for extensive follow-up of all of its trainees, via mailed questionnaires,
telephone interviews and, where feasible, direct observation. It is an
extremely ambitious plan which will require intensive staff input over the
duration of the project. However, the potential payoff is great.

WAMI-0 will examine the impact/outcomes of two categories of courses.
The first group of courses are those whose primary focus is to prepare its
participants as trainers. Courses in this category include train-the-
trainers programs (AIDS Intensive + Instructor) and courses that prepare
trainers in specialty areas to deal with AIDS issues (such as trainers of
drug abuse counselors). The second category includes courses which are
primarily aimed at preparing direct service providers to deal with AIDS
issues in their areas of professional practice, but also prepares them to
teach should they be called upon to do so.

1. Train-the-Trainers (including Trainers in Specialty Areas)

The design and instrumentation (some of which also provides data for
the impact analysis) for evaluating individual train-the-trainers courses
is discussed in Section IV. This section presents the outcome variables
that will be examined in the aggregate to assess the impact of WAMI-O’s
overall train-the-trainers efforts.

As part of its evaluation of its train-the-trainers efforts, the ETC
will examine the relationship between the job held by its graduates and (1)
the number and types of trainings they subsequently do and (2) the numbers
and types of health care professionals they ultimately reach.

Another measure of the program’s impact is how well graduates are able
to carry out their planned training activities. This will be evaluated by
comparing the graduates intentions to do training, as evidenced by the
training they prepare during the course, and what they are actually able to
accomplish 4 to 6 months later (as determined through telephone follow-up).
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Snecific variables that will be examined as part of this ongoing study
of impact

0

include :

Persistence of knowledge (measure by testing immediately post-
training and at 3-month follow-up)

0

0

0

0

Change in attitudes toward training and confidence in
their own ability to train (pre-training and 3-month
post-training follow-up questionnaire)

Training ability (as assessed by the graduate’s
trainees, and as observed by WAMI-0 staff)

Networking skills (measured by follow-up questionnaire)

Change in professional practice (still under
discussion: probably to be implemented via self-report
during telephone interview)

One related area of training where follow-up has occurred in this
manner is for the training of trainers courses held in the third year
focusing on substance abuse issues. The courses included segments on
effecting organizational development and behavior with specific ideas for
changing or improving intake procedures to be more attuned to substance
abuse. Trainees were asked to both hold trainings in their home
institutions and to implement appropriate systemic or procedural changes.
Trainees were being followed-up by the ETC staff to assess factors
contributing to organizational successes and barriers. Results of this
evaluation should be available by the end of the third year.

2. Training for Direct Service Providers

As part of the evaluation of its programs for direct service
providers, the ETC will examine the effectiveness of various approaches to
recruit providers, especially physicians, into these programs.

Variables that will be examined in assessing the impact of WAMI-O’s
training programs for direct service providers are similar to those used to
assess the train-the-trainers program except that they focus more on the
trainees* preparedness to serve people with AIDS (i.e. their attitudes/
confidence in caring for people with AIDS) than on their preparedness and
accomplishments as trainers (only self-reports of their activities in this
area will be sought).
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c . Bvaluation of Products and Other Services

Products and other services will be evaluated as follows:

Descriptive analysis of products and how they are being used

Feedback about products received via review questionnaires
enclosed with the product and a telephone survey of a sample of
recipients

Qualitative analysis of the utilization of WAMI-O’s Speakers’
Bureau

D. Effort Evaluation (Cost Analysis)

WAMI-0 has established as its cost target “less than $250 per
trainee. v Initially, a simple cost per trainee for each session was to be
calculated. More recent plans indicate a more elaborate cost analysis is
to be conducted, including:

o cost per train-the-trainer graduate by site

o cost per direct service provider
graduates train

o cost per direct service provider

o costs for materials development,

that train-the-trainers

trained directly by the ETC

production and dissemination

o value of donated materials, services, personnel time, in-kind
contributions, etc.

Cost analyses of several events have been performed, but aggregate
cost assessments have not been issued as yet.

E. Evaluation of Program Outputs

WAMI-O’s program outputs are summarized in the case study. In terms of
number of participants, the ETC has already exceeded the 7,900 health care
workers it had projected for training by the end of the three-year grant
period.

WAMI-0 uses a Training Report Form to collect output data. Variables
collected include:

Reach

0 Location of training
o Ethnic background of population served (estimate

of X)
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Participants/Trainees

o Number of participants by professional category
o Ethnic background of participants (estimate of X)

Education/Training Intervention

o Number of contact hours
o Topics presented
o Training methods used

A copy of the Training Report Form is included as Appendix I.

P. Project Honitoring

While WAMI-0 does not specifically identify project monitoring
evaluation activity, it does note progress toward its various goals
progress reports.

Project monitoring of complex goals, such as the establishment
local resource cities for the care and management of AIDS, through
documentation in a case study analysis and other evaluative efforts
be very helpful.

IV. Evaluation of Specific Education and Training Interventions

as an
in

of

would

WAMI-O’s specific education and training interventions have been
identified and described in the Case Study. The overall evaluation design
and numerous instruments to assess training interventions are used by both
the WAMI-0 AIDS ETC and the NIMH Training Program.

A. Generic Design For Evaluating Trainees

1. Definition of Competence

An important component of the overall evaluation design is the
creation of a definition of competence for AIDS practitioners. The ETC
will be working with a group in the School of Medicine at the University of
Washington to create competency criteria for health care professionals.
Ultimately, it was intended for the evaluation of all components of the ETC
to involve these standards for practice. The goal is to have the
successful participants of the AIDS ETC train-the-trainers and clinical
training programs model the standards.
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2. Evaluating Changes in Trainee Competences

WAMI-O’s original grant application proposed a generic methodology for
evaluating changes in trainee competence resulting from any of their
trainings. This generic methodology is described below:

o Design Format

Pre/post design with the training as the independent variable.
Trainees are asked to complete a pretest and posttest for each
session.

o Variables and Measures

Variables related to specific training objectives are noted for
each training. Categories of dependent variables include:

--Knowledge gain (tested)
--Changes in cognitive competence (tested)
--Attitude change (tested)
--Changes in levels of comfort and confidence (self-report)
--Skill-level (self-report)

Data on the following independent variables are to be
collected post-training:

--Specific sessions attended
--Prior AIDS training

o Controls--Consistency of Data in the Time Series

To assure anonymity for trainees and yet allow the evaluator to
match and compare each trainee’s pre-training and post-training
responses, trainees are asked to mark their questionnaires with a
code constructed from their mother’s and father’s initials and
their own birth date. This procedure protects the
confidentiality of trainees’ responses and typically results in a
loss of fewer than 10% of subjects due to inability to match pre-
and posttest codes.

0 Sampling

Presumably, 100% of trainees participating in the course will be
sought .

0 Instruments

A paper-and-pencil test is used. The available instrument, to
date, consists of scales for attitude, comfort, confidence and
skill level. A draft of knowledge/attitude assessment is
currently available.
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o Analysis

The analyses will employ standard parametric and nonparametric
tests to compare trainees’ pre- and post-training responses to
document increases in knowledge, professional confidence and
subjective comfort.

3. Process Evaluation

The design of the process evaluation has evolved considerably over
time. Initially, it was conceptualized in terms of the evaluation
activities that were to be carried out. The data items, which were not
specified, were to have been summarized by training site and professional
discipline.

This approach was extremely labor-intensive:

o Training team members were to complete a form after each session
asking them to rate each element of the program.

o Staff and faculty for the program were to directly observe randomly
selected training sessions, rating training team members on their
adherence to protocol, clarity, and other teaching skills.

o When training at that site was finished, the administrators at each
site (if identified) were to have been asked to complete a short form
summarizing any problems, complaints, or other feedback they may have
about the training program, and any behavioral or procedural changes
in care related to AIDS that may have occurred in their agency/setting
during or after training.

o Trainees were to complete participant satisfaction forms asking them
to rate the utility, clarity, and value of the training they received.
Trainees were to have been asked to suggest additions and deletions to
the program, how much they would make use of the skills and
information stressed by the training program to colleagues.

The process evaluation has now been redesigned, focusing more on the
variables to be examined. As currently conceived, it will consist of two
components as follows:

outputs

-- Level of ETC involvement
-- Training location
- - Number of participants
- - Demographics of the participants
- - Content of the program

Program Planning/Evaluation

-- How target groups/populations were chosen
- - Logistical considerations in reaching each group
- - How needs assessments were used in program planning
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-- How speakers were chosen
-- Participant reaction at the end of training
-- Results of debriefing of facilitators
-- How results will be used to revise future sessions

B. Evaluation of the Train-the-Trainers Courses

1. Evaluation Design

WAMI-0 evaluates its Train-the-Trainers Program from many different
perspectives: specific training needs perceived; pre-training
self-perceptions of training competence; trainees evaluation of the
train-the-trainers course; evaluation of performance in practice as
perceived by the trainee’s audience; utility, in practice, of techniques
taught in the course, etc. The overall design for the evaluation was
described as evolving.

2. Evaluation Instruments

Workshop Planning Survey: A needs/demand assessment instrument
has been designed to use in conjunction with both the ETC and
NIMH train-the-trainers program. It polls respondents about the
topic areas they would find most useful. It is sent out to
potential participants along with theiracceptance letter for the
train-the-trainers course and is used to tailor the offering to
the audience.

Community Assessment Sheet: This form is sent to the trainees
along with their acceptance to the train-the-trainers program.
It requires the trainee to think about the types of training
needed, training already provided and the training role s/he will
play in the community.

Trainee Pretest: The trainee pretest , used in conjunction with
the train-the-trainers program, asks the trainees to rate their
own level of confidence in their knowledge base and teaching
ability in a long list of AIDS-related topics. It also tests
their knowledge/perceptions on the transmissibility of the HIV
virus.

Training Plan: This form encourages the trainers to plan and
schedule their training activities and asks them to detail their
plans. The purpose is threefold: 1) to provide trainees with a
practical blueprint for planning, 2) to force a consideration of
practical aspects of training in a setting where participants can
seek help from the facilitator or from other trainees, 3) as a
baseline for the impact/outcome evaluation as discussed in
Section III. It was intended to use these plans to assess what
each trainee has accomplished six months after the course.

Course Bvaluation Form: The Course Evaluation form asks the
participant to rate each item on a list of topics on a scale of
l-4 as to the clarity of the presentation and the usefulness of
the session. Open-ended questions solicit information on the most
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and least useful aspects of the course. Participants also self-
report their confidence in planning and delivering programs of
various lengths and formats as well as their confidence in
handling difficult training problems.

Participant Evaluation Questionnaire: In order to evaluate how
well the train-the-trainer graduates perform as trainers, they
are asked to have their own trainees evaluate their performance.
The results of these evaluations are passed on to the ETC. The
ETC has developed a simple, mark-sense form for this purpose. A
supplementary form collects demographic information on the second
generation trainee doing the evaluation.

Training Report Form: The primary purpose of the Training
Report Form is to provide information on training outputs.
However, since the form is used to report training activities
conducted by the instructors, it provides a forum-for these
trainers to provide feedback on which training techniques were or
were not successful. This approach provides data for an ongoing
formative evaluation of the train-the-trainers curriculum if
WAMI-0 chooses to use it in this manner.

Train-the-Trainers Telephone Follow-up: The Train-the-Trainers
Telephone Follow-up form is used to structure the telephone
follow-up survey. Along with some demographics, it solicits
information on what aspects of the training and the training
manual the graduate found most useful. It also asks about the
training they have done since completing their own training:
number of sessions, number and types of trainees, topics covered,
and barriers encountered. Finally, it asks the extent to which
the graduate feels s/he can now meet his/her agency’s critical
training needs.

Appendix II contains all of the above instruments with the exception of
the Training Report Form which has already been cited as Appendix I.

3. Findings from Train-the-Trainer Evaluations

Two courses held in September/October 1988 were reported on in “A
Summary of Results of Two Trainings: From Needs Assessment to Follow-up.”
The following are illustrative of the type of findings that result from the
evaluations.

The September course , presented jointly with the NIMH AIDS Training
Program focused on advanced psychosocial issues. It was three days in
length. Trainees were primarily nurses but included social workers,
counselors, health educators and others, numbering 27 participants in all.
Most had already had experience teaching about AIDS. As a result of the
needs assessment, the curriculum was modified to focus on improving
presentation skills. Pretest showed the group to be most confident in
their knowledge and skills to teach about HIV transmission and their lowest
confidence in areas of living with an AIDS diagnosis, issues related to
communities of color, and dealing with deteriorating mental state. Course
evaluations showed that the most useful aspect of the course was the
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training manual, dealing with resistance, participant practice and
feedback, and psychosocial issues. Least useful was the biomedical
content. The course was rated excellent overall. Follow-up forms were
mailed out four months after training (63% return rate). Pre and post test
comparisons yielded a statistically significant difference for self-
assessments of knowledge and skills to teach about various subjects and
planning ability. All but one respondent reported doing at least one
training of approximately one to two hours in length, with a focus on
psychosocial aspects of AIDS, AIDS 101, or testing and counseling. The
average number of second generation trainees per train-the-trainer graduate
was 154.

The October training was more general in nature, with one of its five
days devoted to psychosocial issues presented jointly with the NIMH AIDS
Training Program staff. The audience of 22 were mainly nurses, social
workers and educators. On pretest, the trainees expressed the greatest
confidence in their knowledge and skills to teach about transmission, safer
sex, and the decision to be tested for the HIV antibody. They were least
confident in their ability to teach about IV drug use, living with AIDS
diagnosis, care in rural communities, people of color and dementia. They
expressed confidence in planning a two-hour presentation but less
confidence in actually doing it. Confidence decreased as the length of the
program increased. The course evaluation showed that the most useful areas
were addiction, homophobia and training issues related to psychosocial
content. The lowest rate areas were adult learning theory,
neurospychiatric aspects, cultural issues, and women and AIDS. October
trainees were likewise followed up approximately four months later
(response rate of 64%). Pre and post test comparisons yielded improvement
regarding self-assessments of knowledge and skills to teach about a variety
of topics as well as for planning ability for presentations and workshops.
All respondents reported offering at least one presentation of
approximately one to two hours in length, with a focus on licensure
training, psychosocial aspects, epidemiology or infection control. The
total number of second generation trainees trained by the 18 graduates was
690.

c. Evaluating the Bureau of Substance Abuse (BASA)/WAMI-0 AIDS Courses

1. Substance Abuse Counselor Course

Evaluation is built into the BASA/WAMI  “AIDS Curriculum for Substance
Abuse Counselors. If The primary means of evaluating these courses is via a
participant feedback questionnaire completed at the end of the 7-hour
course. The questionnaire solicits participant reaction to the content,
the presentation of material , and the responsiveness of the instructor.
Among other things, it asks participants to identify the most important
thing that they learned from the course and what they would do differently
in their work as a result of the course.
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In addition to the official evaluation instrument, the curriculum
contains several other tools that could be used for evaluations purposes.
The first is a 20-item knowledge survey to establish the trainee’s
baseline knowledge of HIV/AIDS. Another instrument soliciting personal
reactions to HIV/AIDS is included with the lesson on “managing personal
fear and resistance. ,,

These instruments are included as Appendix III.

2. Train-the-Trainers Course

An extensive evaluation tool has been developed to evaluate WAMI-O’s
train-the-trainers offerings directly aimed at preparing substance abuse
professionals to train others in the field using the BASA/WAMI “AIDS
Curriculum for Substance Abuse Counselors.,,

This pretest instrumentequeries  current level of HIV/AIDS related
professional activity, self-assessment of confidence regarding knowledge
and skills, comfort level for dealing with training related issues, as well
as participant assessments of various training program components. This
tool is included as Appendix IV. The end-of-course questionnaire and
follow-up instruments are under development.

V. Formative Evaluation of Products Developed _

WAMI-0 had not planned to begin the development of new products in
earnest until the second and third year of its project. However, the ETC
was presented with an opportunity it could not pass up when the Omnibus
AIDS Bill was passed. In 1988, in response to this bill, WAMI-0 worked
in conjunction with the Novela  Health Foundation, the Department of
Licensing, the Washington Community College System, and the State AIDS
office toward the production of a videotape series. WAMI-0 was
commissioned to provide technical assistance in the design and development
of the videos and, in so doing, served as some of the “expert reviewers,, in
the formative evaluation. No other formal formative evaluation is
planned.

VI. Recommendations

1. One of the major objectives of the WAMI-0 AIDS ETC program is to
influence curriculum and the quality of AIDS teaching in professional
schools around the country. A great deal of attention has been paid
to the collection of baseline data on curriculum status. It would be
very useful to develop an evaluative case study which documents the
project’s efforts in the area of curriculum and the resultant
outcomes.

2. The establishment of locally-based multidisciplinary centers was one
of the highlights of the WAMI-0 AIDS ETC Project. Attention to this
effort had been diverted because of other demands but now that WAMI-0
is refocusing its efforts on the establishment of such centers in
,,resource  ci ties,, , a more structured evaluation plan for this complex
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process would be beneficial. A case study process or a form of
project monitoring through articulation of the specific steps involved
in the development of such centers and a reporting mechanism to
document attempts/ successes would enable WAMI-0 to showcase and
evaluate these activities.

3. The utilization of self-assessments of knowledge and skills follows
principles of adult learning. For train-the-trainer programs,
however, some objective assessments of trainee knowledge, skills, and
attitudes seem necessary. Paper and pencil measures of posttest
knowledge and attitudes augmented by observations of trainees during
role play assignments within the course of the training program would
offer stronger measures of participant accomplishments. Some
consideration might be given to the policy and process of rejecting a
trainee as a sanctioned trainer when and if a certain level of
competency is not achieved.

4. Extensive and commendable evaluations are in place for training
activities that are under the direct supervision of the ETC center in
Seattle. However, very little evaluation is taking place outside of
Washington State. As a regional program, the evaluation expertise of
the ETC should be shared with the other state programs.



APPENDIX1

Training Report Form



WAMI AIDS EDUCATION AND TRAINING CENTER PROGRAM

TRAINING REPORT FORM

The following information is needed as part of the report to our grantors
the Health Services and Resources Administration. Please take the time tofill out this form and include a copy of your training agenda whenever you
complete a training on AIDS and send to:

Lynn Chapman
WAMI AIDS Education and Training Center Program
820 NE 45th, Suite 1
Seattle, WA 98105

Information
(The person

on tra iner / tra ining coordinator
who was trained by the WAMI AIDS ETC Program.)

Name

r\ Address

Employer

Work address (if it differs from above)

When were you trained by
our program?
Month Year

Work phone

Information on training (a)

1. Location of training

2. Sponsoring facility/organization

3. Dates of training (8)

4. Number of hours of training specific to AIDS



Types of Health Providers Trained
'v

1. Please indicate the approximate numbers of each group that you trained
in this session.

Physicians
Physician Assistants
Nurse Practitioners

Nurses

Social Workers

Other (please list)

Counselors
Dentists
Medical Technologists
EMT@s/Paramedics

2.

3.

4.

Approximately what percent of these were: (optional -
purposes only)

American Indian/Eskimo/Aleut Asian
Caucasian (white) Hispanic/Latin0

for reporting

Black

Other (specify) (note: numbers must equal 100%)

Training Methods (please check u those used)
Lecture Discussion Role-play Vignettes “._/

Other experiential exercises
(Please specify)

Topics presented

5. Who requested/initiated the training?

6. Did you use any of the training techniques taught in the course?

7. Which techniques worked best?

a. Which techniques did not work well?

9. What kind of problems (if any) did you encounter in your training?

REPORTZ.DOC
n/22/80
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NIMH AIDS TRAINING PROJECT
University of Washington
Seattle, Washington

WAMI AIDS EDUCATION
AND TRAINING CENTER PROGRAM

University of Washington
School of Medicine

MAY WORKSHOP PLANNING SURVEY

Name

1.

2.

3.

4.

5.

6.

What is your professional position (e.g.
physician, administrator)

nurse, social worker,

What is the main setting in which you work?

Health department
Home health agency
Community health facility
Long-term care facility
Other (specify)

Your highest degree

Hospital
Office, private practice
Mental health facility
Other community agency

What is your most imnortant reason for taking this course?

Need to provide training as part of my job
Other job-related requirements

TWashington State licensing requirements
Other (specify)

Approximately how many HIV-infected clients/patients have you
dealt with in the past year?

In general, how would you characterize your involvement with
HIV-infected individuals?

low involvement moderate involvement high involvement

7. How experienced do you feel you are in teaching people about
AIDS?

not at all somewhat experienced
experienced experienced

very
experienced

If you have teaching experience,
address?

what groups do you usually
Check all that apply.

Physicians
Nurses/nurse practitioners/physician's assistants
Social workers, counselors, mental health professionals
Dentists
Dental hygienists/assistants
Administrators
Medical technologists, physical/occupational therapists,
other allied health professionals
General public--e.g. community groups, school groups
Other,(specify)



What size audience do you usually address? Check all that
apply.

<lo 11-30 31-50
->100

.~____
51-100 Other (specify)

What topics do you usually cover?

Have you had any problems with the groups you have addressed
regarding AIDS? Please be as specific as possible

8. Are you currently counseling clients regarding HIV testing?

Yes No

9. The legal issues and testing and counseling each encompass many
topics. Since we cannot cover them all, please rate each
potential topic using the following scale:

1 Very interested
2 Moderately interested
3 Slightly interested
4 Not at all interested

a. Legal issues

Overview of Omnibus bill
Confidentiality
Mandated vs. voluntary testing and counseling
Public health penalties--e.g. detention, quarantine
Penalties for providers who do not follow directives
of the Omnibus bill
Education mandate--for health professions licensure

Rule-making process on the state level

Background about the State Board of Health
Federal guidelines regarding HIV/AIDS
Washington State human rights guidelines
Other (specify)



b. Testing and counseling

Available testing technologies
Test accuracy

Pretest counseling protocol
Posttest counseling protocol
Washington State Omnibus law requirements
Psychosocial issues

Suicide risk

Behavioral changes associated with testing

Mandatory testing
Confidentiality requirements
Other (specify)

9. What other areas would you like this workshop to address?

lo. What would you like to know or be able to do at the end of this
workshop that you cannot do now?

Please return in the envelope provided to:

AIDS Training Programs
820 N.E. 45th, Suite 1
Seattle, WA 98105

Thank you very much.

MAYNEEDl.DOC
4/17/89



NIMH AIDS TRAINING PROJECT
University of Washington
Seattle, Washington

WAMI AIDS EDUCATION
AND TRAINING CENTER PROGRAM '.----_I

University of Washington
School of Medicine

COMMUNITY ASSESSMENT SHEET

Please complete this form before you attend the workshop. The
information you collect will be helpful for planning AIDS education
programs for your community.

Y o u r

Your

name

position at agency

Your agency

1. Please indicate what, if any, training you have had in AIDS or
AIDS related areas. Check all that apply.

In-service lectures or short presentations (l-4 hours)

Short courses (full day to one week)

Extended courses (one week or more)

Coursework as part of professional training (AIDS course at .._.'
a university)

Another train the trainer course

CDC testing and counseling course

2. What state and county does your agency or facility serve?

3. What is the ethnic composition of the population your county or
facility serves? Indicate the approximate percentages.

White American Indian Black Asian

Hispanic Other, please specify

3. a. How many cases of AIDS has your county had to date?
How many are still living?

How many AIDS cases were diagnosed during 1988 in your
county? --_x/-

b. If applicable, how many cases of AIDS has your facility
seen?
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4. What are the attitudes of your community (where you work) and
your agency's staff in dealing with AIDS in the areas listed
below? Please use the scale below and write in the number that
represents your best guess.

intolerant/not accepting 1 2 3 4 5 tolerant/accepting

Communitv Staff

a.

b.

C .

d.

attitudes toward homosexuality

attitudes toward drug users

attitudes toward HIV+/PWAs/PWARCs

attitudes toward ethnic minorities

Do you have additional comments about your community and staff?

5. Communities also demonstrate their attitudes by their actions.
Please check which of the following your communitv has done or
is planning to do and indicate when the service was (or will
be) started.

flonth/vear Started

Education in the public schools
Outreach to the gay community

Outreach to IV drug users
Outreach to ethnic minorities

An ongoing AIDS task force

Support groups for HIV+/PWAs/PWARCS

Case management services
Media campaigns
Making condoms available

Anonymous testing and counseling

,T----
6. What is the total number of physicians in Your community who

see AIDS patients?
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7. What AIDS education have the health professionals that you will .-._/.
be training already had? Please indicate whether you are
referring to your facility or community or both.

Check all that apply: Facility Community

Please list the types of topics the following health profes-
sionals have had in their training (if any).
topics include:

Examples of
"AIDS 101" (basics of transmission,

prevention); infection control; psychosocial aspects:
biomedical aspects;
counseling.

legal/ethical issues; HIV testing and

Nurses

Social workers

Physicians

Other (specify)

8. What additional information or skills do the health profes-
sionals in your community need to care appropriately for AIDS
patients? You might want to consider their attitudes toward
caring for people with AIDS and the attitudes of those who live
in your community.
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r‘ 9, Can you identify any barriers that exist in your community or
facility that ‘would prevent you from meeting the existing
training needs of your target population? (e.g. cultural,
language, status, socio-economic, educational level)

10. What training resources are available in your community or
local area? (e.g. existing programs, services, educational
materials, speakers/trainers,
equipment)

space to conduct training,

11. Can you identify any gaps in training resources in your
community?

Thank you very much for taking the time to collect this
information.

P
11/21/00
ASSESSCM.DOC
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Your ID ‘__/ ,’

1.

2 .

3 .

4 .

5 .

6 .

7 .

a .

AIDS TRAINING PROGRAMS
University of Washington

Seattle, WA' 98195

Pretest

Geographical location: West WA East WA Other

Community: U r b a nSuburban Rural

Professional position (e.g. nurse, social worker, physician,
administrator)

Your highest degree

How many years of post-degree professional practice experience do
you have?

What percent of your time is allotted for the following:

a. direct patient care

b. administration and policy making

C . supervision of clinical staff

d. community education

Approximately how many people do you provide
to in a l-month period?

Approximately how many seropositive/AIDS/ARC
provided service to in the past 6 months?

._i

health care services

patients have you

Not applicable (I don't provide direct patient care).

9. Approximately how many people with AIDS has your facilitv/aoency
provided service to in the past year?

10. In general, how would you characterize your involvement with
people with ARC/AIDS?

low involvement moderate involvement high involvement
(occasionally) (frequently) (almost exclusively)

._/
Check here if you are not presently involved
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,/- For each of the following questions please circle the response which
best represents your confidence level in:
the subject area, and 2.

1. your knowledcm about

subject area.
your skill in teaching others about the

11.

12.

13.

14.

How confident are you with your knowledge and skill in teaching
professionals how to take a sexual history?

Knowledae of necessary content:

coWIf &t
1 2 3 4 5 6 7

Skill in teaching others how to take a sexual history:

coaY&t %nf~d%
1 2 3 4 5 6 7

In general, how confident are you with your ability to teach
people about AIDS as it relates to working with IV-drug users?

Knowledae of necessary content:
.

comlf tnt
1 2 3 4

Skill in teaching others how to

co#&nt
1 2 3 4 5 6 7

5 6 7

work with IV drug users:

HOW comfortable are you with your ability to teach about the
transmission of the HIV virus?

Knowledue of necessary content:

cowif dnt "%$!d%
1 2 3 4 5 6 7

Skill in teaching others about transmission:

How confident are you that you have sufficient skills and
knowledge to teach someone how to counsel individuals regarding
safer sex practices?

Knowledcre  of necessary content:

m’ e
co ent

1 2 3 4 5 6
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Skill in teaching others how to counsel individuals about safe
sex practices:

1 2 3 4 5 6 7

15. How confident are you with your ability to teach people how to
identify the early symptoms of AIDS?

Knowledue  of necessary content:

#Sieco i ent %nfld$
1 2 3 4 5 6 7

Skill in teaching others how to identify early symptoms of AIDS:

16. How confident are you that you have sufficient knowledge to teach
effectively the issues regarding the decision to be tested for
the HIV virus? ‘_A.

Knowledoe of necessary content:

ZYsieco i ent
1 2 3 4 5 6 7

Skill in teaching others how to counsel individuals about the
descision to be tested (pre-test counseling):

1 2 3 4 5 6 7

17. How confident are you that you have sufficient knowledge to teach
effectively the issues regarding a person's psychological reac-
tion to testing positive for the HIV antibody?

Rnowledue of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

Skill in teaching others the issues regarding a person's
psychological reaction to testing positive for the HIV antibody:

quite not at all Li
confident confident

1 2 3 4 5 6 7
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18. How confident are you that you have sufficient skills and know-

.!-,
ledge to teach ways to counsel someone who tests positive for
the AIDS antibody (post-test counseling)?

Knowledue of necessary content:

1 2 3 4 5 6 7

Skill in teaching others how to counsel individuals who test
positive:

1 2 3 4 5 6 7

19. How confident are you that you have sufficient skills and
knowledge to teach what the experience of living with an AIDS
diagnosis is like?

Knowledae of necessary content:
quite

confident
not at all
confident

20.

21.

1 2 3 4 5 6 7

Skilk in teaching others what the experience of living with an
AIDS diagnosis is like:

quite not at all
confident confident

1 2 3 4 5 6 7

How confident are you that you have sufficient skills and
knowledge to teach about the stress of providing care for a
person with AIDS (for family caregivers and professionals)?

Knowledae of necessary Content:
quite not at all

confident confident
1 2 3 4 5 6 7

$&jJ_& in teaching others about the stress of providing care for a
person with AIDS (for family caregivers and professionals):

quite not at all
confident confident

1 2 .3 4 5 6 7

How confident are you that you have sufficient skills and
knowledge to teach about loss and grief issues for the caregivers
of persons with AIDS (for family caregivers and professionals)?

of necessary content:
not at all

confident confident
1 2 3 4 5 6 7
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Skill in teaching others about loss and grief issues for the
caregivers of persons with AIDS (for family caregivers and “_j
professionals):

quite not at all
confident confident

1 2 3 4 5 6 7

22. How confident are you that you have sufficient knowledge
skill to identify the AIDS health care issues particular
communities of color?

Rnowledae of necessary content:
quite

confident
1 2

Skill, in teaching
issues particular

guite
confident

1 2

23. How confident are
skill to identify

not at all
confident

3 4 5 6 7

others how to identify the AIDS health
to communities of color:

not at all

3 4 5 6

you that you have sufficient
the special problems related

patients in a rural community?

Knowledae of necessary content:

and
to

care

confident
7

knowledge and
to care of AIDS

Skill in teaching others how to deal with the special problems
related to care of AIDS patients in rural communities:

.

coi&if &t %nf!d$i&
1 2 3 4 5 6 7

24. How confident are you that you have sufficient knowledge to
teach ways to effectively deal with deteriorating mental
status/dementia due to AIDS related infections?

mowledae  of necessary content:

1 2 3 4 5 6 7

u in teaching others how to deal with deteriorating mental
status/dementia due to AIDS related infections:

1 2 3 4 5 6 7
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r‘~-
25. HOW confident are you that you have the knowledge and skills to

provide referral sources for someone who is HIV positive and in
need of financial and social assistance?

Knowledue of necessary content:

coT&%nt
1 2 3 4 5

Skila in teaching others how to access referral sources:

cowii Lt
1 2 3 4 5

26. How confident are you that you have sufficient knowledge and
skills to provide community education regarding infection
control?

Knowledue of necessary content:
quite not at all

confident confident
1 2 3 4 5 6 7

%~S$,~n providing community education regarding infection

quite' not at all
confident confident

27.

1 2 3 4 5 6 7

HOW confident are you that you have sufficient knowledge to
provide community education regarding the care of someone with
AIDS?

Knowledae of necessary content:
.

coa!8f &t %n$fd%$
1 2 3 4 5 6 7

Skill in providing community education regarding care of someone
with AIDS:

.

coa!8f Bant %n?~d%
1 2 .3 4 5 6 7

28. How confident are you that you have sufficient knowledge and
skills to educate health care professionals regarding the legal
and ethical aspects of caring for someone with AIDS? I

JCnowledaq  of necessary Content:

Msie
co ent

1 2 3 4 5 6 7



Skill in providing education regarding legal/ethical aspects of
care of someone with AIDS:

4y8f 8nt n%hf~d:!i6
.-_--

co
1 2 3 4 5 6 7

29.

30.

HOW confident are you with your ability to tailor your
presentation to meet the needs of diverse audiences?

quite not at all
confident confident

1 2 3 4 5 6 7

How confident are you that you have sufficient knowledge to (1)
plan/organize,
formats:

a~& (2) deliver the following types of training

PLAN/ORGANIZE DELIVER
very not at all very not at all

confident confident confident confident
a. two hour lecture 12 3 4 5 3 4 5
b. four hour (half day) 1 2 3 4

: :
4 5

c. one day workshop 12 3 4 : : 45
d. two day workshop 1 2 3 4 5

: :
3 4 5

31. Please rate your comfort level
training related issues.

very
comfortable

a. hostile audiences 1 2
b. homophobic audiences
c. large audiences (+50) : f
d. responding to questions 1 2
e. adjusting presentation to sponsoring

agency's time limits
f. using audiovisual materials : ;

in dealing with the following
.J

not at all
comfortable

3 5
:

t
5

: :
6

3 t : 6 :

4 5 6
3 4 5 6 :

32. To what extent do you believe that each of the following can
transmit the HIV infection?

a. needlestick with an infected needle 4 3 2 1

b. mouth-to-mouth CPR 4 3 2 1
C. sharing coffee cups 4 3 2 1
d. shaking hands 4 3 2 1
e. touching equipment 4 3 2 1 U

f. being in the same room 4 3 2 1



a

9.
/I h.

i.

L
k.

1.

m.

n.

working with specimens of blood/urine 4

cleaning vomitus 4

toilet seats 4

bedsheets 4

assisting at autopsy 4
emptying bedpans 4
being sneezed or coughed on 4
donating blood (risk to donor) 4

3 2 1
3 2 1

3 2 1

3 2 1
3 2 1
3 2 ’1

3 2 I

3 2 1

33. Do you know of any health care providers in your community where
you could refer a patient/client who exhibited symptoms of ARC or
AIDS?

No
Yes

34. If you do not know of any treatment resources in your community,
do you know where the nearest treatment resources are located?

No
Yes

35. As a health professional, how much do you worry that you will be
infected with HIV in the course of your professional activities?

not at all a little a moderate‘amount a lot

36. How much do you worry that you will infect a member of your
family (including significant other) with HIV?

not at all a little a moderate amount a lot

Thank you very much.

PRETEST2.DCC
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AIDS TRAINING PROGRAMS
University of Washington

TRAINING PLAN

1. How many trainings do you plan to conduct in the next six
months?

2. Where do you plan to conduct your trainings?

3. Approximately how many people will attend each training?

4. What length of time will each training take?

5. What type of group(s) will you be working with? What types of
individuals will be in this group?

6. If you have identified any training barriers on the community
assessment you completed before this course (e.g. cultural,
language, educational level, community resistance), what are your
plans for overcoming these barriers?

7. Identify specific people who can help you plan or conduct the
training.
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8.
fl

If you identified any gaps in training resources when you completed
the community assessment form, how can you fill those gaps?

9. How do you plan to 'imarket your trainings?

lo. How do you plan to eval'uate the 8tsuccess19  of your trainings? What
are your criteria for 81success1~?

11. Do you anticipate any problems in planning, implementing or
evaluating your trainings?

12. How do you plan to address these problems?
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13. Choose 3 ideas,
in this

exercises or training methods that you have learn&-
training and explain how you could incorporate them into

one of your own trainings.

14. Diagram a tentative timeline for planning and implementing your
plan for conducting training in your community. Start by selecting
a program or series of programs you plan to conduct in your com-
munity and then set a target date.
your timeline,

Work backwards when filling in
starting with the target date. Include when you

plan to assess your communities needs, design the program(s),
gather the resources, market and conduct the training(s). Consider
how long you will need to promote the program, line up speakers,
etc.

Program Title Target Date --

Action Feb Mar Anr June Julv Aus

COMPLAN2  .DOC
l/19/89



Please take a few minutes to give us an overall evaluation of the
AIDS training workshop you just attended.

1. Using the rating scales below, please indicate how clearly_ _-a . Ieach of the following sections or aspects of the workshop was
presented and how helDful each was to you.

Presentation Usefulness

4 Very clearly presented 4 Very helpful/useful
3 Clearly presented 3 Helpful/useful
2 Somewhat clearly presented 2 Somewhat helpful/useful
1 Not at all clearly presented 1 Not at all helpful/useful

Your ID

AIDS TRAINING PROGRAMS
University of Washington

Course Evaluation

Presentation Usefulness

a .NA

b.
C .

d.

e.
f.

g*
h.

0
1.

j*

k.

1.
IU.
n.
0.

P*
g*
r.

the community assessment worksheet

epidemiology of AIDS

psychosocial issues--1st wave (e.g. gay white
males, homophobia/discrimination, family
issues, grief, loss, caregiver fears)

psychosocial issues--2nd wave (e.g. people of
color, access to care, women/children, funding
prevention/tx, impact of drugs on care

sexuality issues

training issues re: psychosocial content

self-care/burnout prevention
testing and counseling
medical assessment
case management

dealing with resistance
presentation skills
addiction and AIDS
training issues for diverse communities
curriculum design/instructional design
participant practice/feedback
ethical issues
legal issues



S.

t.

u.NA

v.NA

W .

x.

Y*

2

chance to network w/ other professionals

interacting w/ facilitators and speakers
the training workplan

‘..\,'

the AIDS training manual

2. How confident are you that
(1) plan/organize, and (2)
training formats? Use the

very confident 1 2

you have sufficient knowledge to
deliver the following types of
scale below:

3 4 5 not at all confident

PLAN/ORGANIZE DELIVER

E: two four hour hour lecture(half day) 12 1 2 3 3 4 4
C . one day workshop 1 2 3 4
d. two day workshop 1 2 3 4

5 1 2 3 4 5
5 1 .2 3 4 5
5 1 .2 3 4 5
5 1 2 3 4 5

3. Please rate your comfort level in dealing with the following
training related issues. Use the scale below: '-J

very comfortable 1 2 3 4 5 6 7 not at all comfortable

a. hostile audiences 1 2 3 4 5 6 7
b. homophobic  audiences 12 3 4 5 6 7
c. large audiences (+50) 1 2 2 3 4 5 6 7
d. responding to questions 1 2 3 4 5 6 7
e. adjusting presentation to sponsoring

agency's time limits 12 3 4 5 6 7
f. using audiovisual materials 1 2 3 4 5 6 7

4. Overall, the workshop facilitators were:

excellent

Comments

good fair poor

5. What part(s) of this workshop was most useful to you?
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6.

7.

a.

9.

What part(s) was least useful to you?

Did the workshop meet your expectations? Yes - N o

Please explain as specifically as possible

Name one skill that you have acquired or improved as a result
of attending this workshop?

If we held a one-day t8booster1'  session in 3-6 months, would
you attend?

Yes

10. What would you like a t1booster8t  workshop to cover?

No

11. Is there anything else you would like to tell us about this
workshop?

Thank you very much.

JANEVAL. DOC
l/4/89
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----__  _._4-__-_  . .._ __

PARTICIPANT EVALUATION
QUESTIONNAIRE

___~~__  ____ _-_-_---

STRONGLY DISAGREE :
- __-_--..  _ .~

DISAGREE 0 --
- - - - _ -  -._ _._. ____.- --.--.

N E U T R A L  t
GENERAL PURPOSE DATA SHEET I I ---.. .-.-_---__--____.____-

form no. 70921 A G R E E  B--
- - - - - -

STRONGLY AGREE L ---
-_ * W W W

I PRESENTATION/SPEAKER sl: Name

Presentation was well-organized:-------->
The material was clearly presented:--------*
Material is useful to me now in my professional practice:-------->
Material will be useful to me in future for my Prof. practice:-------->
Speaker had a good command of material:-------->
Speaker’s voice was audible cnll clear:-------->
Speaker made good eye contact:-------->
Speaker made major points clear to me:-------->
Speaker was able to answer questions well:-------->-g  I 9.

mu ’w 10. The speaker geared the presentation to my level:-------->
I 10. Enough time was allocated for this presentation:-------->
I_ 12. Audiovisual materials were useful to me:-------+
-’ 13. The handouts were useful to me:-------->
I: 14. As a result of this presentation, I plan to do something
-2 differently in my professional practice:--------*
Ii. 15. I would recommend this presentation for my colleagues:-------->
If
r3
- ! PRFSENTATION/SPEAKER  #2: N a m e
-2
II:I; 2. 1.

I= 3.
mE
I$

4.
5.I

-: 6.
-2 7.
- - 8.
If 1f I 9.

Presentation was well-organized:-------->
The material was clearly presented:-------->
Material is useful to me m in my professional practice:--------+
Material will be useful to me in future for my Prof. practice:-------->
Speaker had a good command of material:-------->
Speaker’s voice was audible and clear:-------->
Speaker made good eye con tact:-------->
Speaker made major points clear to me:-------->
Speaker was able to answer questions well:-------->

10. The speaker geared the presentation to my level:-------B
10. Enough time was allocated for this presentation:-------->
12. Audiovisual materials were useful to me:-------->
13. The handouts were useful to me:-------->
14. As a result of this presentation, I plan to do something

differently in my professional practice:-------->
IS. I would recommend this presentation for my colleagues:-

111..W_.



-. ._____.___

What topics/areas in the presentation(s) did you find most useful for
your professional practice?

I
I

What topics/areas were least useful? What is the
aspect you would change in the presentation(s)?

opzc most important

---~____- - -_.- -- ._._- -__- -

What &ills have you acquired as a result of today’s presentation(s)?
What channes do you anticipate making in your professional practice as a
result of what you learned today?

_ _. . _ __. _-- .- - _ ____. -._. -.

n -.-
_-

n D --



AIDS TRAINING PROJECTS
University of Washington

The answers to questions A.-J. should be put in the l*Special
Codes“ section in the upper left of your answer sheet. Fill in
only one answer for each question.

A. Your professional position:

0 Nurse/nurse practitioner/physician's assistant
1 Physician
2 Dentist
3 Dental hygienist or assistant
4 social worker or other mental health professional
5 Health educator/educator
6 Paramedic/EMT
7 Administrator
8 Med. tech., P.T., O.T. or other allied health professional
9 Other

B. Your main work setting:

0 Health department
1 Hospital
2 Office, private practice
3 Community health facility
4 Community mental health agency
5 Community-based organization
6 Home health agency/hospice
7 Nursing home or other long-term care facility
8 Drug/alcohol treatment facility
9 Other

C . Your highest educational level or degree:

Less than high school graduate
High school graduate
High school graduate plus some technical training
Some college
Associate degree
Bachelor's degree
Master's degree
Doctoral degree
Other

D. What is the geographical location of your professional
activities (choose ane answer only):

0 Western Washington
1 Eastern Washington
2 All of Washington state
3 Idaho
4 Montana
5 Alaska
6 Oregon
7 California
8 Washington plus other states in the region
9 Other



r‘, E*

F.

Gr

H.

I.

J.

Your most imnortant reason for taking this course:

0 To meet Washington State Licensing requirements
1 other employment-related requirements
2 Clinical update
3 Personal interest in the topics
4 To accompany a friend who is taking the course
5 Other

Approximately how many HIV-infected clients or patients have
you dealt with in the past year:

0 None
1 l-10
2 11-25
3 26-50
4 51-75
5 76-100
6 101-500
7 more than 500

In general, how would you characterize your current
professional involvement with HIV-infected people:

0 No involvement
1 Low involvement
2 Moderate involvement
3 High involvement

How would you characterize your anticiDated professional
involvement with HIV-infected people in the coming year:

0 No involvement
1 Low involvement
2 Moderate involvement
3 High involvement

Age:

0 less than 20
1 20-30
2 31-40
3 41-50
4 51-60
5 61-70
6 more than 70

Your personal racial/ethnic group (optional):

0 Asian/Pacific Islander
1 Black/African American
2 Hispanic/Latin0
3 Native American (Indian, Eskimo, Aleut)
4 White/Caucasian
5 Other



AIDS TRAINING PROJECTS
University of Washington

Train-the-Trainer Telephone Follow-Up

Name Date Trained

Date Time Phone

Call attempt #: 1 2 3

Hello, my name is and I am working with the
AIDS Training Projects at the University of Washington. Accord-
ing to our records, you took our train-the-trainer course in
Seattle in Imonthl. I would like to ask you a few questions
about the trainings you have been doing. This interview will
take approximately ten minutes. Is this a good time to speak
with you? (If no, ask when it would be convenient for you to

call back].

First, I would just like 'to ask you a few questions about
yourself and your work.

1. What is your profession?

2. How would you describe the setting in which you work?

Health department
Home health agency
Community health facility
Substance abuse facility
Other (specify)

Hospital
Office, private practice
Mental health facility
Other community agency

Traininu  Follow-UD

1. What knowledge and/or skills/techniques that you learned in
your training have you found most useful in your professional
practice? Please explain.



2 . What chanqes  have you made in your professional practice as a
result of your participation in the training?
specific as possible.

Please be as

3. Have you worked cooperatively with any other
from your training?

Yes No

If yes, which of the following have you done
that apply):

participants

(indicate all

planning andz/or  delivering a joint training

speaking at one of their trainings or vice versa

giving or receiving informal advice

getting together socially

other (please pecify)

4. Have you used your AIDS training manual since the course?

Yes No If yes:

a. What materials or information have you used (e.g. topic
outlines, resource section, training
section?

b. Have you used any of the articles?

Yes No

If yes, which ones

5. Because the manual is so big, we are considering reducing the
number of articles that we give trainees. Do you think we
should:

Keep # as is (C40) Reduce number Eliminate



Trainina Follow-UD

.-___/’

1.

2.

3.

4.

5.

6.

7.

HOW many trainings or presentations have you conducted since
your own training?

Approximately how many people total would you say you have
trained?

What types of groups or individuals have you trained--e.g.
physicians, nurses, social workers, high school teachers,
substance abuse counselors, etc.)?

What topics have you covered?

What were the problems you had in implementing your training
plan?

What barriers have you identified--e.g. funds; time; lack of
administrative support; staff resistance; patient/family
resistance?

How can you (or'have you already) overcome these barriers?



Critical Needs

1. What is the most critical training need at your agency?

2. To what extent do you feel that you have met this need as a
result of your training?

not at all

Please explain_

a little a lot almost entirely

3. Is there anything else you want to tell us about your
training or what you have done since then?

P One last thing. We are required by our granting agencies to col-
lect information about the trainings that you conduct. We would
really appreciate if you could hand out evaluation forms to the
participants in your next two trainings. All you have to do is
to give them the forms, explain briefly what to do, and collect
them. We will give you two preaddressed stamped envelopes so you
can return them to us for computer scoring.

We will send summaries back to you plus, if there are not too
many forms, copies of the comments on the back of the form.

Since they are mark-sense forms, people should use number 2
pencils. If you do not have enough, we can send you some small
pencils along with the forms.

When are your next two trainings scheduled?

How many trainees do you expect in both?

Do you need number 2 pencils?

Thank you very much for taking the time to answer these
questions.

P FOLTELZ.DOC!
413189



APPENDIX III

Instruments for Evaluating

AIDS Training for Substance Abuse Counselors _



HIV/AIDS AND SUBSTANCE ABUSE TRAINING EVALUATION

workshop Title

Date Location

Instructor(s)

Please answer the
following codes:

following questions by entering one of the

f ?
Strongly Disagree A - -
Disagree

Agree Strongly
Agree

1. Was the content useful aab practfc813

Circle one: 1 2 3 4 5

2. Was the material ~011 orgaaised (followed a logical sequence)?

Circle one: 1 2 3 4 I
9-I

:- 3. Did the instructor seem to have adequate  knowledge and skill
to teach the material?

Circle one: 1 2 3 4 5

4. Were the handouts and other teaching aids helpful and
8dqu8ta?

Circle one: 1 '2 3 4 5

5. Did the instructor seem 8w8ro of your particular skill level
and teach accordingly?

Circle one: i 2 3 4 5

6. Did you IXCeiVe’88tisf8ctoty  umvorl) to your questions?

Circle one: 1 2 3 4 5

7. Did your instructor plcovido oppoztuaitioa for everyone to
participate without letting any one individual dominate the
discussion?

Circle one: 1 2 3 4 3



8. Did the instructor hold your interest.

Circle one: 1 2 3 4 5

9. Did your instructor make it a
your training needs and goals?

point to identify and respond

Circle one: 1 2 3 4 5

Please write done one fact or idea from the training that you
learned, and that seems important to you.

What will you do differently at work as a result of this
training?

Please evaluate your in&tructor. If there were two or more
instructors, be sure to mention each by name.

In your opinion, how could this workshop be improved.

What are your future HIV/AIDS training needs.



HIV/AfDS KNOWLEDGE SURVEY

The purpose.of this survey is to identify your training needs,
Please don't be concerned if you don't know the answer to any
particular question. Not all the questions have just one right
answer.

1.

2.

3.

4.

5.

6.

7.

Circle the letter in front of the statement that best
describes Acquired Immune Deficiency Syndrome (AIDS).

a. People who have AIDS may not experience any symptoms of
illness.

b. People have AIDS when they test positive for antibodies
to the virus that causes AIDS.

C . People who have AIDS lose their resistance to infections
and cancers that would not ordinarily affect people with
healthy immune systems.

Name the virus that causes AIDS.

AS of January 1989 approximately
been identified in this country?

how many cases of AIDS have

50,000
-10c.UU
-500,oo
-over 1

or more
0 or more
10 or more
million

About how many people in this country are estimated to have
the virus that causes AIDS? 50,000 or more

100,000 or more
-500,000 or more
-over 1 million

Most people with

One out of every
IV drug abuser.

AIDS are homosexual men. T r u e False

three diagnosed cases of AIDS in 1988 was an
True F a l s e

Which of the following groups are mostly Black and Hispanic?

IV Drug Abusers with AIDS
- Heterosexuals with AIDS
- Homosexual men with AIDS
- Women with AIDS
- Children with AIDS



HIV/AIDS KNOWLEDGE SURVEY

a. By themselves, which of the following substances have been
known .to carry infectious doses of HIV (the AIDS virus)?

blood
-sweat

feces
-urine
-tears

saliva
-semen
-vaginal fluids
-breast milk

9. Name three behaviors or conditions that have been known to
transmit the AIDS virus.

1.

2.

3.

10. Name one thing that all acts known to transmit'HIV  have in
common.

11. Name two ways that substance abuse increases a person's risk
‘L_/

for getting AIDS.

1.

2.

12. Name two ways that people can reduce their risk of HIV
infection.

1.

2.

13. Name two reasons why somebody miqht be unable or unwilling tO
lower their risks for contracting the AIDS virus.

1.

2.
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HIV/AIDS KHOWLEDGE SURVEY

14. Name two things that can increase a person’s willingness and
ability to use risk reduction methods.

1.

2.

15. Identify one benefit of HIV antibody testing.

16. Identify one disadvantage of HIV antibody testing.

17. When someone is experiencing a severe life crisis, like
finding out that they have HIV infection, the best counseling
approach is to:

avoid confronting denial regarding HIV infection =- let
-the denial run its course, unless it presents a danger to

the client or otYrers.

break through any denial the client may have over his/her
-HIV status so s/he can begin to deal with the problem.

avoid discussing HIV issues since they can be used by the
-client to divert attention from his/her substance abusing

behaviors.

18. Name two significant losses that may be experienced by
someone with HIV infection.

1.

2.

.
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HIV/AIDS KNOWLEDGE SURVEY

19. When might it be appropriate to break confidentiality
requirements against revealing a client's HIV status?

when the client continues to engage in high risk
behavior.

when it is necessary for someone to handle the bodily
fluids of an HIV infected client.

when there is a specific reason to believe that the
client intends to transmit the virus to a specific
individual.

20. Employers may take action against staff who refuse to perform
their duties involving clients who are HIV infected, unless
the employee can provide clinical justification for his or
her actions. True False
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Sometimes what.we know and how we feel are very different.
Please read the following statements and circl;  the number that
nest closely corresponds with what you know about risk. Then
circle the number that most closely describes your feelings.

1. Sitting in a car next to someone who

Very Low Risk

1 2 3

Quite
Comfortable

1 2 3

2. Shrlting hands with SOW who has RIV.

Very Low Risk

i 2
CI 3

Quite
Comfortable

1 2 3

has HIV.

Very High Risk

4 5

Extremely
Uncomfortable

4 5

Very High Risk

4 5

Extremely
Uncomfortable

4 f

3. Eandling a rpooimn  jag containing the uzino of aa RIO
positive aliont.

Very Low Risk

a . 2

Quita
COrnfOrtabl~

1 2

3

3

4

4

Very High Risk

I'

Extremely
Uncomfortable

S
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PERSONAL REACTION8 TO HIV/AID!$

‘--kl

4. using the same bathroom facilities used by somoone with HIV.

3'ery Low Risk Very High Risk

f 2 3' 4 4

Quite.
Comfortable

Extremely
Uncomfortable

1 2 3 S

5. Using the same kitchaa fmilitios (UtOa8ils,  plates,
dishwater, etc.) as sonmoao with EIV.

Very Low Risk

1 2

Quite
comfortable

I^ -
1 2

6. claaaing up blood or uriacl
iafwtod porron.

Very Low Risk

1 2

Quite
comfortable

1 2

Very High Risk

4 5 .

Extremely
Uncomfortable

3 4 5
I_...-,

spillr (waariag  glows) of aa HIV

3 4

3 4

Very High Risk

5

Extremely
Uncomfortable

5
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a big difference between what we think we
comfortable are doing it. Please read the

There may also be
should do and how
following statements
corresponds with how
the number that most
doing it.

and circle the number that most closely
important you think each is. Then circle
closely corresponds with how you feel about

1. Doscribing high risk sexual behaviors to a client.

Very Not At All
Important Important.

1 2 3 4 5

Quite
Comfortable

Extremely
Uncomfortable

1 2 3 4 5

2. Dmrcribiag corroct_Eoadom uao to 8 client.

V-Y
Important

1 2

Quite Extremely
Comfortable Uncomfortable

1

3

3

4

4

Not At All
Important

5

5

3. Doing aouplos aounroling with l client urd his homouoxu81
prtaorc.

very
Important

1

Quite
comfortable

a

2

2

4

4

Not At All
Important

S

Extremely
Uncomfortable

s

Page 3



PERSONAL REACTIONS TO HIV/AIDa
.._._P

4. Showing a cliont how to correctly claan ambles.

Very
Important

Not At A11
Important

1 2 3 4

Quite
Comfortable

Extremely
Uncomfortable

1 2 3 4 5

5. Halping a client dacido whothor or not to got tasted for HIV
antibodies.

Very Not At All
Important Important

1 2 3 4 5

Quite
Comfortable

P_- Extremely
Uncomfortable -.-/

1 2 3 4 s

6. Couasolfag 8 clfont who ha8 had a positive tort result.

very Not At All
Important Important

a 2

Quit8 Extremely
Comfortable Uncomfortable

a 2

3

3

4

4

5

5
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m
PERSONAL  REACTIONS TO HIV/AIDS

7. Talking to health car8 providers about the needs of an HIV
inf,octod client.

,*

Very Not At All
Important Important

1

Quite Extremely
Comfortable Uncomfortable

1 2 3 4

8. Talking to a client  with AIDS about death.

Very Not At All
Important Important

1 2 3 4

Quite
comfortable

w-.

1 2 3 4

5

5

s

Extremely
Uncomfortable

5
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APPIZNDIX IV

Pretest for Evaluating

Train-the-Trainers for the BASA/VMI Curriculum for
Substance Abuse Counselors



BASA/WAMI

1. Date

AIDS TRAINING PROJECT

2. Location: West WA E a s t  W AOther

3. Professional position (e.g. counselor, social worker,
nurse, clinical supervisor, etc.)

4. Highest academic degree

5. Other professional credentials, certification, etc.

Current Level of HIV/AIDS Related Activity

6. What percent of your time is allotted for the following:

a. direct client services

b. supervision of clinical staff

c. administration and policy making

d. community education

7. Approximately how many people do you provide direct or
indirect substance abuse services to in a on8 month
period?

a . Approximately
over the paat
categories:

how many of the clients that you have serviced
12 months fall into any of the following

a.

b.

c.

d.

diagnosed with AIDS

HIV positive

IV drug user

sexual partner in a high prevalence group (IV drug user,
homosexual/bisexual male, hemophiliac)

8. Other risk behavior (specify)



BASA/WAMI  AIDS TRAINING PROJECT

9. Approximately how many of the clients serviced by your
facility/agency over the past 12 months fall into any of the
following categories:

a. diagnosed with AIDS

b. HIV positive

c. IV drug user

d. sexual partner in a high prevalence group (IV drug user,
homosexual/bisexual male, homosexual/bisexual male,
hemophiliac)

e. Other risk behavior/circumstances (specify)

10. In general, how would you characterize your involvement with
the following groups:

People known to have AIDS .-.

not at all occasionally frequently exclusively

People known to be HIV positive (HIV infection)

not at all occasionally frequently exclusively
J

People known to bo IV drug users

not at all occasionally frequently exclusively

People known to have sexual partner/s in a high prevalence
group (IV drug user@ homosexual/bisexual male, hemophiliac)

not at all occasionally frequently exclusively
. a .._.J’
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BASA/'WAMI  AIDS TRAINING PROJECT

People known to be involved in other high risk behaviors
(Specify)

not at all occasionally frequently exclusively

Page 3
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BASA/WAMI AIDS TRAININQ PROJECT

For each of the following guestions please circle the response
which best represents your confidence level in: 1) your
knowledcre  about the subject area,
others about the subject area.

and 2) your skill in teaching
Please circle only "beforeI

responses prior to the training, you will be asked to circle the
filafter" responses following the training.

11. How confident are you with your knowledge and skill
to familiarize others with the various stages of HIV
infection?

Knowledge of necessary content:

quite
confident

before: 1 2 3
after: 1 2 3

Skill in teaching others:

quite
confident

before: 1 2 3
after: 1 2 3

not at all
confident

4 5 6
4 5 6

not at all
confident

4 5 6
4 5 6

12. How confident are you with your ability to teach others to
recognize major epidemiological trends and relate these to
their client populations?

Xnowledge of necessary content:

quite
confident

before: 1 2 3
after: 1 2 3

Skill in teaching others:

quite
confident

before: 1 2 3
after: 1 2 3

4
4

not at all
confident

5 6
5 6

not at all
confident

4 5
4 5

‘._ri



BASA/WAMI AIDS TRAINING PROJECT

13. How confident are you in your ability to teach others how. .
HIV transmission occurs and to identify co-factors that
influence the likelihood that infection with occur?

Knowledge of necessary content:

quite
confident

before: 1 2 3
after: 1 2 3

Skill in teaching others:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6

4
4

not at all
confident

5 6
5 6

14. How confident are you in your ability to teach others how to
identify and respond to inappropriate reactions to people
with HIV/AIDS?

Knowledge of necessary content:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6

Skill in teaching others:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6
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BASA/WAMI AIDS TRAINING PROJECT

15. How confident are you in your ability to teach others to
identify various relationships between drug ah/use and
increased risks for HIV infection?

Xnowledgo of necessary content:

guite
confident

before: 1 2 3
after: 1 2 3

Skill in teaching others:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6

4
4

5
5

not at all
confident

6
6

16. How confident are you in your ability to teach others to use
a strategic approach (versus a uniform approach) to risk
reduction?

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6

Skill in teaching others:

Rnowledge of necessary content:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6
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BASA/WAXI AIDS TRAINING PROJECT

17. HOW confident are you in your ability to
identify principles of behavioral change?

teach others to

Kaowledge of necessary content:

quite
confident

not at all
before: 1 2 confident

3 4after: 51 62
3 4 S 6

Skill in teaching others:

quite
confident

not at all
before: 1 2 ’ confident

3 4 5after: 1 62
3 4 5 6

18. HOW confident are you in your
identify barriers to positive

ability to
behavioral

particularly among substance abusing ,populations?

teach others to
change,

Knowledge of necessary content:

quite
confident

not at all

before:
confident

1 2 3 4 5
after:

6
1 2 3 4 5 6

Skill in teaching others:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6
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BASA/WMI AIDS TRAINING PROJECT

19. How confident are you in your ability to teach others how
to assist clients to assess their own risk for HIV exposure
and infection?

Knowledge of necessary content:

quite
confident

before: 1 2 3
after: 1 2 3

Skill in teaching others:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6

4
4

5
5

not at all
confident

6
6

20. How confident are you in your ability to teach others to
assess general client risk without relying on client self-
disclosure or invasive questioning?

Knowledge of necessary content:

quite
confident

before: 1 2 3
after: 1 2 3

Skill in teaching others:

guite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6

4
4

5
5

not at all
confident

6
6
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BASA/WAMI AIDS TRAINING PROJECT

21. How confident are you in your ability to teach others
to effectively communicate with clients around issues
sexuality and drug use?

Knowledge of necessary content-:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1. 2 3 4 5 6

Skill in teaching others:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5' 6

22. How confident are you in your ability to teach others how to
motivate clients towards risk reducing behaviors?

Xaowledge of necessary content:

quite
confident

before: 1 2 3
after: 1 2 3

Skill in teaching others:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6

4
4

5
5

not at all
confident

6
6
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BASA/WMI  AIDS TRAINING PROJECT

23. How confident are you in your ability to teach others how to
help clients develop risk reduction skills.

Rnowledge of necessary content:

quite
confident

before: 1 2 3
after: 1 2 3

Skill in teaching others:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6

4
4

5
5

not at all
confident

6
6

24. How confident are you in your ability to
with HIV antibody testing including test
accuracy, and predictive value?

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6

Skill in teaching others:

familiarize others
procedures,

Knowledge of necessary content:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6

‘,_/’
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BASA/WAMI AIDS TRAINING PROJECT

25. How confident are you in your ability to teach others to
identify and respond effectively to the special needs of
the person with HIV infection?

Raowledge of necessary content:

guite
confident

not at all
confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6

Skill in teaching others:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 ,5 6

26. How confident are you in your ability to teach others to
make appropriate legal and ethical decisions with regarding
HIV positive and high risk individuals?

Rnowledge of necessary content:

quite
confident

before: 1 2 3
after: 1 2 3

Skill in teaching others:

quite not at all
confident confident

before: 1 2 3 4 5 6
after: 1 2 3 4 5 6

4
4

not at all
confident

5 6
5 6
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BASA/WAMI AIDS TRAINING PROJECT

27. HOW confident are you in your ability to identify and
respond to the special needs of culturally diverse
audiences.

Knowledge of necessary content:

quite
confident

not at all

before:
confident

1 2 3 4 5
after:

6
1 2 3 4 5 6

Skill in teaching others:

quite
confident

not at all

before:
confident

1 2 3 4 5 6
after: 1 2 3 4 .5 6

-_r
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BASA/WAMI AIDS TRAINING PROJECT

2 8 . Please rate your comfort level in dealing with the following
training related issues:

BEFORE

very
comfortable

a. hostile audience 1 2
b. homophobic audience 1 2
c. large audience (+50) 1 2
d. answering questions 1 2
e. working within set

time frames 1 2
f. using audiovisuals 1 2

not at all
comfortable

3 4 5
3 4 5
3 4 5
3 4 5

3 4 5
3 4 5

very
comfortable

a. hostile audience 1 2
b. homophobic audience 1 2
c. large audience (+50) 1 2
d. answering questions 1 2
e. working within set

time frames 1 2
f. using audiovisuals 1 '2

not at all
comfortable

3 4 5
3 4 5
3 4 5
3 4 5

3 4 5
3 4 5

29. As a service provider, how much do you worry that you will
be infected with HIV in the course of your professional
activities?

before: not at all a little a moderate amount a lot

after: not at all a little a moderate amount a lot

30. What do you believe are your own chances of contracting HIV
from your professional activities?

before: veryhigh high moderate low very low

after: very high high moderate low very low

Page 13



BA8A/lVAnI AIDS TRAINING PROJECT

31. How much do you worry that you will infect a member of your
family (including sexual partner/s) with HIV?

before: not at all a little a moderate amount a lot

after: not at all a little a moderate amount a lot

32. Have you

Yes

ever provided services for a person with HIV/AIDS?

No

33. How comfortable are you in providing
with HIV/AIDS?

before: very comfortable 1 2 3 4

after: very comfortable 1 2 3 4

34. What would make you more comfortable

BEFORE

care for a person

5 very uncomfortable

5 very uncomfortable

in providing such care?
-,’

Thank you very much.

eval.doc

AFTER
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WRSTRRN AIDS RDUCATION ANU TRMNING CJWlXR

RVALUATION RRVIRW

I. OVRRVIRW

The organizational structure of the Western AIDS Education and
Training Center (Western AIDS ETC) is described fully in the Case Study.
Several of its components are particularly relevant to the understanding of
its evaluation activities. The Western AIDS ETC follows a decentralized
program model. The regional ETC office is the administering arm and has
oversight responsibility. The regional ETC also is responsible for
carrying out faculty development activities regionwide and other, selected
programs such as miniresidencies. The area AIDS education centers (AA
ETCs) are subcontractors, located around the region, and have
responsibility for carrying out the other four of the ETC’s five levels of
training in their catchment area. All of the AA ETCs are affiliated with a
local teaching hospital which serves as the site for its clinical training.

Implementation of evaluation was slow to start. For the first two
years of the project, the ETC was without a regional evaluation specialist.
Although a number of extensive and interesting evaluation activities were
planned, few were implemented. Initially, a number of tools were
distributed to the AA ETCs;  the conduct of the evaluation been left to
their discretion. While a few of the sites have been notably active in
evaluation, most sites have concentrated on program delivery with very
limited evaluation+ Arizona, for instance, had a strong evaluation
component which it developed in conjunction with its NIMH AIDS Training
Program. In the third year, an evaluation specialist was added to the
regional management team and the expertise of evaluators at the sites were
tapped for the benefit of the regional program. One article about this ETC
program has been published in The Journal of Continuing Education in the
Health Professions. A more comprehensive evaluation of the program’s
effectiveness and impact is now under way.

II. TRR ADNINISTRATION OF TRR EVALUATION PROCRSS

A. Evaluation Plan

During the third year of the program, the Western ETC management
adopted a formal evaluation policy. The policy includes: Policy
Considerations, Western AIDS ETC Plan Outline, and Evaluation Markers for
the Western AIDS ETC. Evaluation activities will fit within this policy
framework (see Appendix I).

B. Locus of Responsibility

1. Staff Responsibility

-7/ For the first two years of the project, responsibility for evaluation
was included among the many responsibilities of the Assistant Program
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Director/AIDS Program Coordinator, Barbara Marquez. Following personnel
changes and an administrative reorganization, Maria D. Canfield, M.S. took
on evaluation responsibility in February 1990. Ms. Canfield  divides her
time as evaluator for the ETC (50%) and for the AHEC (50%). As the ETC
evaluator, Ms. Canfield  is responsible for developing the evaluation plan,
coordinating evaluation activities ETC-wide, collecting data on education
and training outputs, developing evaluation methodologies, and compiling
the evaluation sections of ETC reports. Dr. Michael Reyes, the Assistant
Medical Director, assists in monitoring activities while Lynette Jordan,
the Resource Center Director, is responsible for overseeing the evaluation,
of Resource Center activities.

2. Sub-Contractors

The directors of each of the AA ETCs are responsible for conducting
evaluations of the trainings offered by their center. Current guidelines
require the AA ETCs to do pre/post-training testing of fifty percent of
their programs--the selection of the events to be included and the tools to
be used are left up to the discretion of the individual AA ETC.

Drawing on the services and structure provided by an NIMH-funded
evaluation specialist, Janet Senf, Ph.D., evaluation activities of the
Arizona site have been relatively comprehensive from the outset.
Evaluation activities at the Arizona site are currently coordinated by a
psychologist, Jim Allender, Ph.D. The evaluation instruments and
activities have been developed and implemented independently of the
evaluation program of the regional ETC.

Tom Ficarrotto, Ph.D., also a psychologist, is responsible for evaluation
of the NIMH-sponsored faculty development training. He joined the
evaluation staff when NIMH grant funding was added to the HRSA funding of
the AA ETCs. Dr. Ficarrotto has been focusing on evaluation of the faculty
development training for the core faculty members. This evaluation has
consisted of pre- and post-testing after the training sessions, and six-
month follow-ups measuring changes in knowledge, attitudes, risk perception
and satisfaction with the training. (The report is discussed in greater
detail in section VI.) He will also be working on development of a new
standardized questionnaire for use by the AA ETCs that will assess AIDS
knowledge, attitudes, beliefs, risk perceptions, and AIDS-related skills.
The new questionnaire will be implemented in the fourth year of the
project.

C. Coordination of Evaluation Activities

The regional ETC office assumed a strong coordinating role when the
project began. Along with its official acceptance of UCLA’s NIMH education
and training modules as its own, it adopted the accompanying evaluation
instruments as well. The modules and evaluation instruments were
distributed to the AA ETCs with the expectation that they would be used on
a routine basis. Early on, the ETC staff recognized the practical
limitations of the instruments and planned to modify them to make them more
useful to the AA ETCs. They developed several instruments of their own and
disseminated them to the AA ETCs.
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Because of the decentralized structure of the ETC, combined with the
independence of the AA ETCs, the modules and evaluation instruments were
not used as frequently as had originally been hoped. By the second year of
the project, the ETC revised its policy, encouraging the use of these
materials rather than expecting it.

With the restructuring of the regional ETC management, there has been
a reawakening of regional coordination. The regional evaluator undertakes
quarterly telephone monitoring of AA ETC activities. Annual site visits
are made to each of the AA ETCs and their evaluation activities are
reviewed and critiqued at that time. At the request of the AA ETCs,  the
regional ETC is developing new evaluation tools, particularly attitude
scales, to test program effectiveness. Several approaches to evaluating
program impact were developed and piloted by the regional ETC, and are
being extended by the AA ETCs.

D. Reporting

The AA ETCs report, on a quarterly basis, progress towards achieving
their scopes of work, their aggregate program outputs as well as their
forthcoming events. These reports are made verbally via telephone and in
writing (forthcoming events) as described in Section 1II.A. below. In
addition, the AA ETCs submit formal annual progress reports, a sample of
which is included in Appendix II. Sign-in sheets for each training event,
containing individual participant data, are attached to these progress
reports. The individual progress reports are aggregated into a
project-wide report by the ETC project office. Reporting of the overall
achievement of the project goals coincides with the twice annual submission
of reports to HRSA.

In the third project year, evaluation reports of individual training
events have been prepared under the ETCs auspices. The most notable was a
comprehensive report prepared for the 1990 faculty development conference
sponsored jointly by the regional ETC and the San Francisco site.

III. APPROACHBS TO PROJECT BVALUATION

A. Honitoring

The tasks set forth in the scope of work of each subcontract provide a
baseline against which progress can be measured. Annual site visits,
ranging from l/2 day to 2 days each , are generally conducted by two members
of the management team (except in the case of Hawaii, where only one member
of the ETC staff conducted the site visit). A formal site visit protocol
(included in Appendix III) is used and written feedback is provided.

Quarterly monitoring via telephone is routinely conducted by the
evaluator. A Telephone Reporting Worksheet, also included in Appendix II,
is used to structure the data collection discussion.
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B. Output Evaluation

The Western AIDS ETC calls its evaluation of program outputs an
‘analysis of the overall breadth or ‘reach’ of the project.” To document
this, it collects the following types of information:

o number of AIDS education programs provided through the AA ETCs

o number of health professionals attending the AA ETC-sponsored AIDS
educational programs

o average length of participation of health professionals in
AA ETC-sponsored programs

Western AIDS ETC recognizes that all outputs are not the same and has
developed a system for categorizing its outputs according to the intensity
of the input and the degree of involvement of the AA ETC staff. It
collects and analyzes its data to distinguish between “contact hours”  which
are part of integrated planned programs , and those which result from quick
orientations. With regard to training content, Western AIDS ETC
categorizes its training according to its five major intervention
strategies which it refers to as its “five levels of training,” (refer to
case study) all of which are being implemented to some degree by each of
the participating AA ETCs. If any of the NIMH curriculum modules were used
in the training, they are identified. Data on trainees include
identification by ethnic group, work setting, and other special
requirements.

Data are collected by the AA ETCs via a sign-in sheet developed by the
ETC. In the third year, this sign in sheet/activity log was expanded in
anticipation of the implementation of a common data set among ETCs
nationwide. A copy of this sign-in sheet is included as Appendix IV.

Output data reported to the regional ETC office by the AA ETCs are
currently entered into a Lotus spreadsheet which can accommodate simple
sorting analyses. Other analyses are done manually from the spreadsheet
data. The individual training event is the unit of measure of the
database.

The ETC is in the process of developing a more flexible database,
initially using dBase. When this system is operational, quarterly data for
the first three quarters will continue to be kept in Lotus for “quick and
dirty” analyses throughout the year. Annual data will be kept in the
database for more complete and definitive analysis for reporting purposes.

C. Cost Bfficiency  and Cost Effectiveness

No cost analysis has been reported.
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IV. FORHATIVR EVALUATION OF PRODUCTS DEVELOPED

The audiovisual products developed by the Western ETC are listed in
the Case Study. Formative evaluation of these products has been limited to
“expert review” by members of the Program Steering Committee.

The Western AIDS ETC has used a core of modules developed by the
University of California, Los Angeles NIMH project and adapted for use in
the ETC, supplemented by materials developed by the California Nurses
Association and the California AHEC System. In addition, the resource
center aggressively monitors agencies and distributes other curricula
materials from nationwide sources. The decentralized sites further modify
and adopt materials to local needs. The development of a new mental health
module is planned for the 1990 faculty development retreat. In conjunction
with that development process, a comprehensive evaluation is planned
including a pilot test and more summative evaluation of effectiveness in
general use.

A number of special studies addressing access to care and quality of
care are to be completed in 1991 and 1992. These studies are being
conducted by ETC central staff and AA ETC faculty members and include:
“The Effect of ETC Training on the Number of Physicians Providing Care,”
“Measuring the Fear of Infection and the Knowledge of Working Nurses Before
and After Training, ” and “Impact of Mental Health Curriculum on the
Knowledge, Skill and Behavior of AIDS-related Faculty Teams.” The results
of these studies may be both interesting and beneficial to other ETCs as
well. Progress towards completion of these special studies should be
communicated and disseminated.

v. APPROACHES TO EVALUATING EDUCATION AND TRAINING OPFRRINGS

A. Standardization of Evaluation ETC-Wide

Because of its decentralized structure, there has been virtually no
standardization of evaluation ETC-wide, to date. AA ETCs are required to
do pre/post-training KAP testing on fifty percent of the events they
sponsor. The choice of instrumentation and the selection of the events to
be evaluated are at the option of the AA ETC.

At the beginning of the project, the ETC developed three standard
knowledge questionnaires that were provided to all of the AA ETCs. One was
meant for use with lay audiences, the second for health professionals not
currently caring for HIV-infected patients, and the third for use with more
experienced providers. The use of these tools was left to the discretion
of each AA ETC. As the AA ETCs moved beyond “AIDS lOl”-type presentation,
they have tended to develop their own instruments which focus more on the
content of their training. The early standardized tests have essentially
been outgrown.

As part of the ongoing development of evaluation instruments within the
ETC, Dr. Ficarrotto, under the direction of the central staff, is
developing a standardized attitude scale for use by the AA ETCs. The scale
is a component of the standardized questionnaire mentioned in section B.2.
above.
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B. Approaches to the Formative Evaluation of Training Events

Formative evaluation of Level 2, 3, 4 and 5 training events are
conducted at the option of the AA ETCs; most sites are doing some type of
formative evaluation.

Faculty development activities (Level 1 training) are the
responsibility of the regional ETC as is their evaluation. Formative
evaluation of the 1990 Asilomar seminar, which the ETC called “Program
Evaluation, (( was included in the comprehensive evaluation of the event.
The formative aspect of the comprehensive evaluation included aspects of
program process, structure and content. In addition to an overall
assessment of the retreat and the participant’s level of satisfaction with
it, participants were asked to indicate the degree to which the retreat
process allowed them to express their feelings, provided opportunities to
have questions answered, and provided opportunities to interact with other
participants. Five-point rating scales were provided to enable
participants to assess individual speakers and sessions. Finally, open-
ended questions solicited an assessment of the most valuable parts of the
retreat in question, suggestions for improving future retreats, and
suggestions for specific topics to be covered at the next retreat.

c. Approaches to Evaluating Training Outcomes

1. Evaluation of Effectiveness

The Western AIDS ETC uses both the pre/post-training testing approach
and the post-training self-reporting approach to evaluating the
effectiveness of its training programs.

Pre/Post-Training Testing. The AA ETCs are required to do pre/post-
training testing on fifty percent of the events that they sponsor.
Typically, this takes the form of knowledge testing with specific questions
keyed into the technical content covered by the presentations. Sample
instruments are included in Appendix Q.

Several sites have developed instruments for assessing the
effectiveness of training in changing attitudes and beliefs. The Arizona
site uses a 33-item pre/post attitude test covering a wide variety of
issues. Items are worded as statements and participants are asked to rate
their agreement-disagreement on a 7-point scale. A sample of this test is
included as Appendix VI.

The San Francisco site of the Western ETC is in the final stages of
validating a pre/post-training attitude assessment instrument. This
instrument includes scales measuring situation-based perception of risk,
fear of contagion, emotions towards AIDS patients, and professional
resistance. This preliminary instrument is included in Appendix VII.

Post-Training Self-Reporting. Both the regional ETC and several of
the individual AA ETCs have included post-training self-reporting as part
of event evaluation forms. In the evaluation of the 1990 Asilomar faculty
retreat, the following self-efficacy type questions were included on the
post-test:
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. To what extent has participation in the retreat
increased your knowledge about AIDS?

. To what extent has your participation in the retreat
changed your own personal fears of contracting HIV
infection?

The East Bay AA ETC uses a standard form to evaluate its “HIV
Knowledge for Caring It training for nurses. This post-training
questionnaire, which is included in Appendix VIII, asks: “What  can you do
now that you couldn’t do before?

2. Evaluation of Impact

The Western ETC has implemented two unique approaches to evaluating
program impact. The first measures the impact of a specific type of
program (Level 2 clinical training programs for residents) on specific
behaviors (sexual history taking/risk assessment and risk prevention
counseling). The second approach measures the collective impact of an AA
ETC on increasing the accessibility of providers willing and able to treat
HIV+ individuals.

The approach to the evaluation of the clinical training program is
based on chart reviews of patients of residents that have participated in
one of its clinical training programs. The chart reviews focus on the
degree to which participants routinely do risk assessment and risk
reduction counseling. A form was used for abstracting the information
documented in the patient charts. This abstracting form is included as
Appendix IX.

The second approach, a study of the impact of its training in
increasing the number of physicians willing to see HIV+ patients, uses a
“key informant” approach. A number of the AA ETC sites have identified,
by name, the physicians and dentists in their communities who treat AIDS
patients. This list, which the ETC reports has been surprisingly easy to
compile, serves as a baseline for the assessment of impact. Repeat rounds
will document any increase, New names on the list can be compared with
training rosters to determine whether or not new entries to AIDS practice
have previously been ETC training participants.

VI. EVALUATIONS CUI’JDUCTED

A. Evaluation of Faculty Development Programs

The faculty development activities, being the primary direct training
activity undertaken by the regional ETC staff, have been a major focus of
the ETC’s evaluation activities. The evaluations have become increasingly
more focused and comprehensive. The reports of two of the ETC’s  1990
faculty development activities serve as examples.

The first report covers the evaluation of the dental faculty
development program, “Dental AIDS Faculty Refresher Course,” held March 2-
3, 1990 in conjunction with the Sacramento AA ETC. A pre/post-training
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test included a three-item knowledge test and seven attitude and behavioral
measures. The post-training questionnaire also included a formative
evaluation of the program. Since only seven participants completed both
the pre and post-training tests, with additional pre-training data from
five participants and post-training data from two participants, the data
were simply aggregated and no interpretation of the findings made. In the
formative evaluation of the event, all aspects of the program were rated
“Very Good” or “Outstanding.” There was a change in a positive direction
on all attitude and behavior items: feeling of competency to develop
educational programs; comfort in the role of an AIDS educator; use of the
training in providing educational programs; and interest in incorporating
more audiovisual materials into training. On post-test, participants
strongly expressed the intention to use material from the training in their
future program, a feeling of comfort and competency to provide HIV
information to dental colleagues, and to be involved in office infection
control evaluations in the future.

In a comprehensive evaluation of its 1990 faculty development seminar
focusing on mental health issues, the Western ETC included pre/post-
training testing of knowledge, attitudes and risk perceptions. Attitudes
and risk perception were measured by means of 6-point Likert-type scales
while knowledge was measured via multiple choice questions. Baseline
ratings and change scores were examined as a function of participants’
gender, race, occupational status, geographical location, as well as their
previous clinical and personal contact with HIV-AIDS patients. Pre-
training findings showed a positive skew in the attitudes and perceptions
of risk among participants in this faculty development program. Probably
because of this high baseline, overall increases in positivity were not
statistically significant. One item, perception of risk from accidental
needlesticks, showed a significant change in the desired direction,
indicating that the program had been successful in reducing this concern.

Both of these evaluation reports are included in Appendix X.

B. Evaluation of Clinical Training Programs

To assess the impact of its clinical training for family practice
residents to see whether they were.incorporating risk assessment and risk
reduction counseling into their day-to-day practice, the Western ETC study
focused on chart reviews. Planning for this study took place over an
extended period with modification made as logistical problems were
encountered. What began as an extensive study scheduled for the spring of
1989 evolved into a pilot study to begin in the fall of that year.

The charts of 50 patients aged 12-50 who were seen for routine care
(periodic health maintenance including Pap smears and annual physicals; new
obstetrical patients; preoperative history and physical employment or
sports physical) in a family planning outpatient setting (Valley Medical
Center) were sampled. The chart reviews were undertaken by David Kunz,
then a fourth year Family Practice resident at the Valley Medical Center
who served as the physician member of that AA ETC’s training team. The
charts were reviewed for evidence of sexual history-taking; evidence of STD
history-taking; evidence of substance abuse history-taking and evidence of



Western AIDS ETC
Evaluation Review
Page 9

risk reduction counseling (including counseling on condom use, other
specific risk reduction strategies, and/or distribution of patient
education materials). This study is scheduled for completion in January
1991.

c. Evaluation of the Effectiveness of the Arizona AA KTC’s Training
Efforts

The Arizona AA ETC developed and has incorporated pre/posttesting of
knowledge and attitude into its training event of four or more contact
hours. The tests were developed by the site’s evaluation specialist in
conjunction with the project team according to specified training
objectives. Some items were drawn from validated tests of other NIMH AIDS
training projects. As previously noted, Arizona’s evaluation instrument
is included as Appendix VI.

After the first year of experience, individual attitude items were
validated through analysis of the accumulated data for change and
frequency distribution. A second level of instrument validation was
performed through factor analysis. Some items were dropped and others
added to reflect new areas of training content and emphasis. . Items that
loaded on factors associated with fear of AIDS or with homophobia were
further analyzed for pre-test, post-test change by occupation and by
respondents’ frequency of contact with people with AIDS. Copies of some of
the results are included as Appendix XI.

Direct feedback on training events is solicited through a participant
satisfaction instrument. An interesting element of this instrument is a 7-
point scale asking how much of the material was new to the respondent.
Responses to this item have then been cross-tabulated with the data on
changes in knowledge and attitudes. The results from this analysis have
assisted the program to tailor training content to the needs of different
audiences.

Pre- and follow-up practice tests are also incorporated in trainings
for practicing clinicians, although performing follow-up tests has proved
logistically difficult. The evaluator is considering asking for trainees
to volunteer at the time of the training event for participation in a
follow-up evaluation exercise.

D. Evaluation of the Hawaii AA ETC’s 1989 Conference

The Hawaii AA ETC conducted an evaluation of its November 1989
conference, “Building Skills, Building Knowledge.” Participants were asked
to rate each of the presenters/sessions in terms of the degree to which the
specific session objectives were met, the effectiveness of the speaker’s
teaching style, the relevance of the session, the clarity of the content,
the appropriateness of the physical facilities to the particular session,
and the degree to which the participant’s personal objectives were met.
Participants also indicated the most useful aspects of each session, ways
the session could be improved, and ways in which the session would change
the way they ‘would perform their job. These data were aggregated and means
calculated. In terms of the degree to which the session objectives were
met, overall 94% of the responses were 3 or better on a scale of l-4 (4
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being excellent). All presentations were rated highly; only one out of
thirteen was rated noticeably lower than the others, and even this one
received an overall favorable rating. In response to ways in which the
conference would change the way participants do their job, the most common
responses were about increasing sensitivity (awareness and compassion).
However, a significant minority stated that there would be no change. (The
evaluation report notes that “it is difficult to know whether this is a
resistance, a statement of powerlessness, or simple reality.“) These
aggregated findings, along with a brief summary interpretation, are
contained in the report included in Appendix XII.
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A. PROJECT GOAL(S) PURPOSES:

1. Improved prevention through provider involvement.
2. Better access  to care.
3. Better quality of care.
4. Regional/state svstem develwment and the’ diminution of thr federal

role.

8. XY’WODS  :

1,

2.

Establish a regional network of competent grantees.

Allocate funds Lo grantees according to:
- 1HeBr~bSoc~rets, numbw of  potential  trainees,  geogtaphical
- Quality of plans.
- Results achieved.

3. Through training, get provider8 to identify and counsel high-risk
persons (PRBVENTION)  .

4. Through training, recruitment and outreach servicea, increase the
nu&er of AIDS providers (BBTTRR  ACCE88 To CARE),

5. Through education and training, prepare  residents and studorb to
provide high-quality care (QUALITY OF CARE).

6. Through outreach support servicea,  develop and maintain “AIDS  Provider
Netwoik” (ACCBSS  AND QUAUTY) .

7.

8.

9.

10.

11,

Through intensive training, propare  faculty to train practitioners
students (PREVENTION, ACCESS, QUALITY).

and

Develop networks of agencies to carry out educational and support
services within each BTC (SYSTEM  DEyELCpMBNT).

Require the develwnt of supplementary/roplacament  funding (SYSWN).

Evaluate/obtain reauthorization and appropriation; reallocate as
noeded.

be:
Monitor progress/problems.
Develop annual budget/program reguests,

C . Respond to internal demands (advisory  committee,  higher
headquarters).

d. Respond to Congrosa.
e, Exercise leadership.
f. Hea8ure  injpact.

Solve or reduce the problem and minimiae fedora1 progrun  involvement.



c. PLAN:

1. Cover the Major Population Clusters and the mjor political
jurisdictions, taking into account current needa and trendr.

2. Establish Decentralized Network.
- 4 states.
- 7 medical schools.
- 13 axea AIDS ETCs.

3. FiV4 Levels.

a. Faculty teams at teaching hospitals or medical schools: 15 teams,
LOO faculty.

b. Residencies--26.
C. Hospital-based physicians, nurses, dentists, allied health

workers.
d, Community providorn.
8, Camunity leaders.

(Good team in plac8? Conducting training? Training good?
Curriculum in placed-training ongoing? Established identity?
Number of students?)

4, Three Phuses (overlapping).

8. mbcontractor  and faculty tram developmnt.
b. AIDS Provider Network development and central tmrvioer.
c. Development of greater cost sharing and diminution of federal

role.

5. Central Servicmn.

it:
C.
d.
0.
f .
go
h.
i,

Infomation  services.
Evaluation.
tieeds identification and long-range planning.
AllIS Provider Network.
AIDS &Q’otocol  Council.
Professional AIDS $onsultation Service.
Rural AIDS Center.
w Physician Development Progrrua.
Hinirerldencies.

6. Revise Plan in Three-Yeaf  Intervalu  (or sooner if needed).

7. Yyrrtea Develo~nt .

StirLe support.
E: University support.
C. Hospital support.
8. Profemional society support.
Q, Institutional identity.

. 0. Sulva Pr8bl8llul ninth year?
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raTin-

1. Did you fulfill your scope of work?

2. Is your process valid?

- Transfer knowledge?

- Change attitude?

- Present training in an acceptable way?

3. Did you improve prevention services?

4. Did you improve quality  of care?

- Change  behavior?

- improve patient oatibfauLltin, mortality, morbidity?

5. Did you improve access to core?

6. Did you establish an enduring educational system?
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S A M P L E

AIDS EDUCATION AND TRAINING CENTER
CALIFORNIA AREA HEALTH EDUCATION CENTER SYSTEM

PROGRESS REPORT

Reporting Period: 4/l/89 to 6/30/89

Subcontractor: Modoc General Hospital
Family Practice Residency Training Program
100 Main Street
Alturas, CA 96101

Submitted by: Lois Middle, M.P.H.

Title: Modoc AAETC Director

Date: July 15, 1989

L

I. MODOC AREA AIDS EDUCATION AND TRAINING CENTER

A. ADMINISTRATION AND OPERATIONS

1. By February 1, 1989, enter into a written agreement with the
University of California at Davis School of Medicine.

RESPONSE: We entered into a written agreement with the
University of California at Davis School of Medicine on
January 21, 1989.

2. By February 1, 1989, identify a program director who will be
responsible for the performance of all aspects of this
agreement.

RESPONSE: Lois Middle, M.P.H., was approved as the Modoc
AAETC director on January 4, 1989.

etc.

6. Use the forms contained in Appendix K to request contract
changes.

RESPONSE: A written agreement revision request for both
budget and scope of work changes was submitted on
February 15, 1989, and subsequently was approved by the AIDS
Education and Training Center office.
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7. Submit quarterly billings to the AIDS Education and Training
Center, using the form(s) contained in Appendix E, as follows:

a. Due May 16, 1989, for the quarter ending March 31, 1989.

b. Due August 15, 1989, for the quarter ending June 30, 1989.

C . Due October 17, 1989, for the quarter ending August 31,
1989.

RESPONSE: First quarter billing submitted May 31, 1989.

8. Submit reports to the AIDS Education and Training Center as
follows:

a. Submit a progress report listing each item of the scope of
work followed by a description of progress or problems
encountered, if appropriate, and giving specific responses
to each quantified objective, using the forms contained in
Appendix N, as follows:

(1) Due March 15, 1989 -

(2) Due July 15, 1989.

RESPONSE: This document serves as our progress report due
July 15, 1989.

b. Submit data collection forms due with each progress
report, using the form(s) contained in Appendix 0.

RESPONSE: Attached to this progress report are the
completed summary report forms and accompanying sign-in
sheets for all educational programs conducted during this
reporting period.

B. TRAINING

1. Level 1 Training

a. By February 1, 1989, identify at least one primary care
physician, one nurse, and one dentist to serve as
principal faculty for the educational programs described
herein. In addition, a dental hygienist may be identified
for participation in b.(2) below.
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RESPONSE: Ricardo Familia, M.D., Patience Chart, R.N.,
Joseph Toothacher, D.D.S., and Maria Dientes, R;D.H., have
been identified as the Modoc AAETC project.

b. Arrange for the faculty identified in 1.a. above to
participate in the faculty development experiences
provided by the AIDS Education and Training Center as
follows:

(1)

(2)

(3)

By February 12, 1989, physicians and nurses will
complete a five-day clinical training course
conducted by the AIDS Education and Training Center.

RESPONSE: Dr. Familia and Ms. Chart attended the
five-day clinical training course conducted in
San Diego on February 8-12, 1989.

By April 11, 1989, dentists will complete a five-day
clinical training course conducted by the AIDS
Education and Training Center.

RESPONSE: Dr. Toothacher and Ms. Dientes attended
the five-day clinical training course conducted at
the University of California at San Francisco School
of Dentistry on April 3-7, 1989.

By April 30, 1989, physicians, nurses and dentists
will complete a three-day faculty development course
in the use of AIDS educational modules conducted by
the AIDS Education and Training Center.

RESPONSE: All four of the Modoc AAETC faculty
attended the three-day faculty development retreat in
Santa Cruz on in May 1989.

c. Assure that all educational materials provided by the AIDS
Education and Training Center are updated and maintained
throughout the duration of this agreement.

RESPONSE: An education "kit" was received in February, and is
being maintained at the Modoc AAETC office

etc.
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4. Level 4 Traininq

a. By August 31, 1989, provide one or more hours of training
for at least 40 physicians, 40 nurses and 40 dentists from
the community in which the teaching hospital identified
in A.#. operates.

RESPONSE: During this reporting period, the Modoc AAETC
project has conducted 15 educational programs. The
programs conducted are as follows:

Date: April 15, 1989--2 hours
Title: Infection Control and Dentistry
AARTC Faculty: Dr. Toothacher and Ms. Dientes
Trainees: 10 private practice D.D.S; 5 R.D.H.
Comments: Two units of continuing education units

offered. Sununary report attached. Overall
evaluation of program was excellent.
Presenters were invited back for follow-up
sessions.

Date: May 1, 1989--l hour
Title: Psych-social aspects of AIDS
AAETC Faculty: Ms. Chart and Ms. Middleton
Trainees: 2 M.D.; 4 P.A.; 1 F.N.P.; 1 M.S.W.; 5 nursing
assistants; 2 dental
Comments: Staff of a community health center. This

session was a follow-up session to an AIDS 101
presentation offered earlier in the year.

Date: May 5, 1989--1.5 hour
Title: Diagnosis and Treatment Issues
AAETC Faculty: Dr. Familia
Trainees: 60 family practice physicians
Comments: Dr. Familia's presentation was part of a larger

two-day continuing education conference
entitled "Annual Family Practice Refresher
Course."

Date: June 1, 1989--2 hours
Title: Sexual History Taking
AA ETC Faculty: Dr. Familia
Trainees: 64 physicians
Comments: Ongoing study group. Utilized interactive

exercise (role playing).

etc.
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Other activities conducted by the AAETC office during this
reporting period include:

AAETC director surveyed the community health clinics in
the surrounding area to determine their interest and need
for staff training. As a result, three additional clinic
sites identified for further training programs to be
conducted during the next quarter. The most requested
training topics are infection control, diagnosis/treatment
and referral issues.

Ms. Middleton and Dr. Toothacher  are working with the
local dental society to coordinate a large dental program,
tentatively scheduled for September 15, 1989. A needs
assessment.survey was mailed in the dental society
newsletter. A further report on this conference will be
included in the next progress report.



APPENDIX III

1. Site Visit Protocol
2. Telephone Reporting Vork Sheet



HEALTH RESOURCES AND SERVICES ADHINISTRATION (HRSA)
NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH)

OFFICE OF AIDS (CEPP)
SITE VISIT PROTOCOLS

This protocol addresses the documents needed to conduct the site visit, the topics
that should be addressed during the visit, and the contents of the Site Visit Report
(prepared after the site visit by the team leader, with input from the other team's
members).

I. REFERENCRDOCuMRNTsNRRDRD

A.
B.
C.
D.
E.
F.

G.
H.
I.

J.
K.

L.

Current Scope(s) of Work (contracts)
Any Budget Revision (BRRs) or Language Revision (LRRs) Requests .
Up-to-date List of Deliverables with due dates
Quarterly Reporting Format Form(s)
Relevant correspondence, including central office Contact Report(s)
Central Office List of Faculty Team Members, with titles and
address/telephone numbers, and attendance at Faculty Development
Training sessions
Central Office's need for "key personnel" resumes/CVs/bio-sketches
Knowledge regarding billings submitted or due
Knowledge regarding use of attribution(s) on promotional materials,
etc.
Information on Western AIDS ETC's future plans (HRSA Application)
Special projects information: NIMH FDT follow-up materials;
knowledge, attitude, behavior, etc., survey; research questionnaires
Resource Center Brochure, Core Curricula List, Videotape Library List

II. TOPICS To BE COVERED (sample questions)

A. Administrative control issues--Do the personnel situation and
management situation match our understanding? Have the contracts
been signed? Does the staff understand how to submit billings, BRRs
and LRRs? Are they up-to-date on the deliverables? Are they having
any problems and how can we help? If at all possible, the site visit
team should meet the administrative staff. In most cases, it will be
necessary to review the Scope(s) of Work with the program's
administrative staff. Discuss long-term viability.

B. Education Program--Are all the team members on board, contributing,
going to be around for awhile? Are they successfully carrying out
their Scope of Work? The site visit team should observe the team in
action, but if this is not possible, it is important to talk with
them. If there are new members, the names, clinical training
background/experience, .and faculty affiliation status must be
collected for each team member. Which team members attended the FDTs
(how trained is the faculty)? If there are vacancies, how they
occurred and how they are being addressed, must be determined. Allow
time for team members to relate their experiences and to offer
"lessons learned". Discuss long-term viability.
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C. Evaluation--Are they conducting the evaluation components that are
their responsibility, including using the sign-in sheet? What are
the evaluation tools they are using (get copies)? If they are having
trouble, what can we do to help? Solicit impact evaluation ideas.

D. Problems--Ask the director and team members to identify problems and
discuss solutions.

E. Future Plans--Time should be spent briefing the AA ETC on the Western
AIDS ETC's plans for the future (eg. the AIDS Provider Network) and.
their role in program development and implementation. The views of
the team should be solicited and suggestions for change recorded.
There should also be time for them to give us feedback on their unmet
needs, future plans, suggestions regarding solutions to existing
problems, etc.

F. Special Considerations--With each site visit, there-will be a
different set of information to be collected, for example, some of
the AA ETC faculty teams will be participating in the NIMB post-FDT
follow-up activities.

III. SITE VISIT REPORT

The Site Visit Report should be written by the team leader with input from
the team's members, as appropriate. The following is a suggested
outline/format for the report. Feel free to append any documentation
supplied by the AA ETC. This information will not be entered into a
database, so please include all that may be required in "all versions of
future need".

A. Identification/Introductory Information
. Subcontractor
. Project Director
. Site Visit Date(s)
. Site Visit Team Members
. List of Individuals Interviewed, (including title and

relationship to program)

B. Review of Scope of Work (discuss strengthens, weaknesses and
comments, as relevant)

C. Review of Administrative and Fiscal Issues (discuss strengthens,
weaknesses and comments, as relevant)

D. Review of Education Program (discuss strengthens, weaknesses and
comments, as relevant)

E. Review of Evaluation (discuss strengthens, weaknesses and comments,
as relevant) - -
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F. Review of Problems not discussed above (discuss strengthens,
weaknesses and comments, as relevant)

G. Review of Future Plans (discuss strengthens, weaknesses and comments,
as relevant)

H. Review of Special Considerations (discuss strengthens, weaknesses and
comments, as relevant)

I. Conclusions (recommendations on timing, etc., of next site visit, and
anything else for the record)

J. Follow-up Needed (feedback need by the AA ETC staff and team members,
include staff member assignments, etc.)

MC/mdc/mjr/2/23/90



California Area Health Education Center System
Western AIDS ETC

5110 East Clinton Way, Suite 115
Fresno, California 93727-2098

(209) 252-2851

\ _:

TELEPHONE REPORTING WORK SHEET
April 1, 1990, through June 30, 1990

INTRODUCTION

The following work sheet has been developed to enable you to prepare for the
telephone report for the period April 1 through June 30, 1990. In addition to this
information, we are requesting that you send us copies of any sign-in sheets not yet
forwarded for programs conducted through June 30, 1990.

The work sheet lists the items to be covered during the reporting call in the order
in which they will be addressed. It also suggests the documents you may wish to
have on hand and the tabulations you will need to have completed before the
telephone call. The reporting covers five areas: IDENTIFYING INFORMATION, SCOPE OF
WORE REVIEW, MANAGEMENT REVIEW, REPORT ON PROGRAMS CONDUCTED, CALENDAR OF FUTURE
EVENTS, and a SPECIAL QUESTION. These areas will be covered, as appropriate, for
each source of funds: HRSA, NIMH, or AHEC SPECIAL INITIATIVE. (Note:. Report on
Programs Conducted, Calendar of Future Events,
to AHEC Special Initiative funding.)

and the Special Question do not apply .~_

IDENTIFYING INFORMATION--You will be asked for the following information:

Reporting Period is April 1, 1990 through June 30, 1990
Source of Funds
Subcontractor Name
Name and Position of Person Answering.Questions
Date
Contact Phone Number
Confirmation Address
Whether or not you plan to send us any information in writing

SCOPE OF WORE REVIEW--It will be necessary for you to have your Scope of Work, and
any revisions handy. Since you will be asked item-by-item for a response, there may
be some calculations you will need to complete prior to the telephone call. Both
the Administration and Operations, and the Programmatic Activities sections will be
reviewed. In general, you will be asked the status of the objective, and will need
to be able to give us a verbal statement about any problems that you have
encountered. If you have encountered problems, you should let us know what
strategies you are using to overcome them. Of special importance are the following:

Number of Programs Conducted
Number and Types of Participants
Dates the Programs Were Conducted
Titles of the Programs
Use of the Sign-in Sheets and Other Forms
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MANAGEMENT REVIEW--There are five additional topic areas that are really questions,
as follows:

1. Are you doing pre- and/or post-testing? What evaluation forms are you
using? Do we have copies of them?

2. Have you developed any promotional materials/publications? If yes, do
we have copies of them? Are you using the correct acknowledgement? If
applicable, do you use letterhead identifying the program as an ETC?

3. Have there been any significant changes to your organization or AIDS
education program since the last site visit or quarterly report? If
these haven't been discussed yet, summarize them.

4. Are you having any problems we don't know about? If yes, what
strategies are you using to overcome them?

5. IS there anything else you would like to mention for the record?

REPORT ON PROGRAMS CONDUCTED--This is not relevant to Special Initiative funding.
We need to know the number of trainees by Level and Type that have gone through your
programs. This information'should be obtained from the sign-in sheets for the
three-month period April 1, 1990 through June 30, 1990. As a reminder, the levels
and types of trainees are as follows:

INFORMATION ON PROGRAMS CONDUCTED
NUMBER OF TRAINEES APRIL THROUGH JUNE 1990

I I NUMBER OF
LEVEL TRAINEES

Level 2 PHYSICIANS
Level 3 PHYSICIANS

NURSES
MEDICAL STUDENTS

ALLIED HEALTH"
Level 4 PHYSICIANS

NURSES
DENTISTS

ALLIED HEALTH*
Level 5 COMMUNITY LEADERS

HEALTH PROFESSIONALS
ADMINISTRATORS

I TOTAL  1

*NOTE: Includes dental auxiliaries, mental
health counseling providers, first responders,
human service workers, health educators, etc.
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CALENDAR OF FUTURE EVENTS--This is not relevant to Special Initiative funding. We
need to know the title, location, target audience(s) and date for the programs you
are planning, including those events which are still in the preliminary stage.
Please note all programs which are tentatively scheduled with the symbol (T). The
Levels have different projected time lines, as follows:

Level 2 Schedule for next 12 months
Level 3 Schedule for next 12 months
Level 4 and Level 5 Schedule for next 12 months

LEVEL TITLE LOCATION TARGET AUDIENCE DATE

SPECIAL QUESTION: This question does not apply to AHEC Special Initiative funding.
In preparation for the federal government's site visit in August, the central office
is collecting information on non-federal funding for AIDS education. What we need
to know is the amount of any award, the awarding agency or type of funds, and the
recipient (awardee). This information would be most useful if we could have it for
both fiscal year 1989 and fiscal year 1990.

Recipient (Awardee)
AMOUNT OF FUNDS

1988-89 1989-90 Source/Type of Funds

If you have any questions, please call me at (209) 252-2851. Thank you very much
for your help.

Maria Canfield
MC/mjr/7/17/90
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Area AIDS Education and Training Center

Title/Topic of Program:

Source(s) of Funds:

Presenter(s): Date:

Location:
(institution/city)

Numkr  of contact hours: CEU or CNE

Duration:

or, Other

Hours/Days/Ykmths

TRAINEE  STATUS: INSTITUTlONAL  AFFILIATION or O P T I O N A L
STUDENT OR RESIDENT PBYSI- EPARTHENT: Please print name

NAHE- Please print Please specify type and indicate if private or Please state yuuy:
RSCWWT program or major public sector Ethnicity) Gender

4. I a II
3. II

II P R I

9. 1 I II
10.

11. I
12.
1-B w I
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University of California, San Francisco
and

University of California, Davis
Western AIDS ETC

Saturday, May 12, 1990
"HIV INFECTION AND THE PRIMARY CARE PRACTITIONER"

PRETEST

The following questionnaire is intended to allow us to assess the efficacy of
this program in educating health care providers about AIDS. We will be asking
you to complete this questionnaire both prior to and at the end of the
session. 'The information you give us will help us develop optimal HIV-AIDS
educational programs in the future. Please be as candid as possible. All of
your responses will remain strictly confidential.

Please circle as many answers as you wish; more than one item may be correct
for each multiple choice question.

1. The human immunodeficiency virus (HIV) primarily invades which of the
following cells:

a. sperm cells b. red blood cells
C. suppressor T cells (CD8 lymphocytes) d. macrophages
e. helper T cells (CD4 lymphocytes) f. epithelial cells

2. The human immunodeficiency virus is found in sufficient quantity to be
infectious in which of the following body fluids:

a. saliva b. blood c. urine d. semen
e. vaginal secretions

3. A person who has no symptoms or signs of AIDS isnot infectious.

True False

4. The

a.

5. The

a.
d.

6. The

total number of AIDS cases reported in the United States is:

10,000 - 99,999 b. 100,000 - 199,999 C . 200,000 - 500,000

median time from infection to the'development of clinical AIDS is:
.

l- 2 years b. 3 - 5 years c. 6 - 8 years
8 - 11 years

most reliable laboratory indicator for following the course of HIV
infection isr

a. total lymphocyte count b. P 24 antigen
c. absolute number of T "helper" cells (CD4 lymphocytes)
d. total leukocyte count e. sed rate
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Pre-Test
HIV Infection and the Primary Care Practitioner
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7.

8.

9.

10.

11.

12.

AZT (zidovudine, retrovir) should be offered to all persons who test
positive for HIV.

True False

Which of the following tests should be done initially in asymptomatic,
HIV-positive patients:

a. PPD skin test b. chest x-ray C . RPR d. CBC
e. sed rate f. CD4 lymphocyte count 9. toxoplasma titer

Which of the following conditions establish the diagnosis of AIDS by
themselves in a patient who is not on immunosuppressive therapy:

a. disseminated tuberculosis b. disseminated coccidioidomycosis
C . candida esophagitis d. oral thrush e. Kaposi's Sarcoma
f. cryptosporidiosis 4. pneumocystis pneumonia

(s) with known HIV infection in my practice.I presently have a patient

Yes No

I regularly take a history

yes No

for HIV risk factors in my patients.

On a scale of 1 - 10, I feel the following level of comfort in caring
for HIV-positive patients:

(10BEINGaMFLBTELYaBIFoR~)
1 2 3 4 5 6 .7 8 9 10 l

MC/mjr



University of California, San Francisco
and

University of California, Davis
Western AIDS ETC

Saturday, May 12, 1990
"HIV INFECTION AND THE PRIMARY CARE PRACTITIONER"

POST-TEST

Thank you for participating in today's course. We are asking participants to
complete this questionnaire a second time to allow us to assess the efficacy
of this program in educating health care providers about AIDS. This
questionnaire also includes an evaluation section which will provide you with
the opportunity to give us feedback on the course. Please be as candid as
possible. All of your responses will remain strictly confidential.

Please circle as many answers as you wish; more than one item may be correct
for each multiple choice question.

.1 . The human immunodeficiency virus (HIV) primarily invades which of the
following cells:

2 .

a. sperm cells b. red blood cells
C . suppressor T cells (CD8 lymphocytes) d. macrophages
e. helper T cells (CD4 lymphocytes) f. epithelial cells

The human immunodeficiency virus is found in sufficient quantity to be
infectious in which of the following body fluids:

a. saliva b. blood C . urine
e. vaginal secretions

d. semen

3. A person who has no symptoms or signs of AIDS is not infectious.

True False _

4. The total number of AIDS cases reported in the United States is:

a. 10,000 - 99,999 b. 100,000 - 199,999 c. 200,000 - 500,000

5. The median time from infection to the'development of clinical AIDS is:
.

a. l- 2 years b. 3-Syears C . 6- 0 years
d. a- 10 years

6. The most reliable laboratory indicator for following the course of HIV
infection is:

a. total lymphocyte count b. P 24 antigen
c. absolute number of T "helper" cells (CD4 lymphocytes)
d. total leukocyte count e. sed rate



Post-Test
HIV Infection and the Primary Care Practitioner
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7. AZT (zidovudine, retrovir) should be offered to all persons who test
positive for HIV.

True False

a. Which of the following
HIV-positive patients:

tests should be done initially in asymptomatic,

a. PPD skin test b. chest x-ray C . RPR d. CBC
e. sed rate f. CD4 lymphocyte count g. toxoplasma titer

9. Which of the following conditions establish the diagnosis of AIDS by
themselves in a patient who is not on immunosuppressive therapy:

a. disseminated tuberculosis b. disseminated coccidioidomycosis
C . candida esophagitis d. oral thrush e. Kaposi's Sarcoma
f. cryptosporidiosis g* pneumocystis pneumonia

10. I presently have a patient(s) with known HIV infection in my practice.

Yes No

11. I regularly take a history for HIV risk factors in my patients.

Yes No

12. On a scale of 1 - 10, I feel the
for HIV-positive patients:

(10 BEING CGMPLETELY
1 2 3 4 5 6.

following level of comfort in caring

COMFORTABLE)
7

13. Of all of the postgraduate conferences IL
this one:

(10 = BEST)
1' 2 3 4 5 6 7

14. I had the following questions which were
conference:

a 9 10 l

have attended, I would rank

8 9 10

not answered by this
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Last 4 digits of social security *: - - - -

San Diego Area AIDS Education and Training Center (SD .QGTC)
and

University of California, Davis
Western AIDS Education and Training Center MDS FTC)

California Area Health Education Center MHECl
October 22-241990

Post-Test

Please circfe correct answer(s).

I. What is the risk of becoming infected with HIV after puncture-type exposure to the blood of an HIV
int’ected person?

a. I in Z
b. 1 in 20
C. 1in’OO
d. 1 in 7,000

3. After exposure to HIV, when is antibody to HIV usuaiIy first detected in the recipient?
_ _

a. 4 - 6 weeks
b. 3 - 6 months
c. 1 - 5 years
d. 5 - 10 years

p,
3. Choose the most correct statement regarding women and HIV.

a. Women account for 5% of reported AIDS cases.
b. Approximately 90% of MVt women are of child bearing age.
c. Of heterosexuaily transmitted AIDS cases, 75% have occurred in women.
d. Of women with ADS, 10% were infected heterosexually.
e. X11 of the above.

4. Choose the most correct statement regarding HIV+ women and cervical dysplasta.

a. The incidence of cervical dysplasia is increased among HIV+ women.
b. Cervical dysplasia among HIV+ women appears to present with advanced and
multi-focal lesions.
c. Progression to cancer appears to be more common.
d. HIV+ women should have at least yearly PAP smears.
e. All of the above.

5. Which of the following statements about ddI ( 2’, 3’-dideoxyinosine) is incorrect?

a. dd1 is associated with pancreatitis.
b. ddI is associated with peripheral neuropathy.
c. ddI has anti-retroviral activity.
d. ddI shares cross resistance to AZT.
e. dd1 is current!y  being evaluated in combination therapy regimens.



6. Which of the following drug regimens when compared to standard treatment has resulted in reduced
mortality in patients with moderately severe Pne~mqstir  carinii pneumonia?

a. Trimethoprim Sulfa + steroids.
b. Trimethoprim Sulfa + Pentamidine.
c. Trimethoprim - Dapsone.
d. Aerosol Pentamidine.

7. What proportion of drug injectors are likely to try to protect themselves from AIDS?

a. 0%
b. Less than 10%
c. About half
d. More than two thirds.
e. Ail

3. HIV seroprevalence among drug injectors is a function of which oi the following?

;:
C.

d.
e.
f.

City
Drug injection tkquency
Race/ethniciQ
Year
Sharing injection equipment
XII the above

9. Which of the following have been reported to lead to risk reduction by drug injec:ors?

a. Methadone maintenance programs
b. Exchanging stenle syringes
c. AIIX education
d. Organizing users against XIDS
e. Outreach by ex-users
f. All the above

. 4

“__:

-__-.

IO. The data on racial and gender variation of .UDS cases, HIV infection, and risk behaviors indicated that:

a. Mexican Americans have been the group of drug injectors most affected by the
epidemic.
b. Perinatal  transmission is primarily a problem for white dIug injectors and :heir partners.
c. Puerto Rican and Black drug injectors have been most likely to get AIDS.
d. Female sexual partners of white and Black drug injectors ‘have been at exceptionalIy  high risk.
e. Risk b&&oft by Mexican American, Black, white, and Puerto Rican drug injectors indicate
that they all are at risk.
f. Both ‘c’ and ‘e’ are true

11. The most common cause of central nervous system mass lesions in patients with HIV iniection is:

?I
:.
e.

Myco6nc:erium  tuberculosis
CM-V
Cqptococc~~  neOfOnnc?N
Toxoplasma _pondii
Lymphoma



. ,

12. The most common cause of meningitis in patients with HIV infection is:

a. Toxoplasm  gondii
b. Cryptococcus neofonnans
c. Mycobacten’um  tuberculosis
d. Herpes simplex virus
e. CMV

13. Xl1 of the following statements correctly characterize the risk of transmission of HIV from an infected
patient to a health care worker e:

a. There is an approximately 0.4 percent risk of seroconversion  for hospital employees at?er
needlestick or other sharp injury exposure to the blood of HIV inkcted  patients.
b. The risk of transmission of HIV is approximately the same as the risk of hepatitis B virus.
c. The risk of HIV infection is extremely low after a health care worker is exposed to blood that
does not involve penetrating injuries.
d. A negative HIV antibody :est 3 months after a needlestick injury does not rule out ti possibility
of HIV infection.

1-L X11 oi the following statements correctly characterize the body substance isolation policy for prevention of
the spread of HIV infection w:

_ .

a. Health care workers should wear gioves when contacting patient’s blood.
b. Patients with XIDS do not routinely need private rooms.
c. Needles should be capped immediately after blood is drawn.
d. Gloves should be worn ior examination of all patients’ mouths.
e. Laboratory specimens from all patients should be handled in the same manner.

13. X11 of the following statements correctly descnbe psychosocial issues related to the diagnosis ot’ MC
u:

a. Patients with MC may undergo depression.
b. Patients with XIC are keenly interested in their doctors’ opinions of ways to prevent progression
to AIDS.
c. Patients with .-!RC  experience lower leveis  of emotionai  distress than patients with full-blown
AIDS.
d. Patients with ARC are at risk for developing neuropsychiatric  problems such as cognitive
dysfunction.

16. X11 of the following are correct statements about the care of an asymptomatic individual who is
seropositive for HIV infection m:

a. An initial biomedical evaluation should be perfomed  to determine whether a patient truly
lacks symptoms or signs and to gather baseline information.
b. Ongoing screening for disase progression and opportunistic infections should be planned.
c. No prophylactic measures are indicated initially.
d. Education concerning prevention of HIV transmission in important.
e. Identification and strengthening of psychological and social supports are important components
of care.



17. Which of the following components of the physical examination should be repeated frequently (e.g., at
least every 6 months) in patients who are asymptomatic but HIV seropositive?

a. Fundoscopic examination
b. Examination for lymphadenopathy
c. Oral examination
d. Detailed skin examination
e. All of the above

18. All of the following are tme statements about beta-:! microglobulin  w

a. Beta-2 microglobulin is a protein that is part of the major histocompatibility complex.
b. Serum levels of beta-2 microglobulin  are thought to rerlect lymphocyte turnover.
c. Cohort studies show that increased levels of beta-2 microglobulin  correlate with increased risk
of progressing to AIDS.
d. Increased levels of beta-2 microglobulin  do not correlate with increased risk of progressing to
AIDS independent of CD4 lymphocyte counts.
e. Beta-2 microglobulin is used in other settings for evaluation of immune function and is generaliy
available.

19. An otherwise asymptomatic, HN-seropositive  patient presents with new onset of coughing, rhinitis. and
mild general malaise for the past 2 davs. The patient has recent T-lvmphocvte studies that showed that his
CC4 ceil count was 8133.  There are no abnormalities on physrcal exarninatioi,  and the patient is afebtii-e,  with’
a normal respiratory rate. Which of the folIowing approaches would you use for this patient?

a. Gallium scan
b. Chest x-ray
c. Arterial blood gas measurement
d. Hospitalization
e. Careful follow-up of the patient without initial tests

20. Xewrted side effects of ridovudine include all of the following _eyce?t:

a.
b.

T;.
e.

Anemia
Neutropnia
Nausea
Confusion
Increased opportunistic infections

21. X11 of the following are true statements about the ELISX HIV antibody test gmept:

a. The positive predictive value of the ELI!% (the likelihood :hat a positive ELISX actually
represents true HIV infection) is dependent on the prior probability of HIV infection in an
individual (presence of risk factors)
b. The strength of ELI% reactivity (strongly versus borderline reactive) affects  the predictive
value of the test
c. For individuals with no known risk of HIV infection, the probability that a positive ELISX
reflects true HIV infection is approximately 20 percent
d. The HIV ELI% test is highly sensitive (at least 99 percent) and highly specific (99 percent)
e. Most laboratories will report positive ELI% results without confirmatory test results



22. AlI of the fdoky$  are true statements about the Western blot test ggggk

a. Indeterminate Western blot results can be reported in both low- and high-risk
persons in as many as 25 percent of EL&%-reactive  s-ens
b. False-negative Western blot tests never occur in individuals at high risk for HTV iniection
c. False-positive Western blot tests are almost never found in persons who are at high risk for HIV
infection
d. The Western blot test detects antibodies to specific viral antigens
e. The Western blot test is time-consuming and subjective, with some interlaboratory variability in
technique and interpretation

23. All of the following statements are true about HIV antibody tesrs a:

a. Indeterminate HIV Western blots are due to early seroconversion, autoantibodies, and possible
cross-reactivity with antibodies to other viruses
b. A confirmatory test is not necessary if the HIV ELlSA  is positive
c. A low-risk individual with an indeterminate Western blot should be followed for 6 months with
repeat Western blots and should be counseled that he or she is unlikely to be infected with HN if a
Western blot is negative or indeterminate after 6 months of follow-up
d. False-negative antibody tests have been reported in high-risk individuals with evidence of
HIV infection by culture in 3 years of foilow-up
e. The jikeiihood  (i.e., positive predictive value) that an individual is infected with HIV as
determined by a reactive ELI%  followed by a positive Western blot is 99 percent in high-risk _
individuals and 93-99 percent in low risk individuals

24. In taking a historv from a new male patient concerning  the possible risk of HlV infection, a dinician,
should:

a.
b.
C.

d.
e.

Ask open-ended questions in a nonjudgmental fashion
Ask about previous STDs
Ask questions in the appropriate vernacular about drug use
Ask ‘have you had sex with men, or women, or both?”
X11 of the above

25. In providing counseling after an HIV test has been performed, a clinician should do all of the following
m:

a. Meet in person with patients who are at risk for HIV infection
b. Delay presenting the result of the HIV test until the end of the counseling session, when the
patient fully understands the implications
c. Interpret the meaning of a positive or indeterminate result
d. Discuss plans for medical or psychological services for newly disposed,  HIV-jeropositive
patients
e. Discuss the importance of safer sex and drug practices

26. Which of the following have been documented as modes of transmission of HIV?

a. Bites by mosquitos or other arthropods
b. Contamination of mucous membranes with saliva
c. Sharing eating utensils
d. X11 of the above
e. None of the above



27. Which of the following most accurately represents the relative efficiencies of HIV transmission?

a. Transfusionxeceptive  intercourse>insertive  intercourse
b. Receptive intercourse>aansfusion>insertive  intercourse
c. TransfusionAnsertive  intercoursexeceptive intercourse
d. Receptive intercourse>insetive  intercoursexransfusron
e. Inserlive intercoursexeceptive intercoursexransfusion

Suppose that you were to engage in the following behaviors. Please estimate your consequent risk (chance) of
becoming infected with the AIDS virus, using a scale of 1 - 6.

28. Entering the room of an XlDS patient without wearing a gown or mask.

1. No risk
2. Very low risk
3. Low risk
4. Moderate risk
5. High risk
6. Very high risk

29. Mouth-to-mouth resuscitation on a person with XICS.

1. No risk
2. Very low risk
3. Lowrisk
4. ‘Moderate risk
5. High risk
6. Very high risk

;_  __’

30. Recapping a needle used on an AIDs patient using a two-handed technique.

1. No risk
2. Very low risk
3. Low risk
4. ,Moderate risk
5. High risk
6. Very high risk

31. Holding a patient with AIDS.

1. No risk
2. Very low risk
3. Low risk
4. Moderate risk
5. High risk
6. Very high risk



32. While wearing gloves, performing an anal exam on an AIDS patient.

1. No risk
2. Very low risk
3. Lowrisk
4. Moderate risk
5. High risk
6. Very high risk

33. Xccidently sticking myself with a needle that has been used on a person with AIDS.

1. No risk
2. Very low risk
3. Low risk
4. Moderate risk
5. High risk
6. Very high risk

3-L French kissing (deep mouth-to-mouth) with a person with AIDS.

1. No risk
2. Very low risk
3. Low risk
4. AModerate  risk
5. High risk
6. Very high risk

,/---... 35. Receiving a root canal from a dentist who is HIV+.

1. No risk
2. Very low risk
3. Low risk
4. LModerate  risk
5. High risk
6. Very high risk

: 36. Emptying the bedpan of an AIDS patient without weaiing  gloves.

1. No risk
2. Very low risk
3. Low risk
4. Moderate risk
5. High risk
6. Very high risk

37. Engaging in ad intercourse with a person with AIDS using a condom

P

1. No risk
2. Very low risk
3. Low risk
4. IModerate risk
5. High risk
6. Very high risk



38. Engaging in genital intercourse with a person with AI725 using a condom

1. No risk
2. Very low risk
3. Low  risk
4. *Moderate risk
5. High risk
6. Very high risk

39. Having the blood of a patient with AIDS splashed on my skin.

1. No risk
2. Very low risk
3. Low risk
4. Moderate risk
5. High risk
6. Very high risk

10. Performing a physical exam on an AIDS patient without wearing gloves (exciuding  anal exam).

1. No risk
2. Very low risk
3. Low risk

4. Moderate risk
5. High risk
6. Very high risk

41. Sharing a drinking glass with a person who is iniected  with the AIDS virus.

1. No risk
2. Very low risk
3. Low risk
-1. -Moderate risk
5. High risk
6. Very high risk

42. Receiving a blood transrusion  during surgery.

1. LNO  risk
2. Very low risk
3. Low risk
4. lModerate risk
5. High risk
6. Very high risk

43. Being sneezed upon by an AID!5 patient.

1. No risk
2. Very low risk
3. Low risk
4. Moderate risk
5. High risk
6. Very high risk



Y--y
44. Being bitten by a person with AIDS.

1. No risk
2. Verylowrisk
3. Lowrisk
4. Moderate risk
5. High risk
6. Very high risk

45. Performing a cut-down  on an HIV+ infant

1. No risk
2. Very low risk
3. Low risk
4. Moderate risk
5. High risk
6. Very high risk

46. Which of the following are modes of HIV transmission to infants and children?

A. Pregnancy/birth
8. Breast feeding
C. Sharing toys
D. Transfusion with infect& blood/blood produas
E. Sexual  abuse

1. A,D
2. B, C, E
3. All butC
4. All of the above

47. Which of the following laboratory and/or clinical findings indicate HIV infection in children less than 15
months old?

a. Positive ELISA, negative Western Blot
b. Positive ELISA, positive Western Blot
c. Posit-i=  ELISA, positive HIV culture
d. Generalized lymphadenopathy

48. Which ACrG  clinical trial will be available to HIV infected children who have demonstrated AZT
intolerance or disease progression while taking UT?

a. Acr% 051 (AZTL  MG)
b. ACTG  134 KD4 -1gG)
c. ACTG 128 (High versus low dose AZT)
d. ACTG 138 oral ddC



19. Which of the following are important issues to be considered when testing children and adolescents for
HIV?

A. Availability of pre- and past test counseiing
8. Referral network for adolescent health care, even if results are negative
C Disclosure  of parental IDU, bisexuality, sexual abuse as source of chiId’s HTV inftion
D. ChildWadolescent’s school performance and future goals

1. AU but D
2. A,C,D
3. B, D
4. Doniy

50. Which of the following are factors that support the rationale for the establishment of a maternal-child
clinic?

A. HIV+ mothers often put their own health care needs last.
8. It has proven to te more cost-effective than more traditional approaches.
C. HIV+ child’s well-being depends on a responsible, healthy care-giver.
D. ,Multiple family stressors make it difficult for HIV+ women and children to access health care.

1. A,C,D
2. BandC
3. Aonly
4. A, B, D



APPBNDIXVI

Arizona Pre/Post-Training Attitude Test .



DEMOGRAPHY:

DATE:

ID:

Age_

Sex F_ N

Last Six Digits of Social
Security Number

(To match pre- and post-tests)

Occupation(f;-student, be specific)

Highest Level of Education

Do you have children? Yes_ No_

How often do you have contact with a person with AIDS?

Never Rarely Sometimes Frequently Very Frequently

ATTITUDES

Please indicate your level of agreement with each of the following statements:

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

Strongly
Agree

I would feel comfortable working with a
colleague who is HIV+.

Health care professionals should be able
to choose whether or not to care for a .
person with AIDS.

I am at high risk for contracting the HIV
infection if I care for people with AIDS.

I would choose not to be a member of any
organization which had any homosexuals
in its membership.

HIV+ health care providers should find
work in non-health care fields.

Most patients with AIDS deserve the
disease because of their own behavior.

I would be upset to find I was alone
with a homosexual of my same sex.

I would not send my child to school with
children who have AIDS.

IV-drug users should be protected against
discrimination just like any other group.

It makes me uncomfortable when people
use street language in describing
sexual activities. 1

2

2

2

2

2

2

2

2

2

2

3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

4

4

4

5

5

5

5

5

5

5

5

5

5

Strongly
Disagree

6

6

6

6

6

6

6

6

6

6

7

7

7

7

7

7

7

7

7

7



11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

Strong1 y

Homosexuals should not be allowed to hold
government positions that have access
to classified infomation.

I would be afraid for my child to have
a person with AIDS as a school teacher.

I would be suddenly uncomfortable if I
found the patient I was working with
had AIDS.

I find the thought of gay or lesbian
sexual acts disgusting.

I would be afraid for a child of mine to
have a gay or lesbian school teacher.

Nearly all homosexuals are promiscuous.

Telling IV-drug users how to clean their
needles and syringes to avoid AIDS
encourages people to stay on drugs.

I would be embarrassed to demonstrate
proper condom use to a client/patient.

For their own protection, health and
mental-health workers have a need to
know the HIV status of their
clients/patients.

I do not mind talking about specific
sexual practices with clients/patients.

I think pre-hospital admission testing
should include HIV testing.

I think pre-marital blood testing should
include testing for HIV.

The gay male is unassertive, and usually
a passive person.

I would prefer not to care for AIDS
patients.

I would not mind if my child had a
close friend with AIDS.

It is important that new cases of AIDS
be reported to the Health Department so
sexual partners can be located.

Homosexuals are anxious to bring young
teens into their lifestyle.

Agree

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

2

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

4

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

5

Strong1 y
Disagree

6

6

6

6

6

6

6

6

6

6

6

6

6

6

6

6

6

“-i

7

7

7

7

7

7

7

7

. ..__/

7

7

7

7

7

7

7

-_.i

7



28. Even with precautions, I a~ at
risk of getting AIDS if I care
patients.

Strongly

!ncreased
Agree

for AIDS
1

29. I would hire a person with AIDS as
a babysitter for my children. 1

30. IV-drug users have special needs that
must be addressed with sensitivity and
compassion. 1

31. Using sexually explicit videotapes to
educate clients/patients about safer
sex would make me uncomfortable. 1

32. Insurance companies should be able to
test people for HIV before writing
new policies. 1

33. Gay men become gay because they hate
women. 1

Strongly
Disagree

INFORMATION

Please indicate whether you think the following questions are true or false:

1.

2.

3.

Individuals who test positive for HIV
antibody are capable of infecting other
people with their virus.

Individuals who test positive for HIV
antibody have a high probability of
developing ARC or AIDS.

Modes of transmission for HIV include:

Definitely

a. Blood or blood products
b. Saliva
C. Feces
d. Urine
e. Heterosexual sexual intercourse
f. Homosexual sexual intercourse
9. Sharing eating utensils
h. Insects
i. Mother to fetus

4. Minorities in Arizona have a greater
chance of getting AIDS than anglos do.

True -

1

1

1
1
1
1
1
1
1 '
1
1

1

Probably Probably DefL;W;;ly
True False

2 3 4

2 3 4

2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4

2 3 4



5.

6.

7.

8.

9.

Definitely Probably Probably Definitely
True True False False

Hinorities in the United States have
a greater chance of getting AIDS
than anglos do., 1

Drawing blood from any patient requires
(under universal precautions or Body
Substances Isolation) use of gloves,
gown, mask and goggles. 1

Condoms are 100x effective in protecting
against getting AIDS from
sexual intercourse. 1

In Arizona, a patient with a positive
HIV antibody test is required to be
reported by name to the State Department
of Health Services. 1

Ten percent of AIDS patients present with
neuropsychiatric changes#rather
than PCP or Kaposi's. 1 .

10. The more expensive "natural' condoms
offer better protection against the
AIDS virus than the cheaper
"rubber' or latex condoms do. 1

11. If an HIV+ male has a vasectomy, he can
no longer transmit the AIDS virus. 1

12. The lubricant/spermicide non-oxynol 9
is also effective in killing the AIDS
virus. 1

2 3

3

4,

4

L/
4

4



APPENDIXVII

San Francisco Pre/Post-Training Attitude Scales



Post-Test

SUPPOSE THAT YOU WERE TO ENGAGE IN THE FOLLOWING BEHAVIORS. PLEASE ESTlMATE
YOUR CONSEQUENT RISK (CHANCE) OF BECOMING INFECTED WITH THE AIDS VIRUS, USING
A SCALE OF 1 - 5: _

No Risk
Risk
l-

Very Low Risk Low Risk

2 - 3 -

Moderate Risk

4 -

High Risk

5 -

Iby ~+JI

6 - -

1.-

2.-

3.-

4.-

5.-

6.-

7.-

8.-

9.-

10.-

11.-

Entering the room of an AIDS patient without wearing a gown or mask.

Having the blood of a patient with AIDS splashed on my skin.

Holding a patient with AIDS.

Emptying the bedpan of an AIDS patient without wearing gloves.

Receiving a blood transfusion during surgery.

Being bitten by a person with AIDS.

Sharing a drinking glass with a person who is infected with the AIDS virus.

Accidentally sticking myself with a needle that has been used on a person with AIDS.

Being sneezed upon by an AIDS patient.

Performing the full physical exam on an AIDS patient without
wearing gloves.

French kissing (deep mouth-to-mouth) with a person with AIDS.

6



Post-Test

THE ITEMS BELOW ARE STATEMENTS ABOUT HEALTH CONCERNS’- ESPECIALLY OPINIONS
AND CONCERNS ABOUT AIDS - AND PERSONAL AlTlTUDES  AND TRAITS GERMANE TO HEALTH
CARE. PLEASE MARK THE EXTENT TO WHICH YOU PERSONALLY AGREE OR DISAGREE WITH
THEM, USING A SCALE OF 1 - 6:

Strongly Moderately Slightly Slightly Moderately Strongly
Disagree Disagree Dlsagree Agree Agree Agree
l- 2 - 3 - 4- S- 6-

1.

2.

3.

4.

5.

6.

7.

a.

9.

10.

11.

12.

13.

14.

15.

I would prefer to refer persons with AIDS to my professional colleagues.

I sometimes find it hard to be sympathetic towards AIDS
patients.

I would consider changing my professional specialty/position, however interesting, if it
became necessary to work with AIDS patients.

I feel angry about the risk of AIDS which homosexuals have imposed upon the straight
community.

I often have tender, concerned feelings for people with AIDS.

AIDS makes my job a high risk occupation.

It is best to train a few specialists who would be responsible for the treatment of AICS
patients.

I would rather work with a better class of people than AIDS
patients.

I don’t want persons at higher risk for AIDS, such as IV drug
users and homosexuals as patients.

I would be willing to eat in a restaurant where I knew the chef had AICS.

Despite all I know about how AIDS is transmitted, I am stall  afraid of catching it.

I would not want my child to go to school with a child with AIDS.

Even were I to follow strict infection control measures, it is likely that I would become
infected with HIV if I were working with AIDS patients over a long perrod  of time.

Given a choice, I would prefer not t0 work with AIDS patrents.

I would feel resentful if AIDS patients accounted for a significant pan of my case load.

5



APPENDIX VIII

Sample AA ETC Self-Bfficacy Instrument for Evaluating Effectiveness



(This standard form was used to evaluate the
Course. ))
r e s u l t s .

Response was 51% overall. HIV Knowledge for Caring”
Instructors were given copies for review,)I t  i s  d i f f i c u l t  t o  t a b u l a t e



APPENDIX IX

Impact Evaluation--Abstracting Form for Chart Reviews



C h a r t  Rwi~w~klsk  Assessment Revlauer  t.
tnartst_ to _ of 53

age I : I : i

sex : ; t 1 : .

t y p e  oi v i s i t  : I : ; ;

type a c t i v i t y  i I I ; I

prcrerenc=e ; ; : : I

p a r t n e r s : ‘I4 I : ;

partners’ risk  ; I : 1 :
~~~~~-~~~~~~~~~~~‘____~~~~~~~~~~~---- ______________________~____

STG t : : : :

specific  t y p e  : I : : I
‘.‘.,,’ ‘.’

:. “..‘.,_,I
HIV : ;. : 8 : :
~~~~~~____~____~____~__~___~~~~~~~~~~~~~~~~~~-~-~----~~~~~~~~~-- I
s u b s t a n c e  u s e :

. _. . -2;;.
: :_‘ . . . , ,:I : : : i

* ’

o t h e r  subsrancei
-.

: t
.

I :
. . -- .

frequency . : : : : : si:.

setting  . : : - : I I
~______________~_~_~~__~______~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

r i s k  red.couns.  i i : : t

condoms i I 1 : I

o t h e r  s u g g e s t .  : I : t I

pt.ed.marerials: 88 : : :



APPENDIX x

Evaluation Reports--Faculty Development Activities



,

DENTAL AIDS FACULTY REFRESHER COURSE
March 2 - 3, 1990

COMPARISON OF PRE- AND POST- 'TEST RESULTS

Number of Tests Completed:

# of participants who completed both tests: 7
# who completed only pre-tests:
# who completed only post-tests: :

The following results are for those seven participants who completed both the
pre- and post-tests..

True and False Ouestions: (testing knowledge)

# who answered all three questions correctly: 3
t who answered two of the three correctly: 4
# treating HIV+ patients in their practices: 7

guestions measuring attitudes or behavioral chances: (each question ranked on a
scale of 1 - 5, with 1 = strongly agree and 5 - strongly disagree.)

Ouestions Pre-Test Post-test

p, 1.

2.

3.

4.

5.

6.

7.

I feel competent to develop a variety of educational
programs on HIV for dental professionals:

I am comfortable with my role as an AIDS educator
in spite of the negative attitudes of many of my
colleagues towards AIDS patients.

I am currently using my training as an AIDS educator
to provide educational programs.

I am interested in incorporating the use of more
audiovisual materials into my AIDS education programs.

I plan on using many of the written and audiovisual
materials that I learned about in this training in my
future educational programs.

I feel more knowledgeable and competent to provide
HIV information to dental audiences as a result of
this training.

I plan on either doing or training other dentists
to do office infection control evaluations.

3.0 2.14

2.86 2.0

3.57 2.66

2.14 1.66

N.A. 1.16

N.A. 1.5

N.A. 1.66



Results of 5 Pre-tests only:

True and False Questions: .
# who answered all three questions correctly: 2
# who answered 2 of the 3 questions correctly: 3

3 are currently treating HIV+ patients in their practices, 2 are not.

Attitude Questions:

1. I feel competent to develop a variety of educational
programs on HIV for dental professionals:

2. I am comfortable with my role as an AIDS educator in spite
of the negative attitudes of many of my colleagues towards
AIDS patients.

3. I am currently using my training as an AIDS educator to
provide education programs.

4. I am interested in incorporating the use of more audio-
visual materials into my AIDS education programs.

Results of 2 Post-tests onlvr

True and False Ouestions;
2 participants got all three questions correct.
The question re: treating HIV+ patients was not asked

Attitude Ouestions:

1. I feel competent to develop a variety of educational
programs on HIV for dental professionals:

on the post-test.

2. I am comfortable with my role as an AIDS educator in spite
of the negative attitudes of many of my colleagues towards
AIDS patients.

3. I am currently using my training as an AIDS educator to
provide education programs.

4. I am interested in incorporating the use of more audio-
visual materials into my AIDS education programs.

5. I plan on using many of the written and audiovisual
materials that I learned about in this training in my
future educational programs.

6. I feel more knowledgeable and competent to provide HIV
information to dental audiences as a result of this
training.

7. I plan on either doing or training other dentists to do
dental office infection control evaluations.

2.4

2.2

1.6

1.4

\._:

1.5

1.5

1.5

2.5

2.5

2.0

1.0



UNIVERSIIY OF CALIFORNIA, DAVIS
AIDS EDUCATION AND TRAINING CENTER

DENTAL FACULTY REFRESHER COURSE

EVALUATION - DAY ONE

Please rate each of the following on a scale of 1 to 5,
with 1 - Outstanding and 5 - Poor

1.

2.

3.

4.

5.

1 2

Problem Areas - Maxvell

Presentation Content iJ5 3 4

Faculty /.bLS 3 5

Motivating Attendees -
von Friederichs-Fitzwater

Presentation Content l&S 4 4

Faculty 1,s 5 2

Rural Programs

Presentation Content II 7S 4 2

Faculty-Dillenberg 1,7$ 3 4

Faculty - Toepke l.7C 2 3r

Resource Materials

Presentation Content J./a< 4

Faculty - Torgerson a .A5 1 4

Faculty - Jordan 1, 975 1 4

Office I.C. Evaluation

Content -

Content -

Content -

Overview r‘x 2 3

DemonstrationItY71M  2 s

r‘#K 3
Preparing report 3

3 4

1

1

2

1

2

3

3

2

2

1

2

.’ . .

5



EVALUATION - DAY ONE
PAGE TWO

5. Office I.C. Evaluation

Faculty - Maxwell 1. 7bk 2 3 2

Faculty - Torgersond,l=lc 1 5 2

6. Teaching Experiences
Discussion 2,125 3 1 4

7. Luncheon /, 7s 5

a. Hand Out Materials /#WA I 7 1
Great!

Comments:

: .

Verv good day - I learned a lot.

Bravo!



UNIVERSITY OF CALIFORNIA DAVIS
AIDS EDUCATION AND TRAINING CENTER

D!?NTAL  FACULTY REFRESHER COURSE

EVALUATION - DAY TWO

Please rate each of the following on a scale of 1 to 5,
with 1 - Outstanding and 5 - Poor

1 2 3 4

1. Transmission Variables 113

Routes and Resistance Z*fi 3 5 3

Saliva Studies /J 5 3 3 .-

Dental Office Risks /, 7 -1 5' 2 4

Infection Control /J 7 5 4 2

Faculty - Maxwell /IS- 6 4 1

2. Oral Lesions
"Deferred" = 1 response

Patient Communication I,7 4 5 1

Referrals d,O 3 4 3

Updating Protocols /(7 4 5 1

Faculty - Gall /,b 5 4,. 1

c

3. Legal Issues

Videotape *’ a,o. 4 ' 3 4

Discussion 11 7 4 4 3

4. CDA Viewpoint

Presentation Content A.3 3 3 4 1

Faculty - Nakata a?/ 3 3 3 2



EVALUATION - DAY TWO
PAGE TWO

. .

5. OSHA Requirements

Videotape

Discussion

6. Closing Discussion

7. Luncheon

a. Hand Out Materials

5 4 1

4 5 1

4 4 2

5 ’ 4 ‘2

7 2 2

1

1

1

Comments:

This was a wonderful update. Please stronglv consider another facultv update next vear.

Thank vou, good organization. I enjoyed the conference of only dentists because
directlv  relates to the interest.

Prefer sep. training - more issue specific, better use of time.

i t

Extremely important information is exchanged to enhance our competence as educators.
Constant updating is vital to provide information to our colleagues that will valuable,
believable and forward looking (sic).



UNIVERSITY OF CALIFORNIA, DAVIS
AIDS EDUCATION AND TRAINING CENTER

DENTAL FACJLTY REFRESHER CGiXSE
I-

,.’

COURSE EVALUATION

1. Approximately how many conferences on AIDS-related issues have you
attended in the last 12 months?

3 (3 respondent
LiJerences1 (3 tesDondents1,  5 (I respondent), 6-8 (I respondent)

(lWf3tb.r) “this one only” (I respondent) .
2. How would you characterize the ove.rall organization of the seminar you

attended?

5 Outstanding COMMENTS:

4 Very Good i%. Maxwell did a great job!

1 Satisfactory

Not Very Good

Poor

3. To what extent has your participation in the seminar increased your
knowledge about AIDS?

I ncreased GREATLY4

5 Increased it SOXEUHAT

Increased it a LITTLE . '
.

1 NO increase AT ALL

4. To what extent has your participation in the seminar changed'your own
personal fears of contracting HIV infection?

REDUCED my fears GREATLY1

REDUCED my fears SO!4EUHAT2

has NOT CHANGED my fears at6

INCREASED my fears SOXEKHAT

INCREASED my fears GREATLY

all “(had none)“, “not feared”



COURSE EVALUATION
PAGE IWO

5. To what extent did the retreat allow youto express your thoughts or
feelings about the AIDS-related issues that were under discussion?

6 Greatly COIXYENTS:

3 Somewhat I am new to this group.

Not very much

Not at a l l

6. How would you describe opportunities to have your questions answered by
the various speakers and presenters at the seminar?

5

3

1 Somewhat adequate

7. How would you describe your opportunities to meet and socialize with
the other professionals who were attending the seminar?

c

1

Extremely adequate COIXYENTS:

Very adequate

Not very adequate

Not at all adequate

Extremely adequate COY.?iENTS:

Very adequate

.- ‘-
Somewhat adequate

-
Not very adequate

Not at all adeqaute

8. aat is your overall level of satisfaction with the seminar?

4 Extremely satisfied COX.!!ENTS:

4 Very satisfied Very helpful update - Small group facilitated
discussion of issues raised. This would be

1 Somewhat satisfied an appropriate annual event.

--.__/’

Not very satisfied

Not at all satisfied



APPENDIX B

PROGRAM EVALUATION OF THE WESTERN AIDS EDUCATlON AND TRAINING
CENTER’S FACULTY DEVELOPMENT TRAINING (FDT)  SEMINAR

‘AIDS AND MENTAL HEALTH.‘

REPORT PREPARED BY THOMAS J. FICARROlTO,  PHD.
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/ ’ This report presents results from an evaluation of the Western AIDS Education and Training
Center’s Faculty Development Training (FDT)  Seminar entltled ‘AIDS  and Mental Health.’ The
seminar was conducted with the purpose of educating health care professionals about the mental
health implications of HIV-AIDS. The seminar was conducted over a four day period, January 30 -
February 2nd at the Asilomar Conference Center in Pacific Grove, California.

The primary purposes of this report are to: 1) provide information regarding the impact of the
seminar upon participants: and 2) provide formative evaluations of the seminar’s success on the
basis of participants’ self reponed evaluations. With respect to the former, the immediate impact of
the FDT was assessed with regard to: 1) reducing health fears of occupational risk: 2) improving
attitudes about working with HIV-AIDS patients: and 3) increasing health care professionals!
knowledge regarding the mental health aspects of HIV infection.

Changes in risk perceptions, attitudes, and knowledge are examined as a function of participants’
gender, race, occupational status, geographical location, as well as participants’ professional and
personal contact with HIV-AIDS patients, A summary of evaluations from the post-test feedback
questionnaires (i.e., organization of retreat, clarity of presentations, etc.), and a summary and
comparison of ratings of lecture presentations and ‘break-out’ (discussion) groups are likewise
included. In addition, the methodology of pre/post  test evaluations, and the sample characteristics
of the health-care workers participating in the FDT are presented.

Review of the Literature

AS the number of Americans infected with HIV increases, health-care providers who never
expected to treat persons with HIV-AIDS will be forced to play a pivotal role with respect to its early
detection, diagnosis, and prevention. Yet evidence from surveys suggests that among health-care
providers medical knowledge about HIV-AIDS is often limited and/or inaccurate. (l-5). Results from
surveys similarly indicate a resistance on the part of many heatth care professionals in working with
HIV-AIDS patients (l-5).

As the health care needs of HIV-AIDS patients increase, so will the demands upon the health
system. It is imperat$e  that we, as health professionals and educators, develop effective educational
programs, as well as effective means of evaluating educational programs targeted at increasing
health-care workers’ knowledge base about HIV-AIDS, and in overcoming resistance on the pan of
health-care providers in working with HIV-AIDS patients.

Several published studies document the efficacy of educational programs in improving attitudes,
reducing fears, and increasing knowledge about HIV-AIDS among health-care workers. O’Donnell
and colleagues surveyed over 200 Massachusetts hospital workers in 1985 and in 1986 after the
institution of in-senrice  training programs.6 The programs provided information pertaining to the
biology and epidemiology of AIDS, its clinical course and treatment, and infection control. The study
found that in-service training was associated with reductions in workers’ reported stress, perceived
risks, and negative attitudes, with improvements in both knowledge and professional satisfaction.

Wertz and colleagues found significant improvements in accuracy of knowledge about modes of
HIV transmission, and in attitudes about caring for HIV patients amon health care providers working
in Massachusetts immediately following go-minute  in-service trainings. 3 . The training consisted of
traditional lecture-format presentations by health-educators with follow-up question and answer
sessions. One session included a person with AIDS, thus providing a format for more personal and
experiential learning. A 1 -month followup  of 159 of the original 1,247 providers revealed that
postprogram changes. in knowledge and attitudes were largely retained.

Gerbert and colleagues tested the efficacy of a multi-modal educational format in changing
dentists’ knowledge, attitudes, and behaviors related to AIDS8-  A total of 101 dentists in the San
Francisco Bay Area were randomly assigned to either an educational intervention group (n=35) or a
control group (n-66) not receiving the intervention. The intervention consisted of three formats: 1)
computerized feedback comparing participants’ AIDS-related knowledge, attitudes, and behaviors
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with that Of fellow participants, and with the ideal; 2) periodic informational bulletins on HIV-AIDS and
dentistry, and 3) telephone conference calls about HIV-AIDS with experts in the field of dentistry.

A 6-month follow-up indicated that the group receiving the educational package had better
._.’

scores than the control group on: 1) willingness to treat persons with AIDS; 2) identification of HIV
lesions: 3) knowledge about AIDS; and 4) completeness of conducting intraoral and extraoral
examinations. Unfortunately, the intervention group received all three educational formats, making it
impossible to determine the differential effect of these interventions in effecting outcome measures.

Not all studies have found significant changes in outcome variables for groups receiving
educational interventions in comparison to control groups. Lewis and colleagues tested the efficacy
of three different treatment groups receiving the same materials about AIDS either in printed,
audiocassette, or videocassette formats.g*  Over 200 primary care physicians in Los Angeles County _
were targeted for interviews prior to the intervention and during a 5 month follow-up period.

Follow-up interviews revealed significant increases in competency in caring for HIV infected
patients across all groups, including a control group not receiving any intervention. The investigators
attributed increases in learning to the enormous amount of AIDS-related material presented in the
mass media between pre and post testing, and not to the treatment interventions.



Partlcioants

Method

The participants of this conference represented a total of 15 Educational and Training Centers
(ETCs)  across 4 diierent states, including Arizona, California, Hawaii, and Nevada. Cf 77 seminar
panicipants,  a total of 46 participants completed either the pre-test only (n=7), the post-test only
(n=4),  Or completed both pre-test and post-test assessments (n=35).

Table 1 gives the number of facufty registered for the conference, in comparison to the
percentage completing the pre-post test assessments from each of the 15 sites. As can be seen
from Table 1, Salinas/Monterey,  San Francisco, and Tuscan  had the highest rate of survey
participation, whereas Sacramento had the lowest rate of participation.

Figure 1 gives the breakdown of participants by state of residence. Approximately 68% (n-30) of
the participants were from California, 14% (n-6) were from Arizona, 9% (n=4) were from Hawaii, and
9% (n=4) were from Nevada The mean age of the respondents was 39.70 (sd-6.67). There was a
total of 33 women and 13 men. All participants were American citizens, with the exception of one.

Figure 2 gives the demographic breakdown of the 46 participants by occupation. Thirty-Six
percent (n-15) of the participants were nurses, 29% (n=l2)  physicians, 26% (n-1 1) represented
their ETC as mental heafth  care professionals, 5% (n=2)  were dentists, and 5% (n-2) identified
themselves in some ‘other category.

Figure 3 gives the demographic breakdown of the 46 participants by race/ethnicity.  The
ovenvhe’ming  majority (78%; n=36) was Caucasian, whereas only approximately 21% (n=lO) of
participants represented non-white groups.

Figure 4 presents a breakdown of the number of AIDS patients with whom participants indicated
having had professional contact. As can be seen from Figure 4, most participants have had
professional experience working with AIDS patients. The majority (57%; n=26) indicated having
professional contact with more than 20 AIDS patients; only 11% (n=5) indicated having no
professional contact with AIDS patients.

Figure 5 presents a breakdown of the number of persons with AIDS known personally outside of
the work setting. As can be seen from Figure 5, a large proportion (41%; n=l9) of participants did
not personally know anyone with AIDS outside of the work setting; fm-nine  percent (n=27) Of
participants, however, indicated that they personally knew persons with AIDS outside of the work
setting.

Chi-square analyses revealed no significant relationship between age, race, gender, or
occupation in regard to the amount of professional or personal contact with AIDS patients.

Procedure

The Western AfiX Education and Training Center’s Facufty Development Training (FDT)
Seminar entitled ‘AIDS  and Mental Health’ was conducted over a four day period, January 30 -
February  2nd,  1990, in Monterey, California. A copy of the working agenda is given in Appendix A.

The seminar included a total of 7 lecture presentations, as Well as 7 different sessions where
participants had the choice of attending one of several ‘break-out’ (discussion) groups on topics Of
interest (see Appendix A), The latter format provided PaRiCipantS’  the opportunity to engage in more
informal and experiential types of learning in comparison to the lecture presentations.

c
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The pre-test was administered on the morning of the first full day of the conference. Participants
were instructed to complete all items on the questionnaire and to ‘be as honest and candid’ as
they liked. Participants were also informed that their responses would remain strictly confidential. The
post-test was administered two days later, on the morning of the last full day of the conference.

._.:

Instruments

A Copy Of the pre-post  test assessment instrument is given in Appendix B. The AIDS Attitude
Scale for Heatth Professionals (MS) measured participants’ attitudes and beliefs about HIV-AIDS16.
This 15item  Scale asks participants to indicate the extent to which they agree with statements on a
g-point  Likert-type scale, ranging from 1 =Strongly  Disagree to G=Strongly  Agree.

Confirmatory factor analyses on the MS has revealed a total of 3 subscale  components: (1)
Professional Resistance (PR) measures unwillingness to work with AIDS patients (i.e., *I would
consider changing my professional speciatty/position,  however interesting, if it became necessary to
work with AIDS patients.‘); (2) Negative Emotions (NE) measures respondents’ endorsement of
negative affective responses in regard to persons with AIDS (i.e., ‘I sometimes find it hard to be
sympathetic toward AIDS patients.‘); (3) Fear of Contagion (FC) measures the degree to which the
respondent is concerned about contracting the illness (i.e., ‘Even were I to follow strict infection
control measures it is likely that I would become infected with HIV if I were working with AIDS
patients over a long period of time.‘).

The AAS was originally standardized on a sample of medical and nursing students, and is
currently being used in several locations around the country in assessing healthcare  professionals’
attitudes toward AIDS. Alpha coefficients calculated for the three subscales and a summary AAS
score range from .65 to -86 (Fear of Contagion- .65; Negative Emotions- .70;  Professional
Resistance-.75  Total- .86).

AIDS knowledge was assessed by an 8-item multiple-choice exam. Items were constructed by
asking each of the lecturers to submit at least two muftiplechoice items corresponding to the
content of their presentation. Only 4 of the 7 lecturers submitted items in time to be included as pan
of the scale. Two presenters did not submit items because they fett that their topics contended with
material that did not lend itself to factual multiple-choice items.

A total of 11 items from the Risk Perception Scale (RPS) was employed to assess participants’
estimates of their consequent risk of becoming infected with HIV in a variety of occupational settings
(i.e., ‘Entering the room of an AIDS patient without wearing a gown or mask.g).lO.ltems  were
completed on a J-point Liken-type scale ranging from ‘No Risk’ to Yery High Risk’. The original RPS
has an alpha coefficient of .86, revealing high internal consistency.

Previous clinical experience with AIDS patients was assessed by participants indicating the
approximate number of AIDS patients with whom they have had professional contact. The number of
persons with AIDS known to participants personally outside of the work setting was also assessed in
the same manner.

,‘_,

Demographic information, including age, gender, race, citizenship, occupation, state Of residence,
and the ETC each participant represented was also assessed.
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Resutts

Proaram Evaluation

This section examines the resutts from the participants’ self reported ratings of the seminar,
ratings of lecture presentations, and ratings of individual ‘break-out’ groups. Results from the overall
Program evaluation in response to items fl through #8 of the post-test questionnaire are presented
in Figure 6. Written comments in response to kerns #i 1, %12, and #13 of the post-test
questionnaire, in addition to any additional comments are given in Appenda  C.

The majority  of respondents indicated that they attended other conferences on AIDS-related
issues in the 12 months prior to the ‘AIDS and Mental Heafth’  seminar. The mean number of other
conferences attended in the past 12 months was 2.97 (sd=1.94)  (see Figure 6, item #l).

Resufts from the overall program evaluation indicate that participants evaluated the seminar quite
favorably. The majority (71.8%; n-28) of respondents rated the overall organization of this
conference as Yety Good.’ Only 1 respondent rated the organization of the conference as ‘Not
Very Good’ (see Figure 6, item #2).  The majority of respondents rated their ‘opportunities to have
questions answered by various speakers and presenters,’ and 70 meet and socialize with other
professionals who were attending the retreat’ as either Txtremely Adequate’ or ‘Very Adequate’
(79.5%, n=31; 821%,  n=32,  respectively) (see Figure 6, items #6 and #7).

In response to item #5 (70 what extent did the retreat allow you to express your thoughts or
feelings about the AIDS-related issues that were under discussion*) approximately 56.4% (n=22)  of
the respondents indicated Greatly: Approximately 41% (n- 16) however, indicated ‘Somewhar
(see Figure 6, item #S).

me overall level of satisfaction with the conference was high. Approximately 23% (n=9) of the
respondents indicated that they were *Extremely Satisfied,’ approximately 54K (n--21)  indicated that
they were ‘Very Satisfied,’ and approximately 21% (n=8) indicated that they were ‘Somewhat
Satisfied.’ Only 1 respondent indicated dissatisfaction with the conference (see Figure 6, item #8).

Only 8% (n=3) of the respondents, however, reponed that the conference ‘Greatly* increased
their knowledge about AIDS. Approximately 56% (n=22)  indicated that their knowledge increased
‘Somewhat,’ and approximatety 31% (n=12) indicated that their knowledge increased only ‘A Little.’
A total of 2 respondents (5%) reported that their knowledge about AIDS did not increase at all after
attending the conference (see Figure 6, item # 3).

The latter findings may be accounted for by the fact that our faculty represent a select group of
health-professionals who have chosen to work professionally within the area of AIDS care. It is likely
that our faculty already have a high ceiling of knowledge about AIDS. This issue will be contended
with further when examining pre-post test change scores for HIV-AIDS knowledge and attitudes.

interestingly, approximately 85% (n-33) of respondents reported that their personal fears of
contracting HIV infection did not change as a result of attending the conference (see Figure #6,
item #4). Similar findings have been obtained in work conducted at the UCSF AIDS Education
Project with incoming medical and nursing students, and will also be discussed in further detail at
the conclusion of this report.

Ratinas of Sneakers  and ‘Break-Out’ Grows

Participants were asked to rate each of the speakers on a 5-point  Likert-type scale (1 -Excellent;
2=Very Good; 3=Satisfactory;  4=Not Very Good; 5=Poor).  The overall mean rating across all 7
speakers was 1.99 (sd=.48).  The highest rated presentation was by Dr. Sandra Benman  on ‘Death
and Dying’ (mean rating31.26,  sdr.50).  The lowest rated presentation was by Dr. George Solomon
on ‘The Psychoneuroimmunology of HIV Infection’ (mean rating=2.74, sdx.98).

Participants were also asked to rate each of the ‘break-out’ sessions they attended on the same
5-point  Liken-type scale. The overall mean rating collapsed across the 19 different sessions was 2.15
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(sd= .47),  The mean ratings rank ordered for each of the sessions are given in Table 2
Typically, the lecture presentations and the ‘break-our sessions represented two different types

Of educational experiences. Wiih the exception of Dr. Bertman’s presentation on ‘Death and Dying,’
‘~.___.

the leC?UreS contended primarily with basic factual information that lend themselves to traditional
didactic types of presentations. The ‘break-out’ groups, on the other hand, provided opportunity for
more personal, interactive, and experiential types of learning. Independent sample t-tests, however,
did not reveal significant mean differences  between participants’ ratings of the lecture presentations
in comparison to their ratings of the ‘break-out’ groups.

Dr. Benman’s  presentation on ‘Death and Dying’ might be considered distinct in comparison to
the other 6 lecture presentations. This presentation employed use of split screen still photography. It
also included a short film documenting one family’s real fife attempt to cope with the emotional
devastation of AIDS, as a young gay man returns home in the final days of his life to reconcile past
conflicts with his Morman  father surrounding his homosexuality.

Dr. Bertman’s presentation had a strong emotional impact on conference attendees. For instance,
one attendee commented, ‘I think the ‘Death and Dying’ lecture was excellent, but intense and we
really needed a break . . . small discussion groups to help process. Many people took ‘breaks’
individually that day really pointing our how hard it was to process.’ Another attendee commented
on the back of the questionnaire, ‘Please, a little more time after ‘Death and Dying’ to diffuse
emotions.’

Fortunately, the ‘break-out’ groups scheduled immediatety following the ‘Death and Dying’
presentation lent themselves to topics that apparently provided attending participants with the
opportunity to process their emotions with colleagues. In fact, independent samp,le  t-tests revealed
that the mean rating of the 4 ‘break-out* sessions immediately following the ‘Death and Dying’
presentation was significantly higher than the mean ratings of ail  other ‘break-out’ sessions. The
mean rating for the 4 sessions following ‘Death and Dying’ was 1.69 (sdr.20). The mean rating for
all other ‘break-out’ groups was 2.28 (sd=.44)  [t(17)=2.58,  pc.051.



f- Outcome Evaluation

This  secbn examines baseline ratings, as well as changes in HIV-AIDS knowledge, attitudes, and
risk Perceptions  immediately preceding and following the conference. Baseline ratings and change
scores  are examined as a function of participants’ gender, race, occupational status, geographical
location, aS well as their previous clinical and personal contact with HIV-AIDS patients.

Baseline ratings

Mean baseline ratings for Risk Perception Scale (RPS) items rank ordered from lowest to highest
ratings of consequent risk of becoming infected with the AIDS virus are given in Table 3. ‘Entering
the room of an AIDS patient without wearing a gown or mask’ was rated as lowest risk;  ‘Accidentally
sticking myself with a needle that has been used on a person with AIDS was rated as highest risk.

Each of the RPS items were summed in deriving an overall composite RPS score for each
participant. The possible range for the RPS is 11 (lowest risk) to 66 (highest risk). The obtained
range was 13 to 46. The overall mean RPS score was 24.06 (sdz6.00).

The distribution of RPS scores was clearly skewed in a positive direction, indicating that
participants had a tendency to rate items toward the lower end of the scale continuum.
Nevertheless, several items that might be thought to entail no risk of infection were rated by
respondents as entailing at least some risk of occupational infection.

/-

Mean baseline ratings for each of the items from the AIDS Attitude Scale for Health Professionals
(AAS) are given in Table 4. Each of the AAS items were summed in deriving an .overall  composite
AAS score. Positiiely stated items were reverse scored so that higher scores reflected more negative
attitudes. Subscaie scores were summed in the same manner in deriving a Professional Resistance
subscale  score (PR), a Fear of Contagion subscale  score (FC), and a Negative Emotions (NE)
subscale  score.

The possible range for the overall AAS is 15 (most positive attitudes) to 90 (most negative
attitudes). The obtained range was 15 to 37. The mean overall AAS score was 23.43 (sd=6.33).  The
possible range for the PR scale is 6 (least resistance) to 36 (most resistance). The obtained range
was 6 to 13. The mean PR score was 7.9 (sd=2.48).  The possible range for the FC scale is 5 (low
fear of contagion) to 30 (high fear of contagion). The obtained range was 5 to 20. The mean FC
score was 9.8 (sdz3.78).  Finally, the possible range for the NE scale is 4 (most positive emotions)
to 24 (most negative emotions). The obtained range was 4 to 11. The mean NE score was 5.76
(sd=2.21).

The distributions of AAS scores and subscale  scores were also skewed in a positive direction,
indicating a tendency on the part of our faculty to have generally more favorable attitudes toward
AIDS patients than would be expected given a normal distribution. As can be seen by examining
measures of skewness in Table 4, however, variability was found in response to particular attitudinal
items, such as: ‘AIDS makes my job a high risk occupation,’ ‘I would be willing to eat in a
restaurant where I knew the chef had AIDS,’ and ‘Despite all I know about how AIDS is transmitted, I
am still afraid of catching lt:

Table 5 presents the percentage of correct and incorrect responses to the 8 multiple-choice
items assessing AIDS knowledge at baseline. Items in which a large percentage of respondents
scored incorrectly at baseline included items #2, #6, and #7. Participants were given 1 point for
each correct item, and the 8 items were summed in deriving an overall AIDS Knowledge score for
each participant. The obtained baseline scores ranged from 2 to 7 correct items, with a mean Of
3.81 (sd=  I .43) items correct. AIDS Knowledge scores were normally distributed.

Oneway  analysis of variance on AIDS Knowledge scores revealed that physicians scored
significantly higher on knowledge about AIDS at baseline (mean number correct=4.8,  sd= 1.32) than
did mental health care workers (mean number correct23.20,  sd=l.32),  and nurses (mean number
correct-3.31, sd-1.11)  [F(2.30)=5.41.  pc.Ol)(Newman  Keuf’s.  Pc.05).  No

r‘
found in overall RPS scores, overall AAS scores, nor AAS subscale  Scores
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age, occupation, state of residence, nor amount of professional and personal contact with AIDS
patients.

Changes between pre/post  test assessment

Because  PIPS scores and overall AAS scores and AAS subscale  scores were positively skewed,
non-parametric tests were employed to examine changes in these variables between pre/post-test
assessments. Parametric tests were employed in assessing changes in knowledge over time, since
AIDS Knowledge scores were normally distributed.

Dependent sample t-tests revealed significant increases in the mean number of correct AIDS
Knowledge items from the pre-test to the post-test assessment (mean number of correct items at
pre-test was 3.67, sd-1.40;  mean number of correct items at post-test was 5.23, sd=l.31)
[t(29)=8.00,  pc.O02].  Wilcoxon’s matched pairs signed rank test, however, did not reveal significant
changes in risk estimates, overall AIDS attitudes, professional resistance, fear of contagion, nor
negative emotions between pre/post  test assessments.

Changes in dependent variables were also examined as a function of demographic variables.
Change scores were calculated by subtracting each participant’s post-test score from their pre-test
score on all dependent measures. Oneway  analysis of variance on AIDS Knowledge change scores
revealed a significant main effect for age [F(2,27)=3.65,  pe.051.  Participants between 3640 years of
age showed significantly greater increases in knowledge between pre/post  test assessments in
comparison to participants between the ages of 3035, and those 41 or older (mean change for 36-
40 year old group was 2.43, sd=.98;  mean change for 30-35 year old group was 1 .18, sd=l.OS;
mean change for 41 or older group was 1.42, sd=.gO)(Newman  Keul’s,  pc.05).

Changes in risk estimates, AIDS attitudes, professional resistance, fear of contagion, and negative
emotions did not vary as a function of gender, age, occupation, state of residence, nor amount of
professional and personal contact with AIDS patients. Changes in knowledge also did not vary as a
function of gender, occupation, state of residence, nor amount of professional and personal contact
with AIDS patients.

Single item analyses were also conducted on individual RPS and AAS items. Wilcoxon’s signed
rank tests revealed only one significant finding. There was a significant reduction in the proportion of
respondents who rated RPS item #8 (‘accidentally sticking mysetf  with a needle that has been used
on a person with AIDS’) as entailing high occupational risk before the seminar, in comparison to
immediately following the seminar (2=-2X!, pc.01).
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Dlscusslon

Results  indicate that our faculty generally score on the low end of the continuum when
estimating OCCUpatiOnal risk, and on the high end of the continuum in regard to reporting positive
attitudes toward working with AIDS patients. Nevertheless, many items that might be thought to
entail no risk Of infection were rated by respondents as entailing at least scme risk of occupational
infection. Variability was also found in response to particular attitudinal items, such as:
‘AIDS makes my job a high risk occupation,’ m I would be willing to eat in a restaurant where I knew
the chef had AIDS,’ and ‘Despite all I know about how AIDS is transmitted, I am still afraid of
catching it.’

Results from outcome evaluations indicate that the FDT seminar ‘AIDS and Mental Health’ was
successful  in increasing faculty’s knowledge about AIDS, at least as measured by the 8 muftipie-
choice items. Similar changes, however, were not observed between pre/poet  test assessments for
overall risk perceptions, nor AIDS attitudes.

Lack of change in attitudinal items is most likely accounted for by the high ceiling of positive
attitudes at baseline. It is difficult to conclude that the FDT was not successful in effecting changes
in AIDS attitudes when the majority of faculty scored at such an extreme at baseline. It is likely that
the instrument employed to measure attitudes was not successful in detecting more ‘subtle’ indices
of negative attitudes toward working with HIV-AIDS patients among this select group of heafth
professionals.

In regard to risk perceptions, outcome evaluations clearly indicated that the FDT was successful
in reducing estimates of risk concerning accidental needlesticks. Afthough  overall risk estimates were
quite low at baseline, there was sufficient variability in the distribution of scores to detect changes in
assessing program efficacy. Results  from the outcome evaluation indicated, however, no change is
overall risk estimates between pre/post  test assessments. These findings were corroborated by
participants’ lack of self-reported change in personal fears as a result of attending the conference.

Similar findings have been obtained in work conducted at the UCSF AIDS Education Project.’ ’ *
The latter study employed a nonequivalent control group design in examining changes in risk
estimates, attitudes, and knowledge about AIDS among incoming medical and nursing students.
Results  indicated that students who completed an AIDS-elective course during their first year of
study, showed significantly more favorable changes in AIDS attitudes, and marginally greater
increases in AIDS knowledge over time in comparison to students who chose not to take the course.
Risk estimates, however, did not change over time as a function of whether or not students
completed the AIDS-elective course.

These findings, in addition to findings obtained from the current program evaluation, point to the
importance of continuing educational efforts in effectively addressing health-care  workers’ anxieties
and fears of occupational contagion when working with HIV-AIDS patients.

Changes in outcome measures generally did not vary as a function of demographic
characteristics (with the exception of the relationship found between age and changes in
knowiedge). This may be an artifact of a small sample size, since previous research has
documented significant relationships between demographic characteristics, such as age, race, and
education in explaining resistance to working with HIV-AIDS patients among health-care
workers1  8*1 3*

Results from program evaluations clearly indicate that participants were satisfied with the overall
organization and content of this conference, in addition to opportunities provided to meet and
socialize with other health professionals. Several participants commented on the ideal location Of the
retreat, and requested more free time. A substantial proportion of participants voiced the need for
greater opportunity to express their rhoughts  and feelings’ about AIDS-related issues under
discussion. This was especially true following presentation of sensitive materials, such as Dr.
Benman’s  presentation on ‘Death and Dying.’
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Suqqestions and Recommendations

On the basis Of the resutts  from this evaluation, the following suggestions are recommended in
the planning of future retreats:

1). First, there is a need for HIV-AIDS education programs to provide accurate information about risk.
It is imponant that heatth-care workers team to differentiate between their warranted and
unwarranted fears when working with HIV-AIDS patients. Effective educational interventions would
help free workers from their irrational fears, and help them deal more effectivety  with their rational
ones.

2). Second, health-care workers’ emotional reactions to HIV-AIDS, and working with the HIV infected
patient must be addressed. Of importance is not only attendance to biomedical findings and fact but
perceptions which may preclude assimilation and application of such knowledge. Faculty must
provide a forum where health-care workers can feel free to ask questions and share their fears
regarding HIV-AIDS in a non-judgmental environment. Interaction with peers, facutty,  and individual
counseling when necessary must be consideied  integral components of the educational experience.

3). Educational programs must continue to expand health-care workers’ knowledge base regarding
basic factual information about HIV-AIDS, its transmission, virology, diagnosis, prevention, treatment,
epidemiology, infection control precautions, and psychosocial issues concerning the care of HIV-
AIDS patients. Atthough  our strategy in assessing HIV-AIDS knowledge is appropriate, and should be
continued in assessing knowledge at future retreats, more than 8 multiple-choice items need to be
contribLzed  by speakers in developing a valid and reliable scale.

4). There is a clear need for greater participation of traditional ethnic/racial minorities on our faculty
teams. Atthough  there is a disproportionate representation of traditional racial/ethnic minorities
among the HIV infected population that faculty serve, only 21% (n=lO) of our faculty members
represented these groups at the conference.

5). There should also be an effort to include more dentists on faculty teams. Only 5% (n=2) of
participants identified themselves as dentists at this seminar.

6). Items measuring additional demographic characteristics of participants, including their sexual
orientation, religious denomination, and a measure of religiosity might be included on future pre/post
test evaluation instruments. Demographic characteristics of the patient population being served by
our faculty might also be assessed.

7). It would be helpful if during the next retreat that only faculty team members are requested to
complete the pre/post  test evaluations. Several administrators completed the evaluation component
of this seminar, and had to be eliminated from the analyses only after the data were collected. Also,
it would be helpful to the program evaluators if we can have a complete updated list of identified
faculty team members representing each ETC,  as well as an updated list of registered faculty
immediately prior to each retreat.

8). Finally, attempts should be made in determining whether changes in risk estimates, attitudes, and
knowledge have been extended, or maintained months following the original FDT seminars. Periodic
assessments of outcome measures following completion of each of the FDTs are currently in
planning stages
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Table 1

San Jose
Tuscan
Sacramento
San Diego
F resno
Salinas/Montery
Martinez
Oakland
Modesto/Stockton
Honolulu
Santa Rosa
Phoenix
Las Vegas
Rena/Carson  City
San Francisco

Total

Number of Faculty Registered for the Conference In Comparison to the
Percentage Completing  the Pre/Post Test Assessment from each of the
ETC Sites

# of Faculty # of Facuttv  Completinq Percentaae  of Facu@
Reaistered Pre/Post  Test Completinq Pre/Post  Test

4
4
4
7
7
4
7
7
4
7
7
4
3
4
4

77

2
3
1
4
4
3
2
3
2
4
4
2
1
2
3

40

50%
75%
25%
57%
57%
75%
29%
43%
50%
57%
57%
50%
33%
50%
75%

52%+

l A total of 6 participants completed questionnaires, but failed to indicate the ETC site they represented.
Thus total return fate is actually 46/77 or approximately 60%. __/’
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Table 2 Mean Ratings of ‘Break-out’ Groups
Rank ‘ordered from Highest to Lowest

1.

2.

3.

4.

5.

6.

7.

fl 8.

9.

10.

11.

12.

13.

14.

P

Rational  Verses Reactive Suicide,

Limit Setting In The Clinical Practice with
the HIV Infected: Taking Care of the
Clinician.

Talking About Death with the HIV Infected
Patient.

Working with the Individual who has
Suffered Multiple Losses

Engendering Concern for and by Panners
of the HIV Positive

Antibody Testing and Treatment Choices:
What is the Clinician’s Role in Facilitating
Decisions?

Working with the Couple and Family
system Affected by HIV

Experiential Workshop: Stress
Management for AIDS Providers

Medications and HIV: The Psychological
Effects of Medical and Psychiatric
Treatments

Nurturing Yourself: Strategies for Survival

Talking About Sex with Patients:
Techniques and Topics

Biased Assumptions Among Health Care
Workers About the Behaviors and Beliefs
of Cultural Minorities

Homonegativisim Among Health Care
Workers as it Preceeds  and is Prompted
by the Care of Gay Men and Lesbian
Women

Transference and Countertransference:
Dealing With All the Feelings

14

Rated Groups*‘+

Rating g.Q. ’ Samole  Size

1.50 .67 12

1.50 .71 2

1.54 .69 11

1.80

1.80

1.88

.92

.45

.99

10

5

8

1.90 .57 10

2.0 .67 19

2.0 1.0 11

2.11

2.13

2.21

2.31 1.03 13

2.40 1.67 5

1.17 9

.74 15

.70 14



15. Dealing with Violent, Homicidal or Acting
Out Patients

16. Recognition and Management of HIV-
Related Dementia

17. Common Misconceptions about IVDUs

18. Interactions with the Actively Using Client

19. Disscussion  of Facutty Team Operations
of HIV Treatment and Teaching Programs

Rating

2.50 .71

2.55 .82 11

2.67 .87

2.83 .75

3.25 .87

9

6

12

* Break-out groups were rated on a S-point Likart-type scale (1 = Excellent, 2 = Very Good, 3 =
Satisfactory, 4 = Not very good, 5 = Poor)

+ 7he Challenge of Working with Women at Risk, and the Very Challenge of Perceiving Women as at Risk’
was not rated by any of the respondents.
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Table 3 Mean Baseline Ratings for Risk Perception Scale (RPS)

1.

2.

3.

4.

5.

6.

7.

8.

9.
fl

10.

11.

Items Rank Ordered from Lowest to Highest . .
Rating  Of Consequent Risk of Becoming Infected With the AIDS Virus*

Mean S.D.

Entering the room of an AIDS patient without wearing 1.07 34
a gown or mask.

Holding a patient with AIDS.

Sharing a drinking glass with a person who is
infected with the AIDS virus.

1.10 .37

1.45 .83

Being sneezed upon by and AIDS patient.

Emptying the bedpan of an AIDS patient without
wearing gloves.

1.55 .86

2.31 1.14

Performing the full physical exam on an AIDS patient
without wearing gloves.

2.43 1.38

Receiving a blood transfusion during surgery

Having the blood of a patient with AfDS splashed on
my skin.

Being bitten by a person with AIDS.

2.69 .95

2.71 1.15

French kissing (deep mouth-to-mouth) with a person
with AIDS.

Accidentally sticking myself with a needle that has
been used on a person with AIDS.

2.63 1.25

2.88 1.25

4.0 1.25

* Items were rated on a 6-point  Liken-type Scale (1 = No Risk, 2 = Very Low Risk, 3 = Low Risk, 4 =
Moderate Risk, 5 = High Risk, 6 = Very High). Total sample size n = 42.
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Table 4 Mean Baseline Ratings of the AIDS Attitudes Scale (AAS)*

item Mean S.D. Sample Size Ske,,,es

Fear of Contagion

1. I would not want my child to go to school with a child with
AIDS.

1.25 53 2.99

2. I would be willing to eat in a restaurant where I knew the
chef had AIDS.

4.73 1.77 1.17

3. AIDS makes my job a high risk occupation.

4. Despite all I know about how AIDS is transmitted, I am still
afraid of catching it.

234 1.79

2.61 1.56

1.00

.24

5. Even following strict infection control measures, it is likely that
I would become infected with HIV if I were working with AIDS
patients over a long period of time.

1.23 .72 3.95

Emotions

6. I would feel resentful if AIDS patients accounted for a
significant pan of my case load.

1.70 1.02 1.90

7. I feel angry  about the risk of AIDS which homosexuals have
imposed on the straight community.

1.24 .72

40

40

40

41

40

40

41

40

40

41

40

40

40

40

40

2.94

8. I often have tender, concerned feelings for people with AIDS.

9. I sometimes find it hard to be sympathetic toward AIDS
patients.

5.63 1.03

1.38 .77

__.

3.32

2.36

Professional Resistance

10. Given a choice, I would prefer not to work with AIDS patients.
1.34 1.02

1.46 -81

3.37

2.17
11. It is best to train a few specialists who would be responsible

for the treatment of AIDS patients.
1.80 1.65 1.95

12. I would prefer to refer persons with AIDS to my professional
colleagues.

1.08 .35 4.98
13. I would consider changing my professional specialty/position

if it became necessary to work with AIDS patients.
1.18 .55 3.03

14. I would rather work with a better class of people than AIDS
patients.

1.20 .52 2.63
15.  I don’t want persons at higher risk for AIDS, such as IV drug

users and homosexuals as patients.

* Items were rated on a 6-point  Likert-type scale (1 = Strongly Disagree, 2 = Moderately Disagree, 3 = - -
Slightly Disagree, 4 = Slightly Agree, 5 = Moderately Agree, 6 = Strongly Agree)
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Table 5 Percentage of Correct and incorrect Responses to AIDS-Knowledge
Choice Items*)+

1. AIDS dementia:

Multiple

19% (n=8) A. results  from neuronal  death because of viral invasion of the neuron through the CD8
receptor:

1496 (n=6) B. is of the conical type.
43% (n=18) C. may first be manifested as paranoia.
7% (n=3) 0. is not helped by zidovudine (AZT)  because the drug does not pass the blood/brain

barrier.
12% (n=5) E. results  in cognitive impairment that is not influenced by degree of psychological distress.

2. Psychoneuroimmunologic research to date has clearly demonstrated:

12% (n=5) A. that emotional distress hastens death from AIDS.
38% (n=16) B. that emotions have similar correlations with immunologic measures in patients with AIDS

and ARC.
10% (n=4) C. that long survivors with AIDS use denial mechanisms effectively.
21% (n=9) D. that depressed mood In asymptomatlc HIV seropositlve persons is gssociated  with a

pattern of Immune changes predictive of the development of AIDS.
14% (n=6) E. that stress definitely activates HIV from a latent to a rapidly replicating state.

3. A significant increased risk for HIV positivity is associated with which of the following:

/75% (n=2) A. history of recent transfusion (since 1988).
18% (n=32) B. history of hepatitis B virus.
0% (n=O) C. history of a mutually monogamous gay male relationship for the last 13 years.
2% (n=l) 0. history of marijuana use.
2% (n=l) E. all of the above.

4. In taking a risk-factor history of HIV, an often overlooked factor is:

0% (n=O) A. IV drug use.
2?‘0  (n=l) 8. male-male sexual activity.
2% (n=l) C. history of gonorrhea.

86% (n=36) D. IV drug use in the partner of the person being seen.
10% (n=4) E. history of syphilis.

5. Select the best answer regarding tuberculosis prevention in HIV infected patients:
24% (n-10) A. A skin test for tuberculosis (PPD) should be administered to ail HIV infected patients as

early as possible.
5% (n=2) B. A twelve month course of isoniazid (INH) should be prescribed for ail patients with a

positive skin test (PPD) for tuberculosis.
2% (n=l) C. A positive skin test (PPD) is defined as induration exceeding greater 5 mm.
0% (n=O) 0. Pyridoxine 25 mg. daily should be given along with isoniazid (INH).

69% (n=24) E. all of the above.
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6. Choose the best statement regarding pneumocystis pneumonia (PCP) prophylaxis:

31% (n=13) A. PCP prophylaxis is indicated for all patients with T4 helper cells less than 500.
2% (n=l) 6. 100 mg./day  is effective. --+

10% (n=4) C. septra 1 double strength tablet daily is effective.
19% (n=5) D. possible occupational hazards to health care workers should be considered when

administering aerosolized pentamldine.
29% (n-12) E. septra and aerosolized pentamidine have been demonstrated to be equally effective.

7. Which of the following statements are true?

0% (n=O) A. Providers who are particularly caring and idealistic in their intents tend to be better
protected from AIDS-related burnout.

29% (n=12) 8. Professionals who are active as clinicians and called upon to function as administrators,
educators, and researchers are more prone to bum-out.

14% (n=6) C. Providers who spend more hours per week involved in in-patient care are more
vulnerable to depression, but experience their AIDS-related work as more intellectually
stimulating.

26% (n=ll) D. Burn-out has been correlated with the number of years spent with AIDS patients.
29% (n=l2) E. All of the above

8. The percent of professionals in AIDS care who acknowledge being or having been frankly depressed is:

5% (n=2) A. Less than 5%
5% (n=2) B. 510%

31% (n=13) c. 15-30%
38% (n=16) D. Approximately 50%
21% (n=9) E. Greater than 75%

l Correct Answers are in boldface type.

+ Percentages do not always add to 100 because of rounding errors and because of missing data for
particular items.
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Figure 1: State of Residence
Asilomar Conference Participants
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Figure 2: Occupation
Asilomar Conference Participants
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Figure 3: Ethnicity
Asilomar Conference Participants
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Figure 4:
AIDS Patients - Professional Contact
Percentage of Par ticinanrs
i
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Figure 5:
# AIDS Patients - Known Personally

Percentage 0: Parrici3ants
lOC%l

90%
t

--- -.. __ _ _. . . .

3C% i-

7O%k - . . -
/

6C% 1 I
I

0 oarlenrs  1-3 0arlents d-10 parlenrs 11-20 Datienrs ) 2s 3atien:s

. -:!jl 7 x AC,  ?ercenra;5s  3c no! s a c
;c :: ‘;” $ecac;se  01 ,c~nc~nS err0rS

22



I.‘l(X ‘f, ; I IXMS 1- 4

Item 1

Number of Conferences
Attended in the Last Year

Numbor 01 Par Ilci~~an~s
,4 --. -.----_-.-A_--_  ---

. 12. 11

9 Cl

0

6

‘O Ill

4

o-- - -iii,i

2

owl TWO Three

Ttem 3

Increase

Four Five SIX Seven Eight

in Knowledge
Self Reported _

I~ercentoge  of Pm licl~anls
l(K)%. ----p__-

9 0 %

0 0 %

22

50%.

4 0 % 12

3 0 %

aI%

10% 2

0% L._.m__. I.._.._

Ttem 2

Overall Organization of Conference
Petconlo~e  of PAI liclpnnls,clo% __ ____~_._..  __ _- -. _.._ . _-____.-. -. .-..

90% -

00% - 28

7 0 %

6 0 %  *

40% ^

6 0 %

00%
7

20%.

1 0 % 1

0% I -.-m-I _A
PO01 Not  Very  Oood  SelIsImIo~y very Good Oulslendhg

90% -

60% -

70% -

60%

5 0 %  -

4 0 %

3 0 %

2 0 %

10%

0 %

Item 4

Change in Fears
Self Repor ted

Percentage ol Par tlciru3nls
100% I __.-- .--~

__&__A
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Evaluation Responses - Page 7

Asilomar content evaluation questions 11, 12, 13, and any additional comments on the back.

The following are the three evaluations questions asked on the Post-Test at the Asilomar
Conference:

11. Please give any comments (positive or negative) that you think might be helpful to the planning
of future retreats:

12. What topics of information would you like to have covered at the next retreat (‘Preparing for the
Second Epidemic IVDUs,  Women, and Children’)

13. What pan of the retreat did you find most valuable?

Of the 39 Post-test respondents, a total of 4 left questions 11 and 12 blank, a total of 3 left
questions 12 and 13 blank, a total of 4 left only question 11 blank, a total of 4 left only
question 12 blank, and a total of 2 left only question 13 blank. A total of 4 respondents did not
complete question 11, 12, or 13.

Subject 02:

11. An afternoon break of l-2 hours e.g. 3-5 would be great for R&R.
12. Knowledge, attitudes, belief and behaviors of women at risk for HIV. Epidemiology of AIDS
among ethnic groups.

Subject 03:

13. Overall presentation followed by discussion groups in same subject area

Subject 04:

12. Children with AIDS and medication for them.
13. Both the speakers and discussion groups and the socialization.

Subject 05:

12. Effect of HIV on hemophiliacs and their relationship to family, etc. Update on transfusion of
blood products.

Subject 06:

11.  More time for workshops (1 l/2 hours). Plenary speakers need an hour and must be kept
schedule so workshops aren’t cheated. Unfairly cheated workshops of time. Could repeat
workshops and offer fewer.
12. Talking to partners. Separating IVDU from HIV in given pt.

f@- 13. Facutty  exchange. Good plenary speakers.
BACK: Should give free time early or late afternoon and replace with a session in the evening

on



Evaluation Responses - Page 2

especially on Wed. In Asilomar, need beach day time but less to do in evenings. Need more time
for exchange between sites and with central office people.
Subject 07:

.._i

11. Groups for sharing educational successes, hang-ups, techniques, etc. for specific professions.
Nurse to nurse - Dr. to Dr. etc.
12. Nothing specific at this time. Maybe Hispanic women’s issues?
13 All of it!

Subject 08:

11. Use the great brain of George Solomon more effectively by allowing his free-thinking on the
biologic to take off. I’d like to appreciate the courage and human kindness which many of the
conferees express in their work patients who have HIV in light of the struggles these care givers
have. Some of them care for family members with grave disabilities and illnesses. Some have HIV
themselves
BACK: Thanks, great work.

Subject 09:

11. The only Holistic realm of the conference not conveyed was the spiritual aspect which is
extremely important as well.
12. Medical updates
13. Lecture.

Subject 10:

11. This facility location was excellent. The meals could be improved. If they want to have cafeteria
style food why not have it like the hospital cafeteria - where you have many more choices. Also
Asilomar needs to get a fiiness/work-out center. Its very relaxing being here; at the same time its
important to maintain ones activity level - kind of hard to do with all the sitting around during the
lectures.
12. Women with HIV. Children with HIV. More information on the psychological aspects of AIDS-i.e.
intervention techniques, i.e. use of laughter therapy; more of cognitive/behavioral therapies etc.
13. Getting away to a beautiful environment which is very relaxing - great stress reducers! Getting
reinvigorated just by being with people who are so gung-ho/passionate about their cause. Meeting
other nurses who are experiencing similar problems. GREAT! GREAT! GREAT!

Subject 12:

11, More easily visible nametags. i-2 hour break during daylight hours - would be willing to
compensate for that by an evening session.
12. Effective ways of reaching people at risk through prevention.
13. Death and Dying. Talking about sex and patients - techniques.

Subject 13:

11. More structure to workshops would improve effectiveness.

Subject 14:

13. Sharing what is working on problem areas in other projects.



Evaluation Responses - Page 3

Subject 15:

11. Begin the seminar with a basic lecture on AIDS. Teach basic statistics, safe sex practices,  time
duration of the onset of the virus, danger in transfusion.
12. Specific techniques that are helpful for counseling HIV.
13.’  Death Dying lecture.

. Subject 16:

13. Lectures.

Subject 17:

11. Perhaps it is my medical background, but I found the focus of the conference to be a bit fuzzy.
Not much information was communicated, more feeling tones and problem statinq than problem
solvinq.
12. How to reach IVDU and women for prevention education. Especially teenage girls! Both
techniques and teaching materials/brochures.
13. Small group discussions were helpful for ventilation and discussion of personal frustrations.

Subject 18:

11. Could it be compressed into a shorter time, i.e., be a little more intensive.
12. How to handle IVDU’s  - what behavior to expect - why is it there - what to do about it - how to
balance the wish to Rx the disease vs. the selfdestructive nature of the patient.

Subject 19:

11. Admonish speakers to stick to the time limits - it caused workshops to be shortened. Frustrating
for leaders and participants.
12. Attitudes toward IVDU’s
13. Connecting with other AIDS professionals. George Solomon’s talk.

Subject 20:

11. I would have liked more hard-core didactic and factual information, on the other hand, the
acknowledgement that we are all exploring new territory and can’t be too dogmatic about the ‘right
answers’ was realistic and reassuring.
13. Social interaction. Rejuvenating atmosphere.

Subject 22:

11. Why were ‘experts* .imported from out of our region ? Although Dr Bertman  was excellent, I’m
sure there is someone in our area who is as well prepared/experienced on the topic of Death &
Dying.
12. Minorities and HIV, blacks, hispanics, especially illegal Mexicans.
13. Death and Dying/Dr Bertman.  Anita Gerhard on anything. Location: the West!.
Socialization/networking.
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Subject 23:

11. I think the Death and Dying lecture was excellent but intense and we really needed a break -
then small discussion groups to help process. Many people took ‘breaks’ individually that day really
pointing to how hard it was to process. Suggest: 3045 min break: don’t turn lights on!; regroup
with meditation followed by discussion in small (10 or less) groups. I would also like to see a group
led meditation or visualization as options at the beginning and end of the day. The visualization
might be an empowering type - validating us, our work - sending us ‘back home’ with new energy
and good feelings. A lot of this did happen through networking but it would be fun to have as a
formal (optional) pan of the conference.
12. I’ll think more about this on topic I discussed with a fellow colleague here regarding our dual
roles as parents (moms) and educators to other parents/community/schools - identification with
patients (esp children and women).
13. Networking with others. support from others for my work (validation). Role playing as means of
understanding or exploring topics in small groups.

Subject 24:

11, Need more organized sharing of ideas, innovations between centers.
12 Empowering women. Financial concerns of providing care. Impacting prostitute/lVDU’s-effective
outreach programs. Adolescent AIDS-crack use, runaways.
13. Yvette Flares-Ortiz  really was a bright spot in identifying and personalizing difficulties of AIDS
providers.

Subject 25:

11. Very good retreat, death and dying was a good presentation, it struck me because I deal a lot
with this with my dying AIDS patients.

Subject 26:

12. Skill building to work with IVDU’s.  More on clinical diseases, Dx and Rx. More on Nsg and role
clarification - who does what.
13. Networking.

Subject 27:

11. Tables to write on. Chairs in half circle.
12. Long term studies done on HIV positive infants raised in New York City. Especially hospital
wards where infants end up living out their lives.
13. Interacting with other Health educators. Dr. Zegans lecture. S. Benman  and film.
BACK: A little more time after Death and Dying to diffuse emotions.

Subject 29:

12. Review of legal ramifications re: confidentiality, testing, public health issues. Practical and
common psycho/social interventions. Section on multiple case presentations.
13. Talking with other health professionals.
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Subject 30:

11. More participation from dentists. More time spent teaching us how to teach, e.g., the death and
dying section was great on a personal level - I’m not sure how to assimilate that knowledge to
return to my colleagues.
13. Small group discussion. Biomedical update. Super location for retreat.

Subject 31:

11. Take into consideration that many of the attendees do have a joJ of experience and knowledge
in all aspects of AIDS care i.e. increase the sophistication of the didactic and groups.
13. Death and Dying session. The opportunity to see old friends and talk about the new
developments in their programs.

Subject 32:

11. Need more small group discussions and also need time to ‘digest’.
12. IVDU’s,  Women, Children
13. Very enjoyable and greatly needed-thanks!

Subject 33:

11. Thursday was a bit long perhaps have only experiential type groups in the last group sessions.
12. Biomedical aspects. Psychosocial aspects. Research in progress on women or children.
Neuropsychological issues-children.
13. Sharing experience with colleagues.

Subject 34:

11. No sharing of rooms. Information about the area of the conference for time off activities.
12. More on Methadone-how do patients get into programs-what is the rational behind methadone
maintenance. TX options for IVDU’s.
13. Interaction with faculty and participants. Not starting too early - 9AM is much better than 7 or 8
which most conferences start.
BACK: Food-yuck!

Subject 35:

11. Need more on teaching methods rather than just Content.
13. Networking.

Subject 36:

12. Women
13. All2

Subject 39:
11. Be much more clear in the conferences goals. Most importantly: are you, or aren’t you trying to
raise feelings and allowing for processing ? If yes, warn people up front, provide more 1:l
counseling, encourage people to monitor their own safety issues (personally that is why I skipped
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workshops). If no, tell people up front. Steer clear of talks like Sandra Benman’s, encourage
.-

discussions more about the experience, rather than encouraging the re-living of the experience.
12. The topic of IVDU’s concerns me deeply. The subtopics are all very important as evidenced by
their high visibility in this last conference. But, I am aware of my fear (perhaps entirely unjustified)
that to focus on the ‘2nd Epidemic’ is (in part) a homophobic  move to avoid the still very unresolved
attitudes we all have about the ‘first epidemic’ = gay men. As it was, this last conference dealt with
the issue of homosexuality directly in one workshop and in no talks. You now wish t0 exclude it
entirely in the next conference, thus my fears.
13. Meeting people formally, and getting away for peaceful walks on the beach and at Pt. Libos.
These were wonderfully important for my mental health as it relates to work in the epidemic and the
avoidance of bum-out.
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Evaluation of the Effectiveness of the Arizona AA ETC’s Training Efforts



CHANGE ON INDIVIDUAL ITEMS

I would feel comfortable working with a colleague with AIDS. 147 19 276 0.464

I think pre-marital blood testing should include testing for HIV. 138 28 271 0.406

Even with precautions, I am at increased risk of getting
AIDS if I care for AIDS patients. 141 40 272 0.371

I think pre-hospital admission testing should include HIV testing. I37 3g 270 0.363

I am at high risk for contracting the AIDS virus if I care
for people with AIDS.

I would prefer not to care for AIDS patients.

Insurance companies should be able to test people for HIV
before writing new policies.

HIVt health care providers should find work in non-health
care fields.

It is important that new cases of AIDS be reported to the
Health Department so sexual partners can be located.

I would hire a person with AIDS as a babysitter for my
children.

I would not mind if my child had a close friend with AIDS.

I would be suddenly uncomfortable if I found the patient I
was working with had AIDS.

If I were hiring personnel for a medical office, I would
hire an otherwise qualified HIVt nurse.

Homosexuals are anxious to bring young teens into their
lifestyle.

Lesbians become so because they hate men.

I feel OK about broaching the topic of homosexual activity
with persons I care for professionally.

I would be afraid for a child of mine to have a person with
AIDS for a school teacher.

If I were hiring personnel for a medical office, I would
hire an otherwise qualified HIV+ receptionist.

The gay male is unassertive, and usually a passive person.

Patients with AIDS would get better caare if there were
specific hospital wards set aside for them.

137 46 277

122 34 275

105 27 262 0.298

122 43 271 0.292

115 41 268 0.276

114 42 272

124 53 274

118 53 276 0.236

116 53 273 0.231

84 23 271

64 13 273

96 52 263 0.167

82 37 274 0.164

101 58 271

76 34 274

105 64 270 0.152

0.329

0.32

0.265

0.259

0.225

0.187

0.159

0.153



It is not fair for the general public to bear the cost of
medical treatment for AIDS patients. 86 46 268 0.149

I would choose not to be a member of any organiation which
had any homosexuals in its membership. 71 33 278 O.lU

I would be afraid for a child of mine to have a gay or
lesbian school teacher. 79 43 273 0.132

I find the thought of gay or lesbian sexual acts disgusting. 75 42 274 0.12

Nearly all homosexuals are promiscuous. 72 40 271 0.118

Health care professionals should be able to choose whether
or not to care for a person with AIDS. 115 83 275 0.116

I would not send my child to school with children who have AIDS. 65 36 273 0.106

It is a waste of time to teach AIDS precautions to
homosexuals and IV drug users since many of them won't
bother with precautions. 57 28 273 0.106

I would be upset tu find I was alone with a homosexual of my
same sex. 62 36 273 0.095

Most patients with AIDS deserve the disease because of their
own behavior. 53 27 277 0.094

Gay men become gay because they hate women.

Homosexuals should not be allowed to hold government
positions that have access to classified information.

43 20 271 O.Ot_

50 29 278 0.076

I can tell who is at high risk for AIDS by the way they look. 40 23 275 0.062

I would feel comfortable in bringing up the topic of IV drug
use with persons I care for professionally. 74 66 273 0.029

‘._.



PRE-TEST ROTATED FACTORS

FACTOR 1

p: .729
.718
.681

,638
,580

,579 * HOMOSEXUALS ARE ANXIOUS TO BRING YOUNG TEENS INTO THEIR LIFESTYLE.
.534 NEARLY ALL HOMOSEXUALS ARE PROMISCUOUS.
.517 I FIND THE THOUGHT OF GAY OR LESBIAN SEXUAL ACTS DISGUSTING.

-.428 I WOULD FEEL COMFORTABLE WORKING WITH A COLLEAGUE WITH AIDS.

FACTOR 2

I WOULD BE UPSET TO FIND I WAS ALONE WITH A HOMOSEXUAL OF MY SAME SEX.
MOST PATIENTS WITH AIDS DESERVE THE DISEASE BECAUSE OF THEIR OWN BEHAVIOR.
I WOULD CHOOSE NOT TO BE A MEMBER OF ANY ORGANIATION WHICH HAD ANY HOMOSEXUALS IN

ITS MEMBERSHIP.
I WOULD BE AFRAID FOR A CHILD OF MINE TO HAVE A GAY OR LESBIAN SCHOOL TEACHER.
HOMOSEXUALS SHOULD NOT BE ALLOWED TO HOLD GOERNMENT POSITIONS THAT HAVE ACCESS TO

CLASSIFIED INFORMATION.

-.705 I
.670
.628 :

.576 I

-.555 I

WOULD NOT MIND IF MY CHILD HAD A CLOSE FRIEND WITH AIDS.
WOULD NOT SEND MY CHILD TO SCHOOL WITH CHILDREN WHO HAVE AIDS.
WOULD BE AFRAID FOR A CHILD OF MINE TO HAVE A PERSON WITH AIDS FOR A SCHOOL

TEACHER.
WOULD BE SUDDENLY UNCOMFORTABLE IF I FOUND THE PATIENT I WAS WORKING WITH HAD

AIDS.
WOULD HIRE A PERSON WITHI1

,518 I WOULD PREFER NOT TO CARE
,397 HIV+ HEALTH CARE PROVIDERS

AIDS AS A BABYSITTER FOR MY CHILDREN.
FOR AIDS PATIENTS.
SHOULD FIND WORK IN NON-HEALTH CARE FIELDS.

FACTOR 3 '">,b]

.761 I THINK PRE-HOSPITAL ADMISSION TESTING SHOULD INCLUDE HIV TESTING
,743 I THINK PREMARITAL BLOOD TESTING SHOULD INCLUDE TESTING FOR HIV.
.530 IT IS IMPORTANT THAT NEW CASES OF AIDS BE REPORTED TO THE HEALTH DEPARTMENT SO

SEXUAL PARTNERS CAN BE LOCATED.
.338 INSURANCE COMPANIES SHOULD BE ABLE TO TEST PEOPLE FOR HIV BEFORE WRITING NEW

POLICIES.

FACTOR 4

.848 LESBIANS BECOME SO BECAUSE THEY HATE MEN.
,833 GAY MEN BECOME GAY BECAUSE THEY HATE WOMEN
.546 THE GAY MALE IS UNASSERTIVE, AND USUALLY A PASSIVE PERSON.

FACTOR 5

-.874 IF I WERE HIRING PERSONNEL FOR A MEDICAL OFFICE, I WOULD HIRE AN OTHERWISE
p QUALIFIED HIV+ RECEPTIONIST.

-.831 IF I WERE HIRING PERSONNEL FOR A MEDICAL OFFICE, I WOULD HIRE AN OTHERWISE
QUALIFIED HIV+ NURSE.



FACTOR 6

,749 HEALTH CARE PROFESSIONALS SHOULD BE ABLE TO CHOOSE WHETHER OR NOT TO CARE FOR i
PERSON WITH AIDS. i_;

.564 EVEN WITH PRECAUTIONS, I AM AT INCREASED RISK OF GETTING AIDS IF I CARE FOR AIDS
PATIENTS.

,494 I AM AT HIGH RISK FOR CONTRACTING THE AIDS VIRUS IF I CARE FOR PEOPLE WITH AIDS.

,841 I WOULD FEEL COMFORTABLE IN BRINGING UP THE TOPIC OF IV DRUG USE WITH PERSONS I
CARE FOR PROFESSIONALLY.

.791 I FEEL OK ABOUT BROACHING THE TOPIC OF HOMOSEXUAL ACTIVITY WITH PERSONS I CARE
FOR PROFESSIONALLY.



POST-TEST ROTATED FACTORS

-FACTOR 1

.725

,718
.656

.612

.601

.596

.523

.521

.513

P-I WOULD BE AFRAID FOR A CHILD OF MINE TO HAVE A GAY OR LESBIAN SCHOOL
TEACHER.

P-I WOULD BE UPSET TO FIND I WAS ALONE WITH A HOMOSEXUAL OF MY SAME SEX.
P-I WOULD CHOOSE NOT TO BE A MEMBER OF ANY ORGANIATION WHICH HAD ANY

HOMOSEXUALS IN ITS MEMBERSHIP.
P-HOMOSEXUALS ARE ANXIOUS TO BRING YOUNG TEENS INTO THEIR LIFESTYLE.
P-I WOULD BE AFRAID FOR A CHILD OF MINE TO HAVE A PERSON WITH AIDS FOR A

SCHOOL TEACHER.
P-I FIND THE THOUGHT OF GAY OR LESBIAN SEXUAL ACTS DISGUSTING.
P-NEARLY ALL HOMOSEXUALS ARE PROMISCUOUS.
P-HOMOSEXUALS SHOULD NOT BE ALLOWED TO HOLD GOERNMENT POSITIONS THAT HAVE

ACCESS TO CLASSIFIED INFORMATION.
P-MOST PATIENTS WITH AIDS DESERVE THE DISEASE BECAUSE OF THEIR OWN BEHAVIOR.

FACTOR 2

.669 P-I AM AT HIGH RISK FOR CONTRACTING THE AIDS VIRUS IF I CARE FOR PEOPLE WITH
AIDS.

.657 P-I WOULD PREFER NOT TO CARE FOR AIDS PATIENTS.

.624 P-I WOULD BE SUDDENLY UNCOMFORTABLE IF I FOUND THE PATIENT I WAS WORKING
WITH HAD AIDS.

/‘., :;g P-I WOULD NOT SEND MY CHILD TO SCHOOL WITH CHILDREN WHO HAVE AIDS.
P-EVEN WITH PRECAUTIONS, I AM AT INCREASED RISK OF GETTING AIDS IF I CARE

FOR AIDS PATIENTS:
-.529 P-I WOULD NOT MIND IF MY CHILD HAD A CLOSE FRIEND WITH AIDS.
-.52B P-I WOULD HIRE A PERSON WITH AIDS AS A BABYSITTER FOR MY CHILDREN.
.517 P-HEALTH CARE PROFESSIONALS SHOULD BE ABLE TO CHOOSE WHETHER OR NOT TO CARE

FOR A PERSON WITH AIDS.
-.480 P-I WOULD FEEL COMFORTABLE WORKING WITH A COLLEAGUE WITH AIDS.
.430 P-HIVt HEALTH CARE PROVIDERS SHOULD FIND WORK IN NON-HEALTH CARE FIELDS.

FACTOR 3

.910 P-GAY MEN BECOME GAY BECAUSE THEY HATE WOMEN

.907 P-LESBIANS BECOME SO BECAUSE THEY HATE MEN.

.526 P-THE GAY MALE IS UNASSERTIVE, AND USUALLY A PASSIVE PERSON.

FACTOR 4

.765 P-I THINK PRE-HOSPITAL ADMISSION TESTING SHOULD INCLUDE HIV TESTING
,733 P-I THINK PREMARITAL BLOOD TESTING SHOULD INCLUDE TESTING FOR HIV.
.602 P-IT IS IMPORTANT THAT NEW CASES OF AIDS BE REPORTED TO THE HEALTH

pi
DEPARTMENT SO SEXUAL PARTNERS CAN BE LOCATED.

.484 P-INSURANCE COMPANIES SHOULD BE ABLE TO TEST PEOPLE FOR HIV BEFORE WRITING
NEW POLICIES.



FACTOR 5

.932 P-IF I WERE HIRING PERSONNEL FOR A MEDICAL OFFICE, I WOULD HIRE AN OTHERWISE
QUALIFIED HIV+ RECEPTIONIST. ._J

.920 P-IF I WERE HIRING PERSONNEL FOR A MEDICAL OFFICE, I WOULD HIRE AN OTHERWISE
QUALIFIED HIV+ NURSE.

FACTOR 6

,837 P-I FEEL OK ABOUT BROACHING THE TOPIC OF HOMOSEXUAL ACTIVITY WITH PERSONS I
CARE FOR PROFESSIONALLY.

.816 P-I WOULD FEEL COMFORTABLE IN BRINGING UP THE TOPIC OF IV DRUG USE WITH
PERSONS I CARE FOR PROFESSIONALLY.



CHANGE IN FEAR-OF-AIDS BY OCCUPATION

x - - =Social Work/Psychology Students
A - - =Student  Nurses
x - - =tWical Students
A - =Nurses
X - =Physic ians
X- =Psychologists

87.0/76.7
80.0/65.6
80/I/64.9
69.5/62.6
ss.o/se.f3
61.6b3.6
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CHANGE IN HOMOPHOBIA BY OCCUPATION

x-- =Social Work/Psychology Students 25.3/23.5 N=29
A - - =Student  Nurses 23.5/20.4 N=73
x-- =Medical Students 23.8/20.0 N--59
x- =Physicians 17.8/17.0 N=l5
A - =Nurses 16.OA6.4 N=31
X - =Psychologists 12.0/11.4 N=ii

S
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CHANGE IN FEAR-OF-AIDS BY CONTACT WITH PEOPLE WITH AIDS
o = Never/Rarely 82.0/68.5 N=l27
0 = Sometimes 78W66.3 N=55
+ = Frequent/Very Frequently 57.01'51.7 N=21
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CHANGE IN HOMOPHOBIA BY CONTACT WITH PEOPLE WITH AIDS
0 = Never/Rarely 23.6/20.9 N=143
0 = Sometimes 2 2 .  i/19.7 N=6i
+ = Frequent/Very Frequently 15.3/13.8 N=26

2%
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C 20-
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I. . .

I-= Need to Know Who has AIDS .56/.43
o= Concern about Contact with AIDS Patients .41/.32
o= Would Not Hire HIV+ .37/.31
A = Inability to Discuss Sensitive Topics .27/.24
x= Homophobia 1 .22/. i6
x= Homophobia 2 .14/. 10

.60-

.55-
S .50-

.45-
C .40-

. xi--
0 .30-

R
.25-
.20-

E .i5
.I0
.051

CHANGE IN FACTOR SCORES PRE-TEST TO POST-TEST
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Maui Conference / 11-3-89 / Building Skills, Building Knowledge
Alan Katz, M.D., M.P.H. / Update on the Epidemic:

The latest on HIV Treatment and Transmission '.-._l

1.) How well each of these objectives were met was rated using the
foliowing scale:

1 = not at all
2 = somewhat
3 = good
4 = excellent

N = 41
Be able to identify two reasons for uncertainty when interpreting
HIV antibody test results.

na=6 5 10 20 3.4

1 2 3 4
;_x

Be able to identify-two new strategies in the treatment of HIV
disease.

na=6 4 9

1 2 3

22 3.5

4
z



,I

For the following statements: 1 = strongly disagree
5 = strongly agree

1) The speaker demonstrated an effective teaching style that
facilitated my learning at this session:

10 13 15 4.1

1 2 3 4 5
Ti

(na=3)

2) I found the content of the session relevant to the objectives:

3 13 23 4.5

1

(na=2)

2 3 4 5
?7

3) I found the content of the session clear and easy to understand:

1 17 15 4.1

1 2 3 4 5
- r:

(na=2)

4) The physical facilities were appropriate for the session:

1 10 15 13 4.0

1 2 3 4 5
?z

(na=2)

5) My personal objectives for this workshop were met:

1 2 5 14 17 4.1

1 2 3 4 5
Ti

(na=2)

2



-

HOST USEFUL:

1 A view of HIV as a chronic illness.

Great statistics.

Medication protocol.

All updates.

1 New strategies.

1 Updated material.

2 Basic info.

4 Update of the tx modalities.

FO'=FI A_

Information- More aware of
treatment.

HOW TO IMPROVE:

Handouts! Handouts! Slides!

physician's expanded role in

Pictures!

Supply handout with preprinted %tats and real data.

More on current drug TX's Especially specifics..

Less time on AIDS 101.

Possibly have slides made to project.

Too technical with all his DNA, and alphabet soup.

Mini workshop on the medications as PDR info. is often
limited.

Somehow not focused.

Less technical jargon.

Better sound system.

Couldn't.

l/2 the content, l/2 the speed given.

3



stay around for post conference.

Better handouts with speaker's info.

HOW WILL CHANGE THE WAY WILL PERFORM JOB:

1 Yes - more hopeful.

More awareness.

Just reinforces the importance of maintaining universal
precautions on my unit.

Precautions with blood contact.

Motivating - Will try to keep abreast of the infcrzation on
AIDS.

Probably.

Improved TX modalities.

Encouragement and practice of protective measures of health
care workers.

None.

No.

Reinforce CDC Blood Universal Body Fliid Precautions.

More relaxed when working with PWA.

Consider the need for patient and M.D. to get together. Now
M.D.'s  are usually a part of a busy, busy schedule. These patients
need psychological understanding which means lltimelt spent with
them.



”

Maui conference / 11-3-89 / Building Skills, Building Knowledge
Rev. Morley Fretch / Meeting the Challenges of Quality Care

For the HIV Infected Person: A Maui Panel

1.) How well each of these objectives were met was rated using the
following scale:

1 = not at all
2 = somewhat
3 = good
4 = excellent

N = 33
Describe the local needs of community in providing care an5
treatment for people with HIV infection.

4

2

17 7 3.1

(na = 5j.
3

Y

Identify Maui care providers doing work with HIV infection.

4 16 a 3.1

1
(na = 5)

2 3 4
z

1

‘..__/



u .

For the following statements: 1 = strongly disagree
5 = strongly agree

1) The speaker demonstrated an effective teaching style that
facilitated my learning at this session:

5

1

(na=2)

13 3.7

2) I found the content o+.F the session relevant to the objectives:

1 10 13 7 3.8

1

(na=2)

2 3 4 5
x

3) I found the content of the session clear and easy to understand:

1

3 8 14 6 3.7
I_

2 3 4 5 Y
X

(na=2)

4) The physical facilities were appropriate. for the session:

1 3 11 9 7 3.6

1 2 3 4 5
z

(na=2)

5) My personal objectives for this workshop tiere met:

1

(na=2)

4 11 11 5 3.6

2 3 4 5
51

2



MOST USEFUL:
Charlotte Slavin can learn to project her voice.

Info on TX resources.

Hearing about concerns.

Some knowledge on roles.

Dr. Kwon's opinions and the groups questions.

Progress is slow in AIDS TX.

Info. on Hospice Program.

Identified what organizations were avaiiable.

Clarified what currently is available / needs.

Panel discussion format.

Aware of the confusion re. services on maui. Decision making.

HOW TO IMPROVE:
Monitor function of microphone / speakers & make adjustments

as needed.

Charlo-'ccc Flavin can learn to project her voice.

Improve P.A. system. -

Microphone functional.

Better microphone.

They have much to offer.

More distinctive forum leader.

Setting better for interaction.

State's position on treating people with AIDS.

Give suggestions as how public can help.

Increase volume of sound.

Having more guest panelists.

Participation by interested people.

3



‘I .

HOW HAS CHANGED WAY WILL PERFORM JOB:

Dr. Kwon and Charlotte Kuwanoe were the most effective
speakers and I can understand the frustrations they experience.

More effective techniques.

No.

Yes, may give us more energy to demand safer needle disposal
at MMH.

None - My work is done by following federal and state laws .
that cannot be changed just because 1 doctor disagrees with the
rules.

Volunteer in our area.



.

Maui conference / 11-3-89 / Building Skills, Building Knowledge
Alfred J. Fortin / Living with HIV Infection: People with HIV,

Family Members Speak to Health Providers

1.1 How well each of these objectives were met was rated using the
following scale:

1 = not at all
2 = somewhat
3 = good
4 = excellent

N = 41
To identify common feelings and reacticns 05 those infected t;it.i
HI".

1

3

2

11

3

19 3.5

4
x

(r,a=8)



.

For the following statements: 1 = strongly disagree
5 = strongly agree

1) The speaker demonstrated an effective teaching style that
facilitated my learning at this session:

1 3 11 12 13 3.8

1 2 3 4 5
z

(na=l)

2) I found the content of the session relevant to the objectives:

1 2 4 15 19 4.2

1 2 3 4 5

3) I found the content of the session clear and easy to understand:

1 2 4 15 19 4.2

4) The physical facilities were appropriate for the session:

1 5 9 11 15 3.8

1 2 3 4 5
'ji

5) My personal objectives for this workshop were met:

1 4 6 17 13 3.9

1 2 3 4 5
x

2
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MOST USEFUL:

candid sharing of experiences.

Bill ? and Herb's honestv with their speaking of their
experience and feelings.

To realize how volatile these people are - their needs are so
great.

Putting a "facefi@ on AIDS.

Infected people sharing.

One to one exchange.

Not personally.

1 PWAs and family presenting.

All three speakers were brave to come forth with their
experiences and I thank them and empathize with them.

Choice of the panelists.

All.

Very effective to have HIV infected persons on a panel, brings
AIDS issue to reality.

'._,

The candid sharing of their feelings.

HOW TO IMPROVE:

It should be stressed that welfare workers and social workers
(there is a difference) can only go by
are set by the state,

rules and regulations that
legislature and congress. Therefore, the

only way DHS workers would be able to help is to have a change in
the laws and regulations; talk to your representatives. The
workers' hands are tied in these cases.

*Don't let Rae speak again -
very angry with everyone.

(offending) as she seems to be

More psychosocial help.

Facilitate more open dialogue with persons attending session.

One speaker was too hostile: She still has to work through her



/?
anger and grief.

Less "lover"  ,talk.

Rae Greco was too emotionally involved and shouldn't have
spoke.

Ray needs help in giving a less nemotionalll  presentation. It
alienated the audience.

Too much Doctor bashing - AIDS pts. aren't the only sick
people in the island and the Doctors need to take care of them too.

Have someone in the spiritual area on panel.

Fine as is.

A couple more presenters.

HOW WILL CHANGE WAY WILL PERFORM JOB:

No change - job will not be affected personally. I have a
better understanding of persons with HIV. Kudos to Bill and Herb.
Was Rae referring to social worker or welfare worker? She put the
Dept. of Human Services down because she did not get her way? She
seems very irate at everyone in the community here and in S.F. She
should move if she hates everyone. DHS is for people at povertv
level. Just because her son had AIDS does not make her more, needy
than others (like others with cancer or other illnesses). All
persons applying for assistance must meet all conditions of
eligibility regardless of situation. There is no exception to this
rule as DHS follows rules given by Federal and State Govt.

Try to be sympathetic with client, but if my hands are tied
by regs, what else can I do?

I will continue to be as sensitive and supportive as possible.

Yes  - With more sensitivity.

More broad minded and careful.

No.

Wear gloves during direct contact with pt. while drawing blood
and also, encourage employer to allow for HIV testing.

Not sure as we are just preparing to deal with this population
r‘> in our services.

‘:



Not at all.

Rae seemed to be too angry to be effective and put me off,
although I feel for her experiences. Herb is a good speaker and
seems approachable (as Bill also is) and Bill's personality is the
type of patient I would like to see more of in those people who are
hospitalized.

* The two people on the panel came on strong and very angry.
I understand their feelings and frustrations --- but putting down
the medical staff as a whole was not appropriate. There are a lot
of caring doctors on Maui and because they did not attend today's
services does not mean they don't care. The panel was biased to
begin with and the presentation would have been presented in a more
appropriate manner --- in this way you may get more support.

More sensitive to emotional needs of PWAs/ families.

I strongly resent the expression of anger by Herb. - I house
a family member with an incurable disease and no one is giving him
$ 50.00 a day for his needs - he buys his own. A lot has and is
being done for AIDS - granted there are more needs but money is
needed for lots of things and one illness can't expect it all.

Very moving - very objective.

Become more empathetic and understand some of their feelings. ‘-._/

Somewhat.

5
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Xaui Conference / 11-3-39 / Building Skills, Building Knowledge
Sena Gates, DOH / New Perspectives on Substance Use and HIV Disease

1.) How well each of these objectives were met was rated using the
following scale:

1 = not at all
2 = somewhat
3 = good
4 = excellent

N = 14
To understand the relationship between IV drug use and HIV.

3

1 2
(na = 2)

2

3

7 3.3

4 x

To identify attitudes and behaviors of 1.J drug users and sexcal
partners in Hawaii. -l

4 3 5 3 .i

1 2 3 4
(na = 2) x

To identify other forms of substance use that put persons at risk
for HIV infection.

4

1 2
(na = 2)

3

3

5 3.1

4 z



_

.

For the following statements: I= strongly disagree
5 = strongly agree

1) The speaker demonstrated an effective teaching style that
facilitated my learning at this session:

3 3 2 6 3.8

1 2 3 4 5
x

2) I found the content of the session relevant to the objectives:

4 2 8 4.3

1 2 3 4 5
x

3) I found the content of the session clear and easy to understand:

3 4 7 4.1 “--A~

1 2 3 4 5
x-

4) The physical facilities were appropriate for the session:

1 2

3 6 5

3 4 5

5) My personal objectives for this workshop were met:

2 3 4 5

1 2 3 4 5

4.1



.

HOST USEFUL:

Current info on HI.

Maui information.

The outcomes of studies.

Correlation between sex and drug use.

All good.

HOW TO IMPROVE:

A pointer for the slides. Leave them up a bit longer to allow
for copying.

Better AV.

Less reading. More slides. Less statistics.

Was really clear, good speaker, informative.

HOW WILL CHANGE WAY PERFORM JOB:

Good information.

N.A.

Not.

Yes.

Try not to be judgmental.

3



Maui Conference /
Jane A. mldron,

11-3-89 / Building Skills, Building Knowledge
Ph.D. / Women and HIV Infection

1.) HOX well each of these objectives were met was rated using the
foilowing scale:

1 = not at all
2 = somewhat
3 = good
4 = excellent

N = 39

Understand that women are at risk for HIV Infection. .

6 30 3. a

1 2 3 4
5

(na=3)

Understand risk impact of HIV infection of fetus during pregnancy.

.-c
17 19 3.5

1 2 3 4

(na=3)
X

Understand components of HIV risk assessment, and safe sex, and
counseling for women.

1

15 21 3.6

2 3 4
z

‘.__,

(na=3)

1 -



F-O?? the following statements: 1 = strongly disagree
5 = strongly agree

1) The speaker demonstrated an effective teaching style that
facilitated my learning at this session:

1

1

22 4.5

2) I found the content of the session relevant to the objectives:

1 13 25 4.6

1

3) I found the content

1 2

of the session clear

1 10

3 4

and easy to understand:

28 4.7

5
.* x

2 3 4 5
?7

4) The physical facilities were appropriate for the session:

1 3 9 14 12 3.9

1 2 3 4 5 /

??

5) My personal objectives for this workshop were met:

1

4 13 22 4.5

2 3 4 5
J7



MOST USEFUL: .

The speaker's knowledge, humanity and compassion.

All.

Audio visual breakup between delivery of stats.

Content.

1 Dental dam.

Talking to your prospective sex partner about safety. .

Info in presentation.

for

The word lesbian was not used although articles ;Jere displayed
their exclusive use. _

More awareness of how many women are infected.

Toys.

Liked the dammit.

To know there is a support group on Oahu.

Question and answer period.

Printed_information.

2 Videos.

Everything.

The video and

New condoms.

HOW TO IMPROVE:

discussion was excellent.

In general stats are variable,
factors that contribute to AIDS.

there must be other social

More copies of handouts.

Just more and more details.

Some dialogue.



It was fine as it was.

More data.

Longer and more handouts.

Enough.

HOW PRESENTATION HAS CHANGED WAY WILL PERFORM JOB:

More sensitive to doing risk assessments.

To be more "suspicious It as well as flnonjudgmentalll.

Exposure to another group at risk. Literature.

More sensitivity to HIV and women.

Be more aware of their needs. Be more aggressive in teaching.

Yes.

More awareness.

Be more sensitive to patient's perspective.

Personally not.

Yes - to know there is a support group.

More awareness and hopefully compassion.

More informed.

Broader awareness of moral/ethical issues.

Knowledgeable regarding protection.

This presentation provided me with current info. for me to be
able to counsel mothers and women more effectively.

More sensitivity especially while waiting for test results.
(Hospice helped me understand much about waiting for death in
various positive/neg. manner.



Maui Conference / 11-3-89 / Building Skills, Building Knowledge
Anita Gerhard, M.D. / HIV, the Homeless and

the Chronically Mentally Ill

1.) How well each of these objectives were met was rated using the
following scale:

1 = not at all
2 = somewhat
3 = good
4 = excellent

Increased awareness of the need
special populations such as the
mentally ill.

2 5

N = 17
for outreach on HIV issues to
homeless and the chronically

9 3.4

1 2 3 4
x

(na=l)

-#m

Increased awareness of special educational needs of the chronically
mentally ill and techniques for meeting those needs.

1 6 10 3.5

1 2 3 4
~ 57

‘w’

1 ‘-
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For the following statements: 1 = strongly disagree
5 = strongly agree

1) The speaker demonstrated an effective teaching style that
facilitated my learning at this session:

4 7 6 4.1

1 2 3 4 5
z

2) I found the content of the session relevant to the objectives:

3 7 7 4.2

1 2' 3 4 5
x

3) I round the content of the session clear and easy to understand:

4.2

1 2 3 4 5
u 'jI

4) The physical facilities were appropriate for the session:

1 4 4 0 4.1

1 2 3 4 5
x

5) My personal objectives for this workshop were met:

5 7 5 4.0

1 2 3 4 5
x



.

MOST USEFUL:

Excellent examples.

Description, and curricula.

The speaker's dedication and compassion and sense of humor.

How important it was to reach this population group.

1 Handout.

HOW TO IMPROVE:

We need a better microphone.

Info. on how to handle homeless person who is already HIV+.

Application to Maui.

HOW HAS CHANGED WAY WILL PERFORM JOB:

No.

DNA.

Exposure to a different targeted group to work on.

I* Undetermined.

Urge Mental Health Service to consider implementation.

..__.:

3



Kaui Conference / 11-3-89 / Building Skills, Building Knowledge
Lenore Peterson, A.C.S.W. / Counseling Persons at Risk

for HIV Infection

1.1 How well each.of these objectives were I?.et was rated using the
following scale:

1 = not at all
2 = somewhat
3 = good
4 = excellent

N = 18
Describe three questions you would want to ask clients in order to
assess risk for HIV Infection.

15 4 . 0

1 2 3 4
?i

Identify four unsafe sexual behaviors.

15 4.0

1 2 3 4
x

Cite three safe sex practices.

15 4.0

1 2 3 4
ii

1



.

For the following statements: 1 = strongly disagree
5 = strongly agree

1) The speaker demonstrated an effective teaching style that
facilitated my learning at this session:

1 2 3 4

18 5.0

5
x

2) I found the content of the session relevant to the objectives:

1

1 17 4.9

2 3 4 5
x

3) I found the content of the session clear and easy to understand:
1 17 4 l 9 ~._.

1 2 3 4 5
I. x

4) The physical facilities were appropriate for the session:

1

1 4 13 4.5

2 3 4 5
?7

5) My personal objectives for this workshop were met:

4.7

1 2 3 4 5
x

2
‘.-._.



. .

P
MOST USEFUL:

Her energy.

Speaker's candor.

Interviewer to use terms.

All.

Group discussions.

Informal dialogue. Presenter verv comfortable.with  topic.
Excellent presentation.

Candor and humor.

Finding out box unaware and hou tc improve.

Listing of safe and unsafe sex.

Open-ness.

The ease with which you present a very charged subject lightly
and with humor.

Very good.

The informal manner in which seminar was conducted.

Use of wdords accepted and not by whom.

HOW TO IMPROVE:

How would you present later counseling.

Visual Aids.

Man its good now.



HOW HAS CHANGED THE WAY WILL PERFORM JOB:

Many insights into people's thinking.

More informed, hopefully able to take a sex i-ix.

Be more specific.

Yes.

More awareness of patient's sexual behavior.

Great job! Very powerful, effective speaker.

-Will attempt taki,ng sexual history.
-Will take info back to other staff.

ask patients - when appropriate.

Better sex HX intake re. habits of partners.

The point about providing the word for the client to use.
Thanks. Aloha.

More sensitive to how the questions are asked to get the
histories in short order and easier for patients.



. .

f- Maui Conference / 11-3-89 / Building Skills, Building Knowledge
Anita Gerhard, M.D. / Neuropsychiatric  ISSU8S with HIV Infection

1.1 How well each of these objectives were met was rated using the
following scale:

1 = not at all
2 = somewhat
3 = good
4 = excellent

N=9
Increased awareness of variety of manifestations of HIV disease on
the nervous system.

1 2
(na=l)

Increased knowledge of management of AIDS DemenBia Complex.

8 4.0

3 4
z

1

3

7 3.9

4
x1 2

(na=l)

Increased knowledge of psychopharmacology in the treatment of HIV.

8 4.0

1 2
(na=l)

3 4
E



For the following statements: 1 = strongly disagree
5= strongly agree

1) The sneaker demonstrated an effective teaching style that
facilitated my learning at this session:

3

3 6 4.7

4 5
x

2) I found the content of the session relevant to the objectives:

2 7 4 . 8

1 2 3 4 5
TI

3) I found the content of the session clear and easy to understand:

3 6 4 .7 .. _i

1 2 3 4 5
i. x

4) The physical facilities were appropriate for the session:

5 4 4.5

1 2 3 4 5
x

5) My personal objectives for this workshop were met:

1 I 7 4-7

3 4 5
'51



. .

MOST USEFUL:

The speaker's presentational skills.

Broad review.

Portion on care of AIDS dementia patient.

Opened the whole new insight into new-present use of drugs
alone and in combination.

Anti-depressant meds and side effects of common HIV meds.

Knowledge of current drug therapy and the continued importance
of personal interaction from the professional.

HOW TO IXPROVE:

- Use

Room

it's

Hope

same approach - it's good.

too cold.

good.

talk repeated for group who couldn't attend.

HOW HAS CHMlGED WAY WILL PERFORM JOB:

I am not into medical or pharmacological stuff at present, but
I have a limited knowledge of same medical terms and vocabulary -
However, you know your stuff and I'm impressed with your whole

package!

Unsure - better evaluation.

Awareness.

Increased info. on psychopharmacology will enhance the total
case given to patients.

With caution and awareness of any side effects - both
individually and in combination.

More knowledgeable.

I'll question prescribed RX more closely - observe closer for
side effects and be more aware that symptoms may be due to HIV!?

fl
And as ever continue with universal precaution.

3



Maui Conference /
Alfred J.

11-4-89 / Building Skills, Building Knowledge
Fortin, Ph.D. / Ethics, AIDS and Professional Practice

1.1 How well each of these objectives were net was rated using the
following scale:

1 = not at all
2 = somewhat
3 = good
4 = excellent

N = 16
Increased awareness of issues involved in ethical dilemmas related
to the care of persons with HIV infection.

3 12 3.8

1 2 3 4
(na=l) x

Identify five values in health care that frame ethical decisions
about persons with HIV infection. -*

1
(na=2)

3 11 3.8

2 3 4
x

._.-’



. .

For the following statements: 1 = strongly disagree
5 = strongly agree

1) The speaker demonstrated an effective teaching style that
facilitated my learning at this session:

1

2 4.4

2 3 4 5
x

2) I found the content of the session relevant to the objectives:

1 4 11 4.6

1 2 3 4 5
x

3) I found the content o f the session clear and easy to understand:

2 8 6 4.3

1 2 3 4 5
A

4) The physical facilities were appropriate for the session:

2 1 4 9 4.3

1 2 3 4 5
x

5) My personal objectives for this workshop were met:

2 6 8 4.4

1 2 3 4 5
z

2



. .

MOST USEFUL:

Vignettes, discussion.

Listening for loaded words.

Student involvement, periodic summarization.

Tapes and 5 discussion.

The two videos and discussion following them.

Care study.

The discussion of care vignettes.

Examples.

HOW TO IMPROVE:

Longer session.

It was okay.

More video episodes, less of the basic ethics/value lecture
as they are generally understood.

---
Voice trailed off at times.

Participatory workshop.

HOW HAS CXANGED WAY WILL PERFORM JOB:

Realization how complex ethical dilemmas are.

I will try to be more aware and alert to words.

More sensitivity and broader outlook.

Very helpful in anticipating client reaction as well as your
own behavior.

Yes.

More empathy for diverse social attitude.

No.

‘.__

3



Conference / 11-3-89 / Building Skills, Building Knowledge
Gerhard, M.D. / HIV Infection in Infants,

Children and Adolescents

1.1 How well these objectives were met was rated using the
following scale:

1 = not at all
2 = somewhat
3 = good
4 = excellent

N = 14

Increased awareness of needs of children infected with HIV, as well
as needs of their birth, foster or adoptive parents:

6 8 3.6

Understand infection control guidelines for children with HIV:

6 7 3.5

1 2 3 4
X

na = 1 .U

Increased awareness for HIV education in children and adolescents:

2 5 6 3.3

k1 2 3 4
X

na = 1



. , .

For the following statements: 1 = strongly disagree
5 = strongly agree ‘.-.__/

1) The speaker demonstrated an effective teaching style that
fa-:-,litated my learning at this session:

5 4 5 4.0

1 2 3 4 5
17

2) I found the content of the session relevant to the objectives:

2* 5 7 4.4

1 2 3 4 5
x

3) I found the content of the session clear and easy to understand:

2 5 7 4.4 -

1 2 3 4 5
.. x

4) The physical facilities were appropriate for the session:

1 2 3 8 4.2

1 2 3 4 5
x

5) My personal objectives for this workshop were met:

1 3 6 4 3.9

1 2 3 3 5
x

2



MOST USEFUL:

Tape and E discussion.

Hand outs.

Opened up what is known today.

Discussions.

Vignettes, discussion.

Discussion re. adolescent issues.

HOW TO IMPROVE:

Speaker using mike.

More info. on efficiency of treatment, longevity, etc.

Updating constantly.

Could not hear what people in audience was saying.

More vignettes, more discussions.

More time: could be a whole workshop by itself.

HOW HAS CRANGED WAY WILL PERFORM JOBi

Uncertain.

To educate children where possible.

To listen actively. It was an inspiration to be more aware
of and open to children's problems of the day.

More aware of some of people's reaction to HIV infants. Also
more able to anticipate what problems may be encountered with
infected babies as well as adolescents.

Found problem very complex. Much to learn yet.

Do presentation to staff and promote discussion of agency
policy.

Yes indeed.



Xaui Conference / 11-4-89 / Building Skills, Building Knowledge
Angela Kelly, R.N., C.N.A.A. / .i

Counseling Persons with HIV Infection

1.1 How well each of these objectives were met was rated using the
following scale:

1 = not at all
2 = somewhat
3 = good
4 = excellent

N = 23
After this presentation the participant should be able to list
Eawaii laws for informed consent and pre and post test counseling.

2 3 3 7 3.0

1 2 3 ;
(na=8) x

Be able to identify essential components of counseling for the HI-1
a infected c1ier.t.

4 13 3.8

1
(na=6)

. . --_./

3 4
x



. 0 ‘

.

For the following statements: 1 = strongly disagree
5 = strongly agree

1) The speaker demonstrated an effective teaching style that
facilitated my learning at this session:

1 9 13 3.7

1 2 3 4 5
Ji

2) I found the content of the session relevant to the objectives:

6 17 4.7

1 2 3 4 5
z

3) I found the content of the session clear and easy to understand:

1 4 18 4.7

1 2 3 4 5
i. z

4) The physical facilities were appropriate for the session:

1 2 8 12 4.4

1 2 3 4 5
TE

5) My personal objectives for this workshop were met:

1

1 4.6

2



MOST USEFUL: '

Case histories.

All.

Lists of things to cover.

Well organized.

Comments that simple,
90% of the battle.

everyday health-oriented approaches are

Personal experience, total objectivity of speaker.

Compassion.

Specific recommendations for treatment requirements - and gcod
health planning.

Attitude.

Well organized - slide outline.

Method of counseling.

HOW TO IMPROVE:

How do you counsel those who plan or wish to end their life?

I see no  Gay!

HOW HAS CHANGED THE WAY WILL

Will help me to be more

Much improved.

More informed.

PERFORM JOB:

competent.

Excellent speaker - really knew her info, very positive -

Hopefully I know a bit more about specific questions and
recommendations.

Helpful.

Excellent presentation - what a sensitive, lovely person.

-’

DNA.



. ..- .

Maui Conference /
Angela Kelly, R.N.,

11-4-89 / Building Skills, Building Knowledge
C.N.A.A. / Building a Community

Case Management System

1.) How well each of these objectives were met was rated using the
following scale: .

1 = not at all
2 = somewhat
3 = good
4 = excellent

N = 20
Be able to define case management:

2 16 3.9

1 2 3 4

f-J (na=2) x

Be able to identify implementation process for case management for
Hawaii:

5 13 3.7

1 2 3 4
(na=2) z

Be able to identify current and future plans for case management
development.

4 14 3.8

1 2 3 4
(na=2) 51



. <.* .

For the following statements: 1 = strongly disagree
5 = strongly agree

L) The speaker demonstrated an effective teaching style that
facilitated :y learning at this session:

1 5 14 4.7

1 2 3 4 5
x .

2) I fovnd the cor,tent of the session relevant to the objectives:

3 17 4.9

1 2 3 -l 5
x

3) I found the content of the session clear and easy to understand:

3 17 4.9

1 2 <* 3 4 5
z

4) The physical facilities were appropriate for the session:

1 7 12 4.4

1 2 3 4 5
si

5) My personal objectives for this ;Jorkshop were net:

2 3

1 2 3 4 5
x

(na=l)

‘.. .:

2



f-7 MOST USEFUL:

1 Clarity in description.

Review, already doing case management.

Organized, simplified presentation.

Personal experiences and knowledge.

Explanation of process of planning.

Saw the need for C.M. locally.

HOW TO IMPROVE:

- Don't know.

N .A.

Utilize local staff doing C.M.

It was okay - if overhead info is in the handout - too fast
to take notes. _

fl ? Soft voice.

HOW HAS CHZUJGED WAY WILL PERFORM JOB:

As usual, Angela was excellent!

1. Great ideas. Who implements
system?

a HI State case management

2. We need uniform plans in 50 states.

Clarify.

Attitude changes and awareness improved.

Emphasized importance of C.M.

No - I do no case management;

Yes!!

(1

Assisting with developing case management locally.

It scared me at the responsibility of case management.

Yes. As a volunteer. Maui.



Maui Conference / 11-3-89 / Building Skills, Building Knowledge
Alfred J. Fortin, Ph.D. / Legal Issues and HIV Disease : J

1.) How well each of these objectives were met was rated using the
following scale:

1 = not at all
2 = somewhat
3 = good
4 = excellent

N = 25
Understand legal obligations regarding confidentiality of HIV
related information.

6 16

1 2 3 4
(na=3)

Understand legal obligations regarding HIV testing.
-

8 14

1 2 3 4
(na=3)

Understand legal duty to warn.

8 14

1 2 3 4
(na=3)

3.7

3.6

z

3.6

sz

J

-- Understand legal basis for HIV as a handicapping condition.

1 1 12 8 3.2

1 2 3 4
(na=3) Ji



For the follotiing statements: 1 = strongly disagree
5 = strongly agree

1) The speaker demonstrated an effective teaching style that
facilitated my learning at this session:

5 10 9 4.2

1

(na=l)

2) I found t5e content of the session relevant to the objectives:

1 9 15 4.6

1 2 3 ; 5 I’
x

-.-
2 3 4 5

sz

PY
3) I found the content of the session clear and easy to understand:

_ I 4 10 10 4.2

1 2 3 4 5
,. z

4) The physical facilities were appropriate for the session:

--
1

1 6 6 12 4.2

2 3 4 5
x

5) My personal objectives for this workshop were met:
. _

11 9 --1 3 4.2

1 2 3 4 5 .

x
(na=l)

2



MOST USEFUL:

Content, speaker's knowledge.

All.

More aware of new laws.

. _.- ;
i..-

Just reviewing the laws themselves.

Transparencies presentation with excellent clarification.

All.

To know the laws and to keep observing.

HOW TO IMPROVE:

Have session in AM.

Video, drama, breaks.

More of it.

Too fast.

Good material but fast, voice drops.

Should have used mike as voice dropped at times.

An attorney should handle part of this.

HOW HAS CHANGED WAY WILL PERFORM JOB:

Keeping a tight lid on confidentiality.

DNA.

Stress confidentiality.

1 More awareness of legal issues.

No.

Reread material.

Just re-reminded of confidentiality need. It's a complicated
part of the whole program. I'm not taking anything away from the
speaker.

Isolate the HIV info. in the patient charts.



210 LINCOLN STREET
BOSTON. MASSACHUSETTS 02111


